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The  subject  of  this  paper  is  an  urgent  one,  not  alone  to  those 
of  us  having  a  large  obstetrical  service,  but  with  all  who  have 
obstetrical  cases  in  private  practice.  The  operation  of  sym- 
physiotomy is  essentially  forced  upon  our  consideration  when 
we  are  confronted  with  the  alternative  of  craniotomy  upon  the 
living  fetus  or  Cesarean  section.  The  question  of  selection 
between  this  operation  and  induced  labor  presents  itself  in  a 

'  I  have  accepted  the  authority  of  Prof.  Thomas  D.  Goodell,  of  Yale 
University,  as  to  the  proper  spelling  of  symphysiotomy.  He  writes  as 
follows:  "  Symphysiotomy  would  be  a  more  correct  form  than  symphy- 
seotomy. Compare  physiology,  physiognomy,  etc.  False  analogy  with 
tracheotomy  may  have  suggested  symphyseotomy;  but  in  the  former  '  e' 
belongs  to  the  first  element,  as  '  i '  does  to  symphysis." 
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comparatively  small  number  of  cases.  The  great  majorit}-  are 
"emergency."  When  it  does  present  the  parents  should  de- 
cide. The  mortalitj^  risk  for  the  mother  is  about  one  per  cent 
greater  in  selected  symphysiotomies  than  in  induced  labor. 
For  the  child  it  is  twice  as  great  in  induced  labor.  The  added 
danger  to  the  child  in  induced  labor  must  be  balanced  against 
the  risk  of  disablement  and  the  discomfort  to  the  mother  in 
symphysiotomy.  And  so,  I  say,  the  parents  should  decide 
when  this  question  presents.  Stepping  out  of  our  libraries, 
where  we  are  prone  to  draw  fine-lined  distinctions  based  on 
pelvic  mensuration  and  mortality  statistics,  and  standing  in 
the  shoes  of  the  practitioner,  we  must  aflQrm  that  the  greatest 
number  of  cases  of  symphysiotomy  or  of  those  deserving  it  are 
such  as  are  first  seen  when  in  labor.  And  to  my  mind  the 
most  diflficult  errors  to  avoid  are  :  failure  to  operate  when  it 
should  be  done,  giving  a  too  prolonged  trial  to  the  forceps  ; 
and,  per  contra,  performing  the  operation  when  the  forceps 
might  have  delivered  the  child. 

In  studying  the  phenomena  of  labor  we  all  know  how  little 
is  accomplished  toward  delivery  so  long  as  the  head  does  not 
engage,  and  how  much  uterine  and  general  muscular  strength 
is  wasted,  and  how  poorly  the  lower  segment  of  the  uterus  and 
the  cervix  soften  and  expand  under  such  conditions.  And  we 
know  further  that  could  the  muscular  power  that  has  been 
applied  have  been  utihzed  in  moulding  and  driving  down  the 
head,  many  cases  which  do  not  yield  to  the  forceps  would  other- 
wise do  so  here.  There  are  other  causes  acting  at  times  to 
prevent  engagement  of  the  head  besides  pelvic  contraction. 

Our  test  with  the  forceps  should  not  be  rapid  and  brief, 
so  much  as  slow  and  gentle,  as  where  we  wish  to  give  the 
fetal  head  an  opportunity  under  compulsion  to  mould,  and  the 
cervix  not  only  to  expand  but  retract  and  get  out  of  the  true 
pelvis.  Where  we  have  one  case  of  sharplj^  contracted  pel- 
vis that  even  the  novice  will  recognize,  we  have  twenty  that 
are  in  the  border-land  between  forceps  and  symphysiotomy, 
and  I  am  afraid  we  can  never  lay  down  rules  that  will  not 
leave  the  greater  part  of  the  equation  to  expert  judgment  in 
the  given  case. 

I  had  the  honor  last  year  of  reporting  five  cases  of  sym- 
physiotomy, in  four  of  which  there  was  complete  recovery 
without  disability,  or  laceration  of  bladder  or  vagina,  or  in- 
flammatory reaction  in  the  wound  in  any,  and  with  firm 
fibrous  union  in  four,  the"  play  of  the  joints  "  varying  from  one- 


i 


AYERS:   THE   PUBIC   SYMPHYSIS  IN   PARTURITION.  3 

eighth  to  one-quarter  of  an  inch.  In  the  fifth  case  the  operative 
wound  of  the  joint  healed  perfectly  without  suppuration,  being 
completely  closed,  as  were  all  the  others,  by  the  eighth  day. 
Before  operating  on  the  joint  in  this  case  I  severed  a  very 
extensive  ring  of  cicatricial  tissue  which  encircled  the  vagina — 
a  ring  whose  greatest  diameter  was  two  inches — and  sloughing 
of  the  cicatricial  tissue  followed,  opening  the  rectum  and  blad- 
der into  the  vagina.  Infection  from  the  rectum  ensued,  and, 
while  the  patient  bade  fair  to  recover  from  this,  pneumonia 
developed  during  the  fourth  week,  and  death  occurred  on  the 
thirty-third  day  following  the  operation.  Whether  the  pneu- 
monia had  its  origin  from  the  colon  bacilli  through  exposure  of 
abraded  vaginal  tissue  to  the  rectal  contents  or  not  I  am  not  able 
to  say.  The  error  in  this  case  was  in  not  selecting  Cesarean 
section. 

I  wish  to  place  on  record  three  additional  symphysiotomies. 

Case  VI.  — M.  P. ,  primipara,  age  23  years,  German,  weight 
129  pounds;  in  labor  at  full  term.  Fetal  position  R.  O.  A. 
Pelvic  dimensions  :  iliac  crests,  10^  inches ;  anterior  superior 
spines,  10  inches  ;  external  conjugate,  7i  inches  ;  trochanters, 
12  inches  ;  true  conjugate,  3|  inches  ;  internal  transverse  at 
middle  plane,  4^  inches.  The  angle  of  the  subpubic  arch  was 
narrow.  The  fetal  head  measurements  taken  after  delivery 
were :  biparietal  3i,  bitemporal  3^,  fronto-mental  2f ,  occipito- 
frontal 4f,  cervico-bregmatic  4,  suboccipito-bregmatic  4,  and 
occipito-mental  4^  inches.  Labor  began  May  9th,  1896.  May 
10th,  10  A.M.,  with  no  engagement  of  the  head,  forceps  was 
tried  without  success.  At  2  p.m.  symphysiotomy  was  per- 
formed in  the  Mothers'  and  Babies'  Hospital.  I  was  honored 
by  the  presence  of  Drs.  Lusk  and  Jewett,  and  am  much 
indebted  to  them  for  kindly  assistance. 

The  subcutaneous  method  described  by  me  in  a  paper  before 
the  members  of  this  Section  in  January,  1896,  which  I  have 
employed  in  all  my  cases,  was  pursued  in  this  case.  Pubic 
separation  of  2^^  inches  was  secured,  the  head  delivered  with  the 
forceps  after  unusual  difficulty,  rotation  of  the  occiput  forward, 
as  is  apt  to  prove  necessary,  being  artificially  accomplished. 
The  child  was  markedly  asphyxiated,  but,  owing  to  Dr.  Lusk's 
skilful  assistance,  was  finally  resuscitated.  From  4  to  6  ounces 
of  blood  were  lost  in  the  operation.  No  unusual  reaction  fol- 
lowed the  operation,  and  the  patient  was  discharged  in  six 
weeks  with  no  disability  and  a  "play  of  the  joint"  of  one-eighth 
of  an  inch.     There   was  no  laceration  of  the  bladder,  vagina, 
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or  urethra,  and  no  irritation  of  the  bladder.  This  patient  had 
had  rickets  in  a  mild  form.  The  child  weighed  6  pounds  12 
ounces.     It  is  living. 

Case  VII. — B.  B.,  age  29  years,  American,  weight  172 
pounds,  height  5  feet  2  inches;  in  her  third  pregnancy.  First 
child  was  born  dead  after  violent  forceps  traction.  Second 
child  was  turned  from  head  to  breech  after  two  physicians  had 
tried  forceps,  and  body  torn  from  the  head,  which  was  delivered 
by  members  of  my  hospital  staff  afterward.  In  her  last  preg- 
nancy patient  suffered  at  fourth  month  from  bladder  irritation, 
due  to  its  being  adherent  to  the  anterior  abdominal  wall  and 
fundus  uteri.  I  found  the  bladder  lying  somewhat  to  the  right 
and  measuring  10^  inches  from  the  meatus  to  its  upper  portion . 
With  further  elevation  of  the  uterus  during  the  fifth  month  the 
adhesions  gave  way,  there  being  no  further  trouble  from  the 
bladder.  The  second  fetus,  I  may  add,  was  exhibited  at  the 
Obstetrical  Section  of  the  Academy  in  1895. 

The  pelvic  measurements  were:  iliac  crests,  12  inches;  ante- 
rior superior  spines,  11^  inches;  external  conjugate,  8  inches; 
trochanters,  13f  inches;  true  conjugate,  4  inches;  internal  trans- 
verse diameter  at  the  middle  plane,  4f  inches.  The  fetal  dimen- 
sions taken  after  delivery  were:  Weight,  9  pounds  7  ounces; 
head  diameters — biparietal  4|,  bitemporal  4,  fronto-mental  3f , 
occipito-frontal  5^,  cervico-bregmatic  4^,  suboccipito-bregmatic 
4|,  and  occipito-mental  5f  inches. 

The  features  of  pelvic  dimensions  in  this  patient  are  peculiar. 
Her  external  pelvic  measurements  are  above  the  average  and 
the  true  conjugate  is  4  inches;  but,  owing  to  the  great  weight 
and  general  thickness  of  her  bones,  it  is  my  opinion  that  there 
is  considerable  reduction  in  all  dimensions  of  the  inlet.  She  is 
not  a  fat  or  particularly  fleshy  woman,  but  with  a  weight  of 
172  pounds  and  a  height  of  5  feet  '-i  inches  we  find  the  bones 
much  above  the  average  thickness  throughout.  In  addition 
the  child's  head  measurements  are  much  above  the  average. 
Labor  began  September  7th  at  3  a.m.  The  patient  was  ad- 
mitted to  the  Mothers'  and  Babies'  Hospital.  The  left  shoul- 
der presented,  dorsum  anterior.  Cephalic  version  (Wigand's 
method)  was  performed.  Fetal  position,  R.  O.  A.  The  head 
did  not  enter  the  inlet  in  the  least  degree.  At  3  p.m.  the  for- 
ceps was  applied,  but  not  severely.  The  patient  had  earnestly 
requested  a  living  child,  even  if  Cesarean  section  were  neces- 
sary. It  was  quite  evident  that  severe  forceps  traction  would 
probably  fail  and  also  render  symphysiotomy  useless. 
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Her  history  did  not  favor  version.  Pubic  section  by  my 
subcutaneous  method  was  accomplished,  with  a  separation  of 
2^  inches,  and  the  child  delivered  with  the  forceps  and  in  fine 
condition  It  is  well  at  the  present  time.  No  reaction  occurred 
in  the  maternal  wound,  there  was  no  fever,  and  in  four  weeks 
the  patient  was  discharged  with  close  fibrous  union  of  the  sym- 
physis. "Play  of  the  joint"  was  one-eighth  on  leaving  the 
hospital,  and  this  increased  to  one-quarter  during  the  month 
following.  She  complained  some  of  trouble  in  walking  and  of 
bladder  irritation,  which  both  gradually  disappeared. 

Case  VIII.— F.  B.,  age  35  years,  German;  7  full-term 
labors,  2  premature,  and  2  miscarriages.  In  all  full-term  cases 
forceps  was  used,  and  in  four  cases  the  children  lived.  Pa- 
tient weighed  145  pounds.  Pelvic  measurements  were  :  iliac 
crests,  11^  inches;  anterior  superior  spines,  10|  inches;  trochan- 
ters, 12  inches;  external  conjugate,  8  inches;  diagonal  con- 
jugate, 3f  inches;  true  conjugate,  3  inches;  internal  transverse 
at  middle  plane,  5  inches.  Fetal  position,  R.  O.  P.  Head  not 
engaged,  but  lying  freely  movable  at  the  inlet. 

Forceps  was  applied  by  my  house  physician,  Dr.  J.  A.  Mitch- 
ell, January  30th,  thirteen  hours  after  the  beginning  of  labor, 
in  a  tenement  house.  Patient  was  removed  to  the  Mothers'  and 
Babies'  Hospital.  I  applied  Elliott's,  Tarnier's,  and  Fry's  for- 
ceps, and  put  them  to  the  limit  of  justifiable  trial,  the  grasp  of 
the  head  with  the  Elliott  blades  being  on  the  left  malar  bone 
and  right  parietal  eminence,  the  occiput  having  been  rotated 
into  the  right  oblique  anterior  by  my  hand,  and  no  engagement 
of  the  head  was  secured.  I  made  very  severe  use  of  the  forceps 
on  account  of  the  pregnancy  history  of  the  patient.  Having  no 
faith  in  podalic  version  for  accomplishing  delivery,  and  the 
child's  pulse  being  good,  I  severed  the  pubic  joint  by  my  method 
and  applied  the  Elliott  forceps.  Separation  of  li  inches  was 
secured  and  partial  descent  of  the  head  accomplished.  The 
forceps  then  persisted  in  slipping,  and  podalic  version  was  per- 
formed and  the  child  delivered,  not  more  than  two  minutes' 
time  being  lost  from  the  beginning  of  version  until  delivery. 
There  was  a  separation  of  2  inches  in  the  joint.  No  lacerations 
occurred.  Hemorrhage  amounted  to  about  6  ounces.  The 
child  weighed  9  pounds  8  ounces.  Its  head  measurements 
were:  biparietal  3f,  bitemporal  3|,  fronto-mental  4|,  occipito- 
frontal 4|,  cervico-bregmatic  4^,  suboccipito-bregmatic  4f,  and 
occipito-mental  5^  inches.  The  circumference  of  the  subocci- 
pito-bregmatic and  biparietal  plane  was  15  inches.     Resuscita- 
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tion  took  some  time,  partly  on  account  of  the  morphine  and 
chloroform  which  had  been  administered  to  the  mother,  and 
from  the  severe  use  of  the  forceps.  There  was  an  indentation 
of  the  left  portion  of  the  frontal  bone  and  bruising  of  the  integ- 
ument. Both  conditions  gradually  disappeared,  and  the  child 
is  in  excellent  condition. 

The  mother  had  no  temperature  above  ordinary  labors,  and 
was  discharged  in  thirty-eight  days  with  perfect  union  of  the 
pubes,  no  disability,  and  no  lacerations.  "Play  of  the  joint" 
was  one-eighth  of  an  inch,  which  is  as  little  as  any  union  not 
osseous  could  secure.     The  bladder  never  gave  any  trouble. 

I  wish  to  reiterate  here  my  faith  in  the  method  of  operating 
which  I  have  employed.  To  those  who  have  not  themselves 
done  the  operation  by  my  subcutaneous  method,  even  though 
they  have  witnessed  its  performance,  I  can  readily  understand 
that  it  does  not  appear  as  safe  and  clear,  as  a  surgical  procedure, 
as  the  open  method  of  Pinard.  But  the  operator  does  not  find 
it  so.  His  fingers  are  so  closely  in  contact  with  the  parts,  and 
their  anatomical  relations  are  so  simple,  I  cannot  conceive  of 
any  one,  at  all  justified  in  doing  any  operations,  losing  his  bear- 
ings or  wounding  important  tissues.  In  front  the  blade  is  con- 
stantly against  the  joint  and  beneath  the  clitoris;  behind,  the 
urethra  and  base  of  the  bladder  are  held  entirely  out  of  the  way 
by  the  urethral  sound,  while  the  left  index  finger  at  all  times 
has  the  raphe  of  the  joint  in  contact.  In  none  of  my  eight 
operations  have  I  injured  bladder,  urethra,  peritoneum,  or 
vagina. 

I  see  four  advantages  in  the  method  which  far  outweigh  any 
possible  obscurity.  Hemorrhage  is  slight  and  can  at  all  times 
during  the  operation  and  delivery  be  checked  with  the  thumb. 
The  integrity  of  the  integument  over  the  joint  allows  greater 
stretching  of  the  tissues  during  separation  of  the  pubes,  without 
laceration.  This  I  have  demonstrated  by  comparison  in  ope- 
ration on  the  cadaver  in  addition  to  my  clinical  experience. 
When  the  patient  is  put  to  bed  there  is  absolutely  no  exposure 
of  the  wound  to  the  air  ;  the  labia  completely  close  the  wound. 
There  are  no  stitches  over  the  wound,  as  there  are  in  Pinard's 
method.  Lastly,  drainage  is  perfect,  as  the  wound  is  at  the 
base  of  the  symphysis,  and  a  strip  of  gauze  leads  from  the 
wound  into  the  vulva.  I  have  had  no  inflammatory  reaction 
in  any  case  in  the  wound.  A  soft-rubber  retention  catheter 
should  be  left  in  the  bladder  for  several  days.  I  append  the 
directions  for  doing  the  operation  by  my  method  as  heretofore 
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published,  for  the  convenience  of  those  who  wish  to  refer  to 
them. 

The  part  of  this  subject  to  which  this  paper  is  particularly 
directed  is  the  treatment  following  delivery.  We  all  know  that, 
from  the  standpoint  of  mortality,  symphysiotomy  must  take 
precedence  over  Cesarean  section,  and  that  it  is  not  far  from  in- 
duced labor  in  that  respect.  The  point  that  makes  us  hesitate 
is  after-union  of  the  joint,  freedom  from  disability  in  locomo- 
tion, and  injury  to  the  bladder  and  vagina.  Further,  the  four 
to  five  weeks'  confinement  in  a  fixed  position  is  most  trying  to 
the  patient,  and  is  liable  to  put  her  and  her  friends  in  an  un- 
favorable attitude  toward  the  operator,  should  the  patient, 
after  all,  come  through  disabled. 

My  paper  on  "  The  After-Effects,  etc,"  published  in  the  New 
York  Polyclinic  Journal  of  May,  1896,  covers  most  of  these 
questions  from  the  experience  of  American  operators.  It  is 
shown  in  this  paper  that  the  pubic  bones  cannot  be  trusted  to 
unite  of  their  own  accord — that  is,  with  the  patient  lying  in  bed, 
without  any  bandage,  suture,  or  trough  to  force  the  bones  in 
contact.  This  I  shall  still  further  emphasize  in  an  accompany- 
ing report  of  cases  of  traumatic  pubic  separation.  The  pelvis, 
left  to  itself  after  separation,  tends  to  widen  at  the  pubes  to 
about  one  inch.  In  my  fifth  case  —the  one  with  slough  of  a 
cicatricial  vagina — when,  about  two  weeks  after  delivery,  the 
condition  of  the  patient  became  so  serious  on  account  of  a 
sloughing  of  the  rectum  and  bladder  that  all  measures  for  hold- 
ing the  symphysis  in  coaptation  were  removed  to  further  the 
comfort  of  the  patient,  separation  of  the  pubes  followed  and 
amounted  to  one  inch  four  weeks  later.  This  result  may  have 
been  partially  due  to  the  poor  condition  of  the  patient  and  her 
inability  to  repair  tissue.  In  a  case  to  be  reported,  of  traumatic 
separation  by  the  forceps,  which  first  came  under  my  observa- 
tion fourteen  months  after,  there  was  no  history  of  effort  to 
hold  the  pubic  bones  together,  and  I  found  a  separation  of 
one  and  a  quarter  inches  at  the  pubes. 

I  have  had  constructed  a  symphysiotomy  hammock  which 
I  have  used  in  two  cases,  and  which  I  believe  will  prove  the 
most  satisfactory  apparatus  with  which  to  get  firm  union  and 
cause  the  least  discomfort  to  the  patient. 

As  can  be  seen  from  the  accompanying  illustrations,  it  con- 
sists in  a  double  hammock — one  upper  middle  canvas  on  its 
own  poles,  for  supporting  the  pelvis  and  bringing  the  pubic 
bones  in  close  contact;   and  a  second  one  on  its  own  poles. 
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consisting  of  two  pieces  of  canvas,  for  holding  the  chest,  head, 
and  lower  extremities,  but  so  spread  out  that  these  parts  of  the 
body  are  not  cramped  in  a  trough  as  is  the  pelvis.  The  pelvic 
hammock  is  at  a  fixed  elevation,  though  the  poles  can  be  placed 
close  together  or  apart;  and  the  under  hammock  is  adjustable 
to  the  level  of  the  other.  The  pelvic  canvas  has  an  opening, 
six  inches  in  diameter,  through  which  all  discharges  pass  to 
the  bed  pan  beneath.  The  latter  is  supported  against  the  but- 
tock by  a  canvas  band  attached  to  one  of  the  lower  poles  on 
one  side,  and  kept  taut  over  the  other  lower  one  by  a  rubber 


tube.  Extrusion  of  the  buttocks  through  the  hole  in  the  pelvic 
piece  of  canvas,  and  the  consequent  liability  to  bed  sores,  is 
sufficiently  opposed  without  affecting  the  important  function  of 
this  canvas  in  holding  the  pubic  bones  together. 

This  apparatus  can  be  taken  apart  for  storage.  It  costs 
about  $12.  Its  dimensions  are  as  follows:  height,  4  feet;  width, 
37  inches;  length,  6  feet  8  inches;  middle  pelvic  canvas,  16fx57 
inches;  diameter  of  hole  in  same,  G  inches;  chest  and  floor 
pieces  of  canvas,  31x30  inches;  middle  canvas  supporting  bed 
pan,   17x46   inches;  end  boards  which   hold  the  lower  poles 
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apart,  32^  inches;  auger  holes  in  same,  1^  inches  (are  not 
needed  in  middle  portions  of  boards).  The  poles  supporting  the 
hammocks  are  ordinary  portiere  poles,  8  feet  long  and  1^  inches 
"thick;  they  are  preferable  to  iron  pipes,  as  they  give  spring 
a-nd  cause  better  adjustment  of  the  lower  hammock  to  the 
upper  one. 

So  important  is  it  to  secure  good  union  of  the  joint  and  im- 
prove the  comfort  of  the  patient  during  the  long  period  of  fixed 
confinement,  I  feel  safe  in  saying  that  any  one  having  cases  to 
treat  will  gladly  seek  this  apparatus  or  one  equally  good.     I 


have  used  the  principles  of  this  machine  in  all  my  cases,  and 
this  is  the  evolution  of  what  I  have  found  best  and  needful. 

Traumatic  and  Spontaneous  Rupture  of  the  Symphysis 
Pubis. — Traumatic  separation  of  the  symphysis  other  than  by 
operation  is  essentially  a  part  of  the  subject  under  discussion. 
In  addition  to  the  interesting  cases  which  I  wish  to  report,  I 
find  the  following,  to  which  I  wish  to  give  brief  reference: 

Case  I.  Rupture  during  Forceps  Traction. — Oehlschlager.  * 
Primipara,  20  years;  onset  of  labor  followed  by  two  eclamptic 

'  Centralblatt  fiir  Gynakologie,  Leipzig,  1893,  Bd.  xvii.,  p.  56. 
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seizures.  Edema  of  feet  and  albuminuria  present.  Promontory- 
could  be  felt  with  two  fingers  in  the  vagina.  Head  high.  A  not 
excessive  traction  with  the  forceps  was  used.  As  the  head  began 
to  rotate  in  the  pelvis  a  cracking  sound  was  distinctly  heard. 
A  separation  of  one  and  one-fifth  inches  in  the  joint  was  found. 
A  nine-pound  living  child  was  soon  delivered.  On  the  day 
after  delivery  lateral  support  was  applied  to  the  hips.  For  two 
weeks  the  region  of  the  symphysis  was  tender  to  the  touch  and 
painful  on  movement,  but  a  week  later  the  woman  was  able 
to  be  up  and  about,  although  a  slight  separation  of  the  joint 
presented. 

Case  II.  Rupture  ivithout  Use  of  the  Forceps. — Hart- 
wig.'  "Last  winter  I  was  called  to  see  a  robust  woman  two 
weeks  after  confinement,  with  a  swelling  in  the  pubic  region. 
The  forceps  had  not  been  applied,  and  she  stated  that  she  had 
not  been  torn  apart.  Evidently  the  attending  physician  had 
his  fingers  in  the  vagina  when  the  rupture  occurred.  I  incised 
the  abscess  which  I  found  and  introduced  my  finger  between 
the  separated  ends  of  the  pubic  bones.  The  cartilage  seemed 
destroyed.  A  few  days  of  drainage  and  a  band  around  the 
hips  sufficed  to  effect  a  cure.  About  six  weeks  later  the  patient 
was  up  and  around.  The  pelvis  was  somewhat  narrow,  as 
well  as  I  remember.  In  two  previous  confinements  in  which 
I  attended  her  the  fetuses  were  expelled  only  after  the  most 
formidable  pains,  and  in  one  ...  I  applied  forceps.'' 

Case  III.  Spontaneous  Rupture  during  Labor. — Glenn.' 
Patient  aged  28,  in  her  fourth  labor.  Admitted  to  Rotunda 
Hospital,  Dublin.  "After  six  and  one-half  hours  in  labor  she 
was  delivered  of  a  female  child  weighing  9^  pounds  and  mea- 
suring 21  inches  [presumably  refers  to  head  circumference]. 
There  was  nothing  unusual  about  the  labor,  except  that  ex- 
pression upon  the  fundus  was  used  by  the  student  in  charge. 
She  later  complained  of  inability  to  move  her  legs  and  of  pain 
over  the  mons  veneris.  An  attempt  to  place  her  on  either  side 
or  to  move  her  lower  limbs  elicited  shrieks  of  pain,  as  did  any 
pressure  over  the  pubes.  It  was  found  to  be  necessary  to  pass 
a  catheter.  Urine  normal;  vagina  normal  except  small  ecchy- 
mosis  in  the  centre  of  the  vestibule.  On  third  day  and  suc- 
ceeding six  days  she  had  a  temperature  of  100.2°,  which  sud- 
denly increased  to  104°  and  pulse  to  140,  followed  by  chills  and 

'  Medical  News,  Philadelpliia,  1893,  toI.  Ixiii.,  p.  220. 
^Lancet,  London,  1893,  vol.  ii.,  p.  875. 
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death  in  fifteen  days  after  confinement.  The  autopsy  revealed 
a  ruptured  symphysis,  with  marked  suppuration  between  the 
cartilaginous  discs  of  a  tuberculous  character. " 

Case  IV. — Ahlfeld.  Complete  separation  of  the  symphysis 
after  forced  forceps  extraction.     Death. 

Case  V. — Same.  Extraction  of  a  large  child  in  third  head 
position.     Separation  of  the  symphysis.     Cure. 

Case  VI. — Willis  P.  King  reports  wiring  the  pubic  bones 
together  successfully,  no  statement  being  at  my  command  as 
to  the  cause  of  the  separation. 

Case  VII.  Rupture  during  Forceps  Tractio7i. — W.  Gill 
Wylie.  Patient  was  delivered  by  two  strong  doctors  using  the 
forceps.  She  was  placed  in  Dr.  Wylie's  charge.  They  were 
unable  to  find  the  urethra.  Patient  could  not  pass  her  urine. 
Had  rapid  pulse,  temperature  105°.  One  or  two  fingers  could 
be  passed  up  between  the  bones.  There  was  a  complete  frac- 
ture through  the  left  pubic  bone  a  little  distance  from  the 
joint.  Dr.  Wylie  found  the  urethra  and  drew  off  about  a 
quart  of  bloody  urine.  The  patient  had  septic  peritonitis  and 
died  in  twenty-four  hours.  Great  force  was  used  with  the 
forceps.     The  patient  was  a  primipara  19  years  of  age. 

Case  IX.— Patient  of  Dr.  W.  Gill  Wylie,  Mrs.  H.  E.  L., 
age  24  years,  married  three  years,  was  delivered  of  a  child  in 
October,  J  895.  The  forceps  was  applied  by  the  physician  at 
that  time  attending  her  and  the  pubic  bones  were  torn  apart. 
She  had  a  vesico- vaginal  fistula,  which  was  closed  by  opera- 
tion. I  understand  that  no  special  effort  was  made  to  reunite 
the  pubic  bones.  The  patient  was  received  by  Dr.  Wylie  in 
his  private  hospital  in  January,  1897. 

I  was  called  in  consultation  by  the  doctor,  and  we  found  the 
pubic  bones  separated  one  and  a  quarter  inches,  with  no  fibrous, 
osseous,  or  cartilaginous  tissue  intervening.  There  was  pro- 
trusion of  the  bladder  into  the  interspace,  and  the  suggestion 
of  an  intestinal  hernia  from  the  immediate  middle  space  above. 
The  opposing  bones  did  not  lie  parallel,  the  left  being  a  quarter 
of  an  inch  lower  than  the  right.  Under  ordinary  pressure  they 
could  not  be  brought  together,  having  acquired  some  thicken- 
ing probably  in  the  sacro-iliac  joints.  It  was  decided  to  first 
keep  the  patient  in  one  of  my  trough  hammocks  for  ten  days, 
to  get  the  bones  more  in  apposition  and  reaccustomed  to  their 
proper  positions,  and  then  lay  open  the  joint  and  unite  the 
bones  with  strong  silver  sutures. 
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The  first  procedure  approximated  the  bones  to  within  one- 
eighth  of  an  inch,  and  also  caused  irritation  of  the  bladder  from 
pinching. 

Dr.  Wylie  next  operated,  and,  having  exposed  the  ends  of 
the  bones,  introduced  three  heavy  silver  sutures,  each  one- 
quarter  of  an  inch  from  the  free  border.  It  was  then  found 
necessary  to  apply  tremendous  counter-pressure  to  bring  the 
bones  in  contact.  I  took  two  boards,  3  feet  by  6  inches,  and 
tied  them  together  at  one  end,  and  placed  them  in  the  form  of 
a  V  under  the  patient's  hips,  with  the  open  ends  projecting 
above  at  the  sides  of  the  hammock.  The  latter  were  then 
pulled  inward  against  the  patient's  iliac  crests  until  the  pubic 
bones  came  absolutely  together,  the  boards  being  then  tied  with 
rubber  tubing.  Dr.  Wylie  next  drew  the  silver  sutures  tight 
and  closed  the  wound.  A  soft-rubber  retention  catheter  was 
left  in  the  bladder.  The  patient  was  kept  under  this  tremen- 
dous pressure  for  nearly  two  days,  with  gradual  loosening  of 
the  side  splints,  although  there  was  necessary  risk  of  causing 
bed  sores. 

Morphine  was  given  to  enable  her  to  endure  the  pain  until 
this  pressure  could  be  removed.  It  must  be  remembered  that 
this  patient  was  quite  disabled  by  her  condition,  and  that 
severe  measures  were  justifiable,  if  necessary,  to  get  the  bones 
of  the  pubes  together. 

The  patient  was  later  placed  in  an  apparatus  similar  to  the 
one  I  have  here  described.  Firm  union  of  the  bones  has  now 
been  secured  and  the  patient  will  no  doubt  be  free  from  further 
disability.  A  small  bed  sore  appeared  on  the  left  side  near  the 
iliac  crests,  and  a  soreness  developed  in  the  buttocks,  all  of 
which  was  expected  because  of  the  great  pressure  applied. 
This  is  the  only  case  in  nine  under  my  care  developing  a  sore. 

I  add  in  full  Dr.  Glenn's  interesting  paper  referring  to  Case 
3  reported  above: 

"Spiegel berg  states  that  he  has  only  seen  two  cases  in  his 
hospital  practice  in  which  it  (rupture)  had  occurred,  and  pos- 
sibly three  cases  in  private  practice  where  paralysis  of  the 
lower  limbs  might  have  resulted  from  it.  The  rupture  almost 
always  takes  place  at  the  symphysis,  combined  with  straining 
of  one  or  other  of  the  sacro-iliac  articulations — usually  the 
right.  At  the  symphysis  the  rupture  is  apt  to  be  complete ; 
at  the  synchondrosis  it  is  usually  confined  to  the  anterior  sur- 
face. This  case  is  especially  interesting,  as  there  appears  to 
have  been  pre-existing  disease  of  the  symphysis.     There  was 
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no  metrophlebitis  or  phlegmon,  neither  was  there  the  slightest 
injury  of  the  urethra." 

Remarks  by  Dr.  Glenn. — "  In  this  case  it  will  be  noticed 
that  on  the  patient's  admission  the  temperature  was  100.6°, 
and  I  cannot  but  think  that  she  already  had  inflammation  of 
the  joint,  probably  of  a  strumous  character,  concerning  which 
Holmes,  in  his  '  System  of  Surgery,'  says,  '  Strumous  disease- 
of  the  symphysis  pubis  is  rarely  met  with,'  and,  after  describ- 
ing a  case  in  University  College,  he  concludes  :  '  It  has  only 
fallen  to  my  lot  to  see  one  case  of  primary  caries  of  the  joint. 
Besides  the  predisposing  cause,  I  think  that  the  large  size  of 
the  fetal  head  and  the  extra  force  brought  to  bear  by  the 
expression  enabled  the  former  to  exert  its  wedge-like  action, 
with  undue  force,  thus  completing  the  rupture.' 

"  To  further  illustrate  the  rarity  of  this  condition,  Tournelle,. 
in  222  necropsies  of  puerperal  women  who  died  during  one- 
year  in  the  Paris  Maternite,  found  pus  in  the  symphysis  twice- 
only.  Regarding  a  debatable  point  in  reference  to  the  sym- 
physis pubis,  Luschka  states  that  a  synovial  membrane  is. 
found  on  the  inner  surface  of  the  so-called  symphysis  ossiumi 
pubis  in  women,  in  which  are  discovered  a  collection  of  roundi 
cells  only,  with  no  true  epithelium.  This  imperfect  articula- 
tion may  be  developed  during  pregnancy,  so  as  to  form  a  com- 
plete joint,  by  which  process  these  cellular  elements  are  con- 
siderably increased.  This  view  is  supported  by  Gray  and! 
many  obstetricians,  but  is  denied  by  Quain  and  Macalister,. 
who  make  no  mention  of  a  synovial  membrane,  and,  speaking 
of  the  fissure  in  the  interpubic  disc,  state  that  its  greater  de- 
velopment in  the  female  sex  may  be  in  part  due  to  the  pressure- 
exerted  upon  the  joints  during  parturition,  but  is  not  a  regular- 
accompaniment  or  a  direct  consequence  of  pregnancy. 

"Be  it  as  it  may,  it  is  known  that  inflammation  of  this 
articulation  generally  begins  at  the  centre  and  spreads  toward, 
the  periphery,  being  accompanied  by  necrosed  secretion  from 
the  synovial  membrane — according  to  the  former  view,  a  form 
of  serous  infiltration  and  consequent  relaxation  of  the  tissues  of 
the  symphysis  due  to  mechanical  obstruction ;  to  the  return, 
of  the  venous  blood  by  the  pressure  of  the  pus-entering  part, 
if  we  believe  the  more  modern  theory.  By  this  secretion  the- 
bones  are  forced  apart,  and,  if  the  inflammation  should  go- 
on to  suppuration,  the  cartilage  is  denuded,  possibly  destroyed,, 
caries  attacks  the  bone,  an  abscess  is  formed  in  the  joint,  and 
the  pus,  burrowing  deeply  through  the  infiltrated  tissues,  findS:. 
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its  way  to  the  surface,  either  at  the  mons  veneris  or  it  may  be 
on  the  thigh  or  gluteal  region.  Complete  rupture  commonly 
takes  place  during  forceps  extractions,  but  it  is  important  to 
bear  in  mind  it  has  occurred  spontaneously  in  wide  pelves  and 
where  there  was  no  disproportion.  Such  an  inflammation  of  the 
joint  or  relaxation  of  its  ligaments  may  admit  of  its  occurrence 
in  a  perfectly  easy  labor,  as  in  a  case  mentioned  by  Ahlfeld 
where  the  fetus  was  expelled  without  even  the  bag  of  mem- 
branes bursting.  ( 

"The  rupture  usually  takes  place  in  the  middle  line,  espe- 
cially where  abundant  serum  has  been  poured  out,  but  it  may 
occur  between  the  cartilage  and  the  bone  of  one  side,  as  in  the 
case  of  rachitic  pelvis.  The  secondary  symptoms  are  alone 
pathognomonic,  as  the  severe  pains  first  complained  of  are 
common  after  difficult  labors.  They  are  as  follows  :  great 
tenderness  locally,  external  rotation  of  thighs,  legs,  and  feet 
with  inability  to  move  them,  whilst  the  slightest  attempt  to  do 
so  greatly  increases  the  pain.  Movement  of  the  pubic  bone  is 
obtained  by  raising  the  leg  of  the  same  side  ;  combined  inter- 
nal and  external  examinations,  and,  if  the  vagina  is  torn,  as  it 
commonly  is,  the  rent  may  be  felt.  Then,  in  cases  of  suppura- 
tion, chills  and  fever,  the  pain  becomes  exacerbated  and  the 
swelling  in  the  joint  soon  begins.  The  disease  may  terminate 
(1)  by  absorption,  with  complete  resolution  and  recovery  in 
from  two  to  three  weeks ;  (2)  in  suppuration  and  perforation, 
with  recovery  in  about  six  weeks ;  (3)  in  persistent  chronic 
relaxation  of  the  joint — a  most  important  point,  as  the  condition 
may  last  for  years ;  or  (-i)  in  septicemia  and  pyemia,  or  with 
an  unfortunate  but  rare  result,  as  in  one  case.  If,  then,  ab- 
scess does  not  occur,  the  medical  man  may  regard  the  prog- 
nosis, on  the  whole,  as  being  favorable  ;  when  it  does,  and  a 
fatal  result  does  not  supervene,  ankylosis  of  the  joint  will 
follow.  The  treatment  to  be  followed  is  absolute  rest  in  bed 
and  with  the  application  of  a  firm  binder.  Great  care  should 
be  exercised  with  regard  to  the  excretions,  and  if  an  abscess 
forms  an  early  incision  should  be  made  and  rigid  asepsis 
practised." 

ADDENDUM. 

Directions  for  Performing  the  Subcutaneous  Symphysi- 
otomy.— 1.  Secure  full  dilatation  of  the  cervix,  if  possible 
without  risk  to  the  child. 

2.  Have  the  urethra  and  bladder  held  to  one  side  with  a 
sound. 
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3.  Make  the  initial  incision  a  little  above  the  subpubic  arch 
and  under  the  elevated  clitoris. 

4.  Introduce  the  left  index  finger  within  the  vagina,  against 
the  posterior  groove  or  ridge  of  the  joint,  up  to  the  top. 

5.  Pass  a  narrow  tenotomy  knife,  with  the  point  close  to  the 
joint,  up  to  within  a  half-inch  of  the  top,  and  under  the  over- 
lying soft  tissues. 

6.  Substitute  a  probe-pointed  bistoury  and  meet  the  left 
index  finger  with  the  probe  over  the  top  of  the  joint,  and  work 
the  blade  through  the  joint  downward  until  separation  is  felt 
by  the  posterior  finger. 

7.  Have  an  assistant  press  the  mouth  of  the  wound  and  the 
tissues  lying  over  the  joint  with  a  small  piece  of  gauze. 

8.  Deliver  with  forceps,  if  possible,  and  refrain  from  supra- 
pubic pressure,  aiming  to  deliver  the  head  through  the  cervix 
without  drawing  the  latter  down  below  the  symphysis. 

9.  Hold  the  bladder  well  to  one  side  while  pressing  the  pubic 
bones  together. 

10.  Pass  a  small  strip  of  gauze  into  the  prepubic  wound,  and 
another  against  the  cervix,  after  irrigating,  leaving  both  pieces 
exposed  for  easy  removal,  having  refrained  from  stitching 
cervix  or  perineum. 

11.  Introduce  a  soft-rubber  retention  catheter  into  the  blad- 
er  and  leave  it  until  sure  the  patient  can  voluntarily  micturate. 

12.  Dress  the  vulva  with  gauze  and  strap  the  joint  with 
adhesive  strips. 

13.  Remove  all  the  gauze  in  thirty-six  hours  and  irrigate 
vulva  and  vagina  twice  a  day,  keeping  the  vulva  carefully 
dressed  between  times. 

8  East  Thirty-foukth  street. 


FURTHER    EXPERIENCE    WITH    VAGINAL    FIXATION    OF    THE 
ROUND  LIGAMENTS    FOR    BACKWARD   DISPLACEMENTS 

OF  THE   UTERUS. 

WITH  A  TABULATED   REPORT  OF   FIFTEEN  CASES. 


BY 

HIRAM  N.  VINEBERG,  M.D., 
New  York. 


It  was  in  the  autumn  of  1893  that  I  first  became  interested 
and  began  doing  the  operation  designated  (from  the  name  of  its 
originator)  as  "  Mackenrodt's  vaginal  fixation."     Of  the  modi- 
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fications  that  I  had  learned  to  adopt  and  devise  I  have  written. 
at  length  on  former  occasions. '  Although  my  experience  with 
pregnancy  and  labor  in  my  own  cases  of  anterior  vaginal  fixa- 
tion had  been  uniformly  good/  the  reports,  over  a  year  ago, 
in  German  journals  of  cases  of  dystocia  consequent  upon  the 
operation  had  a  disturbing  influence  upon  me.  Accordingly  I 
made  a  careful  study  of  all  the  cases  reported,  and  learned  that, 
with  only  one  exception,  the  dystocia  had  occurred  in  cases 
operated  upon  after  a  method  different  from  that  which  I  had 
been  following. 

The  exception  was  furnished  by  Graefe's  case,  in  which, 
however,  buried  non-absorbable  sutures  had  been  employed  to 
fixate  the  uterus,  and  the  difficulty  encountered  was  due  to 
this  circumstance.  Notwithstanding  these  facts,  I  could  not 
entirely  divest  myself  of  the  fear  that  gestation  and  parturition 
might  be  attended  with  difficulties  in  cases  of  vaginal  fixation 
that  had  been  performed  even  in  accordance  with  the  technique 
I  had  been  employing.  And  yet  I  was  exceedingly  loath  to 
discard  the  operation,  as  experience  had  taught  me  that  it 
possessed  several  advantages  in  a  certain  class  of  cases  over 
the  other  operations  in  vogue.  My  thoughts  were  therefore 
directed  to  solve  the  problem  of  modifying  the  technique  so  as 
to  preclude  the  chance  of  dystocia  in  the  event  of  pregnancy 
following  the  operation.  About  this  period  Milander's  article  * 
appeared,  embodying  the  record  of  fifty-four  cases  of  labor  at 

'  "The  Technique  and  Indications  of  Vaginofixation  (Mackenrodt's  Ope- 
ration)."   New  York  Medical  Journal,  October  27th,  1894. 

"The  Surgical  Treatment  of  Backward  Displacements  of  the  Uterus, 
with  Special  Reference  to  Vaginal  Fixation."  New  York  Medical  Journal, 
March  7th,  1896 

' '  Conservative  Surgery  upon  the  Uterus  and  its  Adnexa  through  the 
Vaginal  Route."    American  Medico- Surgical  Bulletin,  March  7th,  1896. 

*  Up  to  the  present  time  (March  25th,  1897)  there  have  occurred  in  my 
cases  operated  upon  after  the  old  technique  seven  pregnancies.  One 
woman  voluntarily  brought  on  an  abortion  at  the  third  month;  three  went 
to  full  term,  having  normal  gestations — two  had  very  easy  labors,  and  in 
one  forceps  was  used  without  any  indication.  Three  cases  are  now  preg- 
nant, four,  five,  and  six  months  respectively.  These  women  have  all  been 
seen  recently;  in  each  case  the  gestation  was  progressing  favorably,  with- 
out any  local  symptoms,  and  the  uterus  was  in  normal  position . 

Since  the  above  was  written  I  have  learned  of  another  case  of  pregnancy. 
The  woman  is  in  her  fourth  montli.  and  her  physician  (Dr.  G.  Meyers) 
informs  me  that  the  uterus  is  in  good  position  and  that  there  are  no 
disturbances. 

^  Zeitschrift  fiir  Geburtshulfe  und  Gyniikologie,  Bd.  xxxiii.,  Heft  3. 
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full  term  following  ventral  fixation.  Among  these  there  were 
eleven  cases  in  which  diflBculties '  of  more  or  less  serious  import 
were  encountered  during  labor.  A  careful  analysis  of  these 
cases  showed  that  the  dystocia  was  met  with  in  those  cases  only 
in  which  the  Leopold-Czerny  method  had  been  employed.  No 
trouble  during  either  gestation  or  parturition  had  been  met 
with  when  Olshausen's  method  had  been  followed.  The  direct 
and  principal  cause  of  the  dystocia  was  a  too  firm  and  exten- 
sive union  of  the  fundus  and  anterior  wall  of  the  uterus  with 
the  abdominal  wall.  It  is  unnecessary  for  my  present  purpose 
to  enter  more  fully  into  all  the  conditions  that  were  factors  in 
the  production  of  the  difficult  labors.  A  study  of  the  cases  of 
dystocia  following  vaginofixation  revealed  a  somewhat  similar 
condition  of  affairs.  Here,  too,  they  were  the  result  of  a  too 
firm  and  extensive  union  of  the  fundus  and  anterior  wall  of  the 
uterus,  not,  however,  with  the  abdominal  but  with  the  vaginal 
wall.  The  line  of  reasoning  that  occurred  to  me  was,  why  not 
adopt  in  vaginal  fixation  the  technique  in  Olshausen's  method 
of  ventral  fi^cation — that  is,  of  making  use  of  the  round  liga- 
ments and  adjacent  broad  ligaments  rather  than  the  uterine 
wall  itself?  I  reasoned  that,  by  adopting  this  procedure  in 
vaginal  fixation,  the  anterior  wall  and  fundus  of  the  uterus 
would,  as  in  ventral  fixation  after  Olshausen's  method,  be 
entirely  free  to  enlarge  in  the  event  of  pregnancy  and  there 
would  be  no  danger  of  abortion.  There  would  be  no  shelf -like 
formation  of  the  anterior  lower  zone  of  the  uterus  from  lack  of 
space  for  it  to  develop  normally,  and  there  would  be  no  dis- 
placement of  the  cervix  toward  the  promontory  from  the  fun- 
dus being  held  down  too  firmly  to  the  anterior  vaginal  wall. 
Accordingly  there  would  be  no  fear  of  meeting  with  obstacles 
at  the  time  of  labor. 

I  performed  my  first  operation  after  the  above-outlined  tech- 
nique on  February  4th,  1896,  and  made  incidental  mention  of 
it  in  a  short  paper  on  "  The  Indications  for  Vaginal  Fixation," 
read  before  the  Obstetric  Section  of  the  New  York  Academy 
of  Medicine,  February  27th,  1896.'  In  No.  10  of  the  Central- 
hlatt  filr  Oyndkologie  (March  7th,  1896)  Wertheim,  of  Vienna, 
published  an  article'  in  which  a  method  closely  resembling 
mine  was  described.     He  was  led  to  devise  it  from  a  similar 

'  The  difficulties  necessitated  the  following  interferences:  version  five 
times,  forceps  four  times,  and  Cesarean  section  twice. 
«  The  Medical  News,  March  14th,  1896. 
'  "  Neue  Methoden  der  Vaginalen  Antefixatio  Uteri." 
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line  of  thought  as  my  own.  In  the  five  cases  reported  in  his 
paper  he  employed  almost  the  same  technique  in  two  cases;  in 
the  other  three  the  technique  was  variously  modified.  It  is  not 
my  intention  at  the  present  time  to  enter  into  the  literature  of 
the  method  and  its  modifications  that  has  appeared  since  then. 
My  object  in  this  paper  will  simply  be  to  narrate  my  own 
experience  with  the  technique  I  have  been  carrying  out  {vide 
appended  table,  page  24).  Although  I  have  already  described 
the  method  in  a  short  communication  presented  to  the  New 
York  Obstetrical  Society  on  April  10th,  1896,'  it  may  not  be 
amiss  to  again  do  so  here. 

The  patient  is  prepared  as  she  would  be  for  a  vaginal  hys- 
terectomy. If  an  antiseptic  solution  be  used  to  irrigate  the 
vagina  after  washing  and  scrubbing  it,  some  other  solution 
than  corrosive  sublimate  had  better  be  employed,  as  this  agent 
corrugates  the  tissues  and  contracts  the  vaginal  canal.  Unless 
the  vagina  be  very  voluminous,  I  am  in  the  habit  of  using  lysol 
solution,  one  per  cent.  This  is  again  washed  off  with  saline 
solution.  In  most  cases  it  is  wise  to  immediately  precede  the 
operation  by  a  dilatation  and  a  curettage  of  the  uterus.  The 
anterior  lip  of  the  cervix  is  seized  with  two  volsellse  and  is 
drawn  downward  and  outward  to  the  vulva.  Another  vol- 
sella  catches  the  anterior  vaginal  wall  near  the  urethral  open- 
ing (the  mound  just  beyond  the  urethral  meatus)  and  is  held 
upward.  In  this  manner  the  anterior  vaginal  wall  is  put  on 
the  stretch.  Next,  with  a  convex-bladed  scalpeP  a  longitudi- 
nal incision  is  made,  extending  from  the  urethral  mound  to  the 
vaginal  attachment  of  the  cervix,  and  as  the  scalpel  approaches 
the  cervix  it  ought  to  be  made  to  enter  more  deeply  into  the 
tissues.  If  the  vaginal  wall  has  not  been  cut  through  entirely 
with  the  first  stroke  of  the  knife,  as  is  usually  the  case,  the 
division  should  be  completed  by  seizing  the  wall  on  either  side 
of  the  incision  with  anatomical  forceps  and  by  cutting  between 
them.  By  observing  this  little  caution  there  can  be  no  risk  of 
cutting  into  the  bladder.  ^     The  two  flaps  thus  created  are  now 

'  American  Gynecological  and  Obstetrical  Journal,  June,  1896. 

*  Author's  knife.     See  New  York  Medical  Journal,  April  7th,  1894. 

*  In  over  seventy- five  cases  in  which  I  have  made  use  of  tlais  incision  the 
bladder  was  not  cut  into  once.  I  not  infrequently  resort  to  this  incision  in 
vaginal  hystei'ectomy.  It  possesses  the  following  advantages:  1,  certainty 
of  getting  bladder  and  ureters  well  out  of  liarm's  way;  2,  it  affords  more 
room.  I  usually  antevert  the  uterus  at  an  early  stage,  and  if  clamps  are 
used  they  are  applied  from  above  downward;  ligatures  are  applied  in  the 
same  manner.     They  can  both  be  used  under  the  full  aid  of  sight.     By  fol- 
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separated,  partly  by  blunt  and  partly  by  sharp  dissection,  from 
the  underlying  bladder.  In  order  to  give  one's  self  ample 
room  generous  separation  of  the  vaginal  flaps  should  be  made. 
The  two  flaps  are  then  held  asunder  by  tenacula  near  the  cer- 
vix, and  with  a  stroke  of  the  knife  the  cervico- vesical  septum 
is  divided.  The  bladder  is  next  pushed  up  from  the  uterus 
with  the  index  finger,  as  is  done  in  vaginal  hysterectomy.  It 
is  well  now  to  insert  the  index  finger  of  each  hand  into  the 
opening  between  the  bladder  and  the  uterus  and  dilate  it  to  as 
great  an  extent  as  possible.  Of  course  undue  force  in  this  step 
is  to  be  condemned.  The  cervix  is  now  pushed  backward  into 
the  posterior  fornix  with  the  volsellse,  a  short  vaginal  retractor 
is  inserted  into  the  anterior  opening,  and  the  bladder  held  up 
out  of  the  way.  By  this  maneuvre  the  lower  part  of  the  ante- 
rior wall  of  the  uterus  is  exposed.  With  the  aid  of  sight  a 
traction  suture  is  now  carried  through  the  exposed  anterior 
uterine  wall,  as  high  as  one  conveniently  can,  by  means  of  a 
short,  stout  curved  needle.  With  this  suture  the  body  of  the 
uterus  is  drawn  downward  and  forward  into  the  incision.  Now 
is  a  convenient  time  to  snip  open  the  peritoneum  and  enlarge 
the  opening  with  the  fingers,  providing  an  opening  into  it  has 
not  already  been  made  in  the  effort  to  strip  the  bladder  away 
from  the  uterus.  If  no  adhesions  exist  and  the  uterus  be  not 
.  over-large,  total  delivery  of  it  can  now  be  effected  by  hooking 
two  fingers  over  the  fundus  and  drawing  it  forward.  Again, 
in  cases  in  which  direct  palpation  of  the  adnexa  shows  them  to 
be  perfectly  normal  and  the  uterus  need  not  necessarily  be 
delivered,  the  two  fingers  are  hooked  behind  one  horn  of  the 
uterus,  and  the  corresponding  tube  (uterine  end)  and  round 
ligament  are  drawn  well  into  the  incision.  In  other  cases 
where  visual  inspection  or  surgical  treatment  of  the  adnexa  is 
desired,  the  uterus  is  delivered  in  toto,  either  in  the  manner 
described  or  by  aid  of  the  two  or  more  traction  sutures  *  inserted 
one  above  the  other;  in  other  words,  by  climbing  up  the  ante- 
rior wall  of  the  uterus.  The  adnexa  on  either  side  are  delivered 
one  after  the  other  and  treated  in  accordance  to  what  their  con- 
dition indicates.     A  portion  of  tube  or  ovary  can  be  excised 

lowing  this  procedure  I  find  that  I  have  less  trouble  with  hemorrhage,  and 
what  does  occur  usually  comes  at  the  last  stage  when  the  posterior  attach- 
ment of  the  vagina  to  the  uterus  is  cut.  The  cut  vessels,  however,  are 
usually  within  easy  reach  and  can  be  readily  caught  and  tied. 

'  Volsellae  or  double  tenacula  should  not  be  employed,  as  they  are  apt  to 
tear  out  and  thus  lacerate  the  uterine  wall. 
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and  sutured  with  the  same  facility  as  through  an  abdominal 
incision.  Cases  are  met  with,  however,  in  which  the  adhesions 
are  very  extensive  and  firm,  and  where  the  inf  undibulo-pelvic 
ligament  is  very  short.  In  these  cases  it  is  more  prudent  to 
desist  from  a  too  forcible  attempt  to  deliver  the  adnexa  through 
the  vaginal  incision  and  to  complete  the  operation  by  the  supra- 
pubic method.  The  next  step  of  the  operation  consists  in  carry- 
ing a  suture  behind  the  round  ligament  about  three  or  four 
centimetres  from  its  insertion  into  the  uterus.  The  suture  is 
passed  from  above  downward,  and  is  made  to  catch  a  portion 
of  the  tissues  immediately  beneath  the  ligament.  A  second 
suture  may  be  passed  in  the  same  way  about  one  or  two  centi- 
metres nearer  the  uterus.  This  procedure  is  repeated  on  the 
opposite  side,  and  then  the  uterus  (providing  it  has  been  dehv- 
ered)  is  returned  within  the  peritoneal  cavity.  The  round- 
ligament  sutures  are  carried  through  the  vaginal  flap,  at  a 
point  corresponding  to  the  lateral  sulcus,  as  near  the  pubic  arch 
as  possible.  The  inner  suture,  in  the  event  of  two  being  used 
on  either  side,  is  passed  through  the  wall  at  a  suitable  distance 
inward  from  the  first.  The  same  thing  is  done  on  the  opposite 
side,  and  the  sutures  are  tied  loosely  while  the  uterus  is  being 
held  forward  by  means  of  the  traction  sutures.  Next  the  slit 
in  the  peritoneum  is  closed  by  a  continuous  catgut  suture.  If 
there  be  a  redundancy  of  the  anterior  vaginal  wall,  or  a  cysto- 
cele  had  been  present,  a  strip  of  suitable  width  is  excised  from 
each  flap  and  the  flaps  brought  together  by  a  continuous  cat- 
gut suture.  The  last  couple  of  stitches  are  made  to  catch  up 
the  cervical  tissue,  so  as  to  attach  the  vaginal  wall  to  the  cer- 
vix, as  normally  obtains.  Before  the  peritoneal  and  vaginal 
wounds  are  closed  the  traction  sutures  are  removed.  If  an 
additional  uterine  fixation  suture  be  desired,  one  of  the  traction 
sut\ires  may  be  employed,  that  which  happens  to  be  situated 
midway  between  the  os  internum  and  the  fundus,  or  a  fresh 
suture  may  be  passed  at  this  point.  It  is  carried  through  the 
vaginal  flaps,  about  half  an  inch  from  their  margins,  and  tied 
loosely.  For  the  ligament  fixation  sutures  I  am  in  the  habit 
of  using  silkworm  gut;  for  the  traction  sutures,  braided  silk. 
Any  lesion  of  the  cervix  may  now  be  repaired  by  a  suitable 
operation,  and  if  the  perineum  be  torn  it  may  be  attended  to  at 
the  same  sitting. 

After  my  first  few  cases  I  feared  that  the  ligament  sutures 
alone  would  not  be  sufficient  to  secure  permanent  results,  par- 
ticularly as  one  of  the  early  cases  was  beginning  to  show  a 
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tendency  to  relapse.  I  then  began  frequently  to  use  in  addi- 
tion a  uterine  fixation  suture,  as  above  described,  situated  about 
midway  between  the  os  internum  and  fundus.  A  suture  thus 
placed  could  not  possibly  bring  about  an  extensive  and  firm 
union  of  the  fundus  with  the  vagina,  and  hence  could  not  be  a 
factor  in  the  causation  of  dystocia.  Further  experience  has 
taught  me  that  my  fears  were  unfounded,  as  an  analysis  of  the 
tabulated  cases  goes  to  show.  Even  the  case  (Case  1)  in  which 
I  anticipated  a  relapse  shows,  on  recent  examination,  the  uterus 
to  be  in  excellent  position  and  the  patient  entirely  free  from 
symptoms.  It  is  true  that  the  two  cases  (Cases  2  and  3)  in  the 
series  that  have  been  subjected  to  the  severest  kind  of  a  test 
possible  (that  of  conception  shortly  afterward,  the  pregnancy 
going  to  full  term,  and  in  the  one  instance  [Case  2]  the  woman 
getting  up  on  the  sixth  day  of  the  puerperium)  have  each  had 
the  additional  uterine  fixation  suture.  But  while  this  fact  de- 
tracts from  the  force  of  the  assumption  that  fixation  of  the 
round  ligaments  is  sufficient  of  itself  to  secure  permanent  ana- 
tomical results,  it  is  of  vast  importance  in  another  direction. 
The  cases  furnish  us  data,  as  far  as  they  go,  of  the  correctness 
of  the  hypothesis  that  a  uterine  suture  thus  placed  will  have  no 
untoward  influence  upon  the  progress  of  gestation  nor  upon 
labor.  Consequently  when  the  uterus  is  very  large  and  heavy, 
or  when  there  have  been  firm  adhesions,  or  when  the  broad 
ligaments  are  rigid,  there  need  be  no  fear  of  resorting  to  the 
additional  uterine  suture,  during  the  fruitful  period,  to  render 
the  anatomical  result  more  positive. 

While  operating  one  should  constantly  bear  in  mind  that  the 
anterior  uterine  surface  ought  not  to  be  treated  roughly :  one 
can  and  must  avoid  producing  on  it  a  large  raw  surface.  Ob- 
serving, therefore,  this  caution  and  following  the  technique  de- 
scribed, I  think  it  may  be  safely  asserted  that  all  the  conditions 
which  might  possibly  give  rise  to  dystocia  are  eliminated. 
Reasoning  a  priori,  pregnancy  following  this  operation  should 
run  as  favorable  a  course  as  after  extraperitoneal  fixation  of  the 
round  ligaments  (Alexander's  operation)  or  as  after  fixation  of 
the  round  ligaments  to  the  abdominal  wall  (Olshausen's  opera- 
tion). Certain  it  is  that  the  two  cases  following  the  operation 
reported  in  this  paper  could  not  have  run  a  more  normal  course. 
The  gestation  in  both  cases  was  free  from  any  local  distur- 
bances, the  labors  were  unusually  easy  and  rapid — in  the  one 
case  one  and  a  half  hours,  in  the  other  about  two  hours.  The 
one  woman  has  been  up  and  about  since  the  sixth  day  of  the 
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puerperium.  An  examination  seventeen  days  (March  26th, 
1897)  after  labor  showed  that  involution  had  progressed  satis- 
factorily and  that  the  uterus  was  in  excellent  position  forward. 
In  the  second  case  the  woman  was  examined  also  seventeen 
days  '  after  labor;  the  uterus  was  found  in  normal  ante  version 
and  of  a  size  corresponding  to  that  period  of  normal  involution. 

I  fully  recognize  that  it  requires  more  extensive  observation 
in  this  direction  than  we  have  thus  far  made  to  enable  one  to 
speak  positively.  But  should  further  experience  in  this  connec- 
tion prove  to  be  correspondingly  favorable,  I  think  we  will  all 
feel  that  the  surgical  treatment  of  backward  displacements  of 
the  uterus  has  been  enriched  by  a  valuable  method. 

The  after-treatment  is  simple.  The  patient  is  kept  in  bed  from 
twelve  to  fourteen  days.  She  is  allowed  to  lie  on  her  side  or  on 
her  back,  as  she  prefers,  from  the  outset.  As  a  rule  the  urine 
has  to  be  withdrawn  during  the  first  twenty-four,  forty-eight, 
or  seventy-two  hours.  Some  of  the  patients  are  able  to  void 
urine  spontaneously  from  the  very  beginning — a  feat  which  of 
course  is  to  be  encouraged.  The  fixation  sutures  are  removed 
in  three  or  four  weeks  after  the  operation.  In  none  of  my  cases 
was  a  pessary  worn  afterward.  Of  the  18  cases  operated  upon, 
3  are  of  too  recent  date  to  come  under  our  consideration.  The 
remaining  15  cases  at  the  last  examination  showed  perfect  ana- 
tomical results,  with  one  exception  (Case  14).  In  this  case  there 
is  an  exaggerated  anteflexion  of  the  cervix.  This  was  brought 
about  by  faulty  technique.  Through  inadvertence  the  anterior 
surface  of  the  vaginal  portion  was  considerably  lacerated  at  the 
operation  and  had  to  be  liberally  sutured.  The  body  lies  in 
good  position  forward  and  at  a  proper  elevation,  but  the  cervix 
is  acutely  bent  forward.  The  position  of  the  body  and  cervix 
in  the  other  fourteen  cases  corresponds  closely,  in  my  opinion, 
to  that  of  the  normally  situated  uterus. 

The  length  of  time  these  cases  were  under  my  observation 
was  as  follows:  two  cases  thirteen  months,  one  case  eleven 
months,  one  case  ten  months,  four  cases  nine  months,  one  case 
eight  months,  one  case  five  months,  one  case  four  months,  two 
cases  three  months,  two  cases  two  months. 

The  clinical  results  one  cannot  formulate  so  accurately.  As 
Edebohls  truly  remarks  in  his  excellent  monograph"  on  shorten- 

'  It  is  a  singular  coincidence  that  both  women  should  have  been  delivered 
on  the  same  date  (March  9th).  The  writer  was  the  attendant  in  one,  Dr. 
E.  Hoffman  in  the  other. 

'  The  American  GjTiecological  and  Obstetrical  Journal,  December,  1896. 


ROUND   LIGAMENTS   FOR  BACKWARD  DISPLACEMENTS.      23 

ing  of  the  round  ligaments,  "  To  maintain  the  uterus  in  proper 
position  is  one  thing,  to  cure  your  patient  of  her  complaints 
quite  another."  In  the  appended  tables  I  have  endeavored  to 
treat  the  subject  quite  objectively.  A  record  of  the  symptoms 
prior  to  operation  was  kept,  and  this  was  compared  with  the 
result  of  close  questioning  as  to  various  sensations  at  the  last 
examination. 

In  judging  of  the  therapeutic  results  in  my  cases  one  encoun- 
ters a  complex  problem.  With  one  exception  only,  the  patholo- 
gical lesions  were  multiple  *  and  one  or  more  additional  opera- 
tions were  done  at  the  same  sitting.  In  9  of  the  cases  there 
enters  the  broad  question  of  the  value  of  conservative  surgery 
upon  the  uterine  adnexa.  The  field  is  still  a  comparatively 
new  one  and  is  beset  with  many  practical  difficulties.  Nothing 
but  experience  can  teach  one  how  to  tell  by  mere  visual  inspec- 
tion when  a  diseased  tube  or  ovary  may  be  partially  saved  by 
a  plastic  operation.  Unfortunately  even  experience  will  occa- 
sionally prove  to  be  a  "will  o'  the  wisp"  in  this  line  of  work. 
Accordingly,  when  we  have  to  deal  with  a  retroverted  or  retro- 
flexed  uterus  associated  with  adnexa  that  are  more  or  less  dis- 
eased, how  much  of  our  success  or  failure  to  cure  is  due  to  the 
anterior  fixation  of  the  uterus,  or  to  the  operative  procedures 
upon  the  adnexa,  must  offer  a  difficult  problem  to  solve.  A 
factor,  perhaps  not  sufficiently  dwelt  upon,  that  not  infre- 
quently interferes  in  my  opinion  with  our  surgical  therapeutics 
for  backward  displacements  of  the  uterus,  is  advanced  inflam- 
matory disease  of  the  organ  itself.  Given  a  marked  chronic 
metritis,  and  let  the  uterus  be  even  in  a  normal  position,  there 
is  no  method,  as  we  all  know,  medical  or  surgical  (save  total 
extirpation),  that  will  effect  a  complete  cure.  This  question 
leads  us  beyond  our  province,  and  I  simply  mention  it  so  that 
it  may  enter  into  our  consideration  of  the  therapeutic  results 
which  this  paper  records.  To  sum  up,  therefore,  the  therapeutic 
results  in  a  most  conservative  manner,  we  may  say  7  were  per- 
fectly cured,  6  were  very  much  improved,  1  was  slightly  im- 
proved, and  1  was  not  improved.  Ordinarily  of  the  15  cases  13 
would  be  considered  as  cured. 

It  is  too  early  as  yet  to  speak  definitely  of  the  indications 
for  anterior  vaginal  fixation  of  the  round  ligaments.  Roughly 
speaking,  it  is  indicated  in  all  cases  of  backward  displacement 

'  With  but  very  few  exceptions  the  adnexa  were  more  or  less  adherent. 
The  adhesions  were  broken  up  in  all  instances — a  fact  that  is  not  always 
noted  in  the  appended  tables. 
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<r> 

Number 

^ 

Name. 

bL 

Condition. 

of 

Lesions. 

Operation. 

< 

35 

children. 

1 

H.  M. 

Married  . . 

Five;   two 

Retroflexion:       pro- 

February 4th,  1896: 

miscar- 

lapsus first  degree: 

One       round-liga- 

riages. 

lacerated     cervix; 
cysto-    and   recto- 
cele;  prolapsus  of 
left  ovary. 

ment  sutiire  on 
each  side. 

2 

M.    D. 

23 

Married  . . 

Two 

Retroflexion;      lace- 
ration   of    cervix; 
enlargement        of 
right  ovary. 

February  6th,  1896: 
One  round-liga- 
ment suture  on 
each  side;  one 
uterine  suture. 

3 

S.  F. 

30 

Married  . . 

Four 

Retroversion:   slight 
enlargement        of 
both  ovaries. 

April  1st,  1896:  One 
round-  Ligament 
suture  on  each 
side;  one  uterine 
suture. 

4 

R.  S. 

30 

Married  . . 

Three 

Retroflexion:         en- 
largement      of 
right  ovary. 

May  8th,  1896:  One 
round-  ligament 
suture  on  each 
side;  one  uterine 
suture. 

5 

B.  C. 

36 

Married  . . 

Five; 
three 
miscar- 
riages. 

Ret  ro  version: 
chronic     metritis; 
laceration  of  cer- 
vix;     left     ovary 
size     of      English 
walnut. 

May  13th,  1896:  One 
round-  ligament 
suture  on  each 
side;  one  uterine 
suture. 

6 

S.  R. 

22 

Single 

One 

Retroflexion 

June  10th,  1896:  One 
round-  ligament 
suture  on  each 
side:  adnexa  not 
delivered. 

7 

A.  S. 

26 

Married  . . 

One 

Retroversion:      pro- 
lapsus of  posterior 
vaginal  wall:    ad- 
herent adnexa. 

July  21st,  1896:  One 
round-  ligament 
suture  on  each 
side;  one  uterine 
suture. 

< 
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Additional  operations 
at  same  sitting. 


Excision  of  cyst  in 
left    ovary;    ante- 
rior colporrhaphy: 
amputation  of  cer 
vix;  perineor 

rhaphy. 


Curettage;     cauteri 
zation  of  cyst  in 
right  ovary 

(Paquelin);  traclie 
lorrhaphy. 


Curettage;  excision 
of  small  cyst  from 
each  ovary. 


Anatomical  results. 


March  5th,  1897:  Normal 
anteversion.  Mode- 
rate stenosis  of  cervix. 
Fair  perineum.  Ad- 
nexa  apparently  nor- 
mal. 


Curettage;  excision 
of  two  cysts  in 
right  ovary. 


Curettage;    excision 
of     two-thirds    of 
left  ovary;  ampu 
tation  of  cervix. 


Curettage 


Curettage;  breaking 
up  adhesions  of 
adnexa. 


July  6th,  1896:  Uterus 
size  of  gravid  organ 
at  six  weeks;  normal 
position.  March  26th, 
1897:  Uterus  satisfac- 
torily involuted  and 
in  good  position  for- 
ward. 


May  5th,  1896:  Normal 
anteversion.  March 
26th,  1897:  Uterus  has 
undergone  perfect  in 
volution  and  lies  in 
perfectly  normal  posi- 
tion. 


February  10th,      1897: 

Normal  anteversion. 

Adnexa  apparently 
normal. 

March  23d,  1897:  Nor- 
mal anteversion.  Ad- 
nexa apparently  nor- 
mal. 


March    23d,    1897:    Nor- 
mal anteversion. 


March   13th,    1897: 
mal  anteversion. 


Nor- 


Clinical  results. 


Two  months  ago  liad  ab- 
sence of  menses  for  three 
months.  Then  had  a 
moderate  loss  of  blood. 
Physician  in  attendance 
said  it  was  not  an  abor- 
tion. Probable  retention 
from  stenosis  of  cervical 
canal.  Has  an  occasional 
stitch  in  left  side,  other- 
wise perfectly  well. 

Passed  period  three  weeks. 
Has  frequency  of  micturi- 
tion— usual  symptoms 
when  pregnant.  March 
26th,  1897:  Dehvered  of  a 
female  child  March  9th, 
1897.  Got  up  out  of  bed 
on  the  sixth  day.  Feels 
perfectly  well.  Lochia 
normal  and  have  almost 
ceased. 

Prior  to  operation  suffering 
from  subacute  melan- 
cholia with  ideas  of  per- 
secution. Perfect  re- 
covery from  this  two 
months  later.  March  9th, 
1897:  Delivered  of  a  male 
child.  March  26th,  1897: 
Stayed  in  bed  twelve  days. 
Is  anemic,  though  feeUng 
quite  well. 

Entirely  free  of  symptoms. 


No  pelvic  symptoms.  Com- 
plains of  pain  in  upper 
part  of  body,  and  from 
dryness  in  throat.  A  ute- 
rine discharge  from  evi- 
dent infection.  Husband 
has  a  chronic  urethritis. 

Has  occasional  pain  in  pel- 
vis. 


Very  much  improved.  Has 
vague  pains  in  pelvis,  par- 
ticularly in  right  side. 
Pain  extends  to  the  side  of 
the  chest. 
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Number 

^ 

Name. 

Condition. 

of 

Lesions. 

Operation. 

< 

children. 

8 

S.  H. 

29 

Married  . . 

Prema- 
ture 
delivery 
at  seven 
mouths. 

Retroversion; 
chronic     metritis; 
lacerated  cervix. 

June  8th,  1896:  One 
round-  ligament 
suture  on  each 
side;  one  uterine 
suture. 

9  R.  R. 

31 

Married  . . 

Six;   one 

Retroversion; 

June  17th,  1896:  One 

miscar- 

lacerated    cervix; 

r  o  u  n  d  - 1  i  gament 

riage. 

cysto-    and  recto- 
cele ;  vaginal  cyst. 

suture  on  each 
side. 

10 

A.    0. 

37 

Married . . 

Seven .... 

Retroflexion;       pro- 
lapsus second   de- 
gree;    cysto-    and 
rectocele. 

October  26th,  1896: 
Two  round-liga- 
ment sutures  on 
each  side. 

11 

I.  F. 

27 

Married  . . 

One;   one 
miscar- 
riage. 

Retroversion;     lace 
rated  cervix;  lace- 
rated      perineum; 
salpingo  -  oophori- 
tis sinistra. 

November  30th, 
1896:  One  suture 
through  left 
stump;  oneround- 
Hgament  suture 
on  right  side;  one 
uterine  suttu-e. 

12 

Y.  S. 

29 

Mai-ried . . 

One 

Ret  reversion :     lace 
rated  cervix;    en- 
largement of  right 
ovarv. 

December  4th,  1896: 
One  round-liga- 
ment suture  on 
each  side. 

13 

S.  B. 

34 

Married  . . 

Four 

Retroflexion;      lace- 
rated cervix. 

December  15th, 
1896:  Two  round- 
ligament  sutures 
on  each  side. 

14 

J  M. 

24 

MaiTied . . 

One  ; 
three 
miscar- 
riages. 

Retroflexion;       pro- 
lapsus first  degree; 
prolapse    of    both 
vaginal  walls. 

December  21st, 
1896:  Two  round- 
ligament  sutures 
on  each  side. 

15 

F.  W. 

32 

Married  . . 

Two; 

one 

miscar- 
riage. 

Retroflexion  (fixed); 
salpingo  -  oophori- 
tis dextra. 

January  18th,  1897: 
One  round-liga- 
ment suture  on 
each  side;  one 
uterine  suture. 

of  the  uterus  during  the  child-bearing  period  which  call  for 
surgical  interference,  and  in  which  the  adnexa  are  not  too 
extensively  diseased  and  adherent.  In  the  latter  contingency 
I  would  prefer  doing  a  laparatomy  and  ventral  fixation.  I 
would    prefer  also    the  abdominal   route  in   the  presence  of 
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Additional  operations 
at  same  sitting. 


Anatomical  results. 


Curettage ;  trache- 
lorrhaphy on  left 
side. 


Curettage;    amputa- 
tion     of      cervix ; 
anterior    and  pos 
terior  colpor- 

rhaphy;     excision 
of  vaginal  cyst. 

Anterior  colpor 
rliaphy;  Hegar's 
perineorrhaphy. 

Curettage;  salpingo 
oopho  r  e  c  t  o  m  y ; 
amputation  of  cer- 
vix. December 
14th,  1896;  An 
Emmet  on  poste- 
rior vaginal  wall. 

■C  urettage ;    ex  cision 
of     cyst    in      left 
ovary;     trachelor 
rhaphy. 

Curettage;  amputa 
tion  of  cervix. 


Curettage;    anterior 
colporrhaphy;     an 
Emmet  on    poste 
rior  vaginal  wall. 

Curettage;        break 
ing-up      of      very 
firm        adhesions; 
plastic  surgery  on 
both  adnexa. 


March   13th,  1897:    Nor- 
mal anteversion. 


March   10th,   1897: 
mal    anteversion 
prolapse     of 
wall. 


Nor- 

No 

vaginal 


March  23d,  1897:  Uterus 
in  normal  anteversion 
and  in  good  elevation. 

March  23d,  1897:  Uterus 
in  perfect  position. 


Clinical  results. 


January  2d,    1897;  Nor- 
mal anteversion. 


March  17th,   1897:  Nor- 
mal anteversion. 


March  13th,  1897:   Body 
forward  and  at  a  good 
elevation.         Exagge 
rated     anteflexion    of 
cervix. 

xMarch  17th,  1897;  Ute- 
rus forward.  Adnexa 
on  right  side  consider- 
ably enlarged. 


Fi'eedom  from  all  symptoms. 
No  menses  for  three 
months.  Uterus  small. 
Evident  premature  atro- 
phy of  uterus. 

Free  of  all  symptoms  save 
moderate  dysmenorrhea. 


Entirely  free  of  symptoms. 


Has  recently  had  pain  in 
hypogastrium.  Right  ad- 
nexa slightly  swollen  and 
tender. 


Improved  considerably. 

February  15th,  1897  :  Let- 
ter stating  that  she  is  still 
further  improved. 

Complete  freedom  from  all 
pelvic  symptoms.  Still 
suffering  from  attacks  of 
"cramps  in  stomach  ''  re- 
sembling biliary  colic. 

Very  much  improved.  Still 
has  backache  occasionally. 


Says  she  is  very  much  better 
and  that  she  has  no  pain. 
Had  some  fever  and  an 
exudate  to  the  right  of 
uterus  following  opera- 
tion. Exudate  not  en- 
tirely absorbed.  Judging 
from  bimanual  examina- 
tion, would  say  that  the 
surgical  work  on  the  ad- 
nexa did  not  improve  pre- 
existing lesion. 


diseased  adnexa  when  I  had  reason  to  suspect  that  the  broad 
ligaments  were  rigid  and  thickened  and  when  the  infundibulo- 
pelvic  ligaments  were  unusually  short. 

The  method  finds  an  especially  suitable  field  in  women  with 
very  lax  and  thin  abdominal  walls,  which  would  offer  a  weak 
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and  yielding  support  for  the  uterus.  The  same  appHes  in  the 
extreme  opposite  condition  in  women  with  very  fat  abdominal 
walls,  in  whom  a  laparatomy  is  rather  a  serious  affair.  It  is 
particularly  indicated  when  prolapsus  of  the  first  and  second 
degree  complicates  the  backward  displacement,  and  also  in  the 
presence  of  a  marked  cystocele.  In  the  latter  instance  a  relapse 
is  guarded  against  by  the  bladder  being  placed  and  maintained 
in  a  new  position, 
127  East  Sixty-first  Street. 


THE  USE   OF  THE  CURETTE   IN    PUERPERAL  AND    CHRONIC 

ENDOMETRITIS.  1 


REUBEN  PETERSON,  M.D., 

Professor  of  Gynecology,  Chicago  Post-Graduate  Medical  School;  Fellow  of  American 
Gynecological  Society;  Member  of  Chicago  Gynecological  Society, 
Grand  Rapids,  Mich. 


I  DESIRE  to  express  my  appreciation  of  the  honor  conferred 
upon  me  through  the  invitation  of  your  chairman  to  prepare  a 
paper  for  your  consideration  this  evening. 

In  the  selection  of  my  subject  I  have  not  had  in  view  the 
presentation  of  anything  very  new  or  startling  upon  the  use 
of  the  curette  in  the  treatment  of  certain  conditions  of  the 
puerperal  and  non-puerperal  uterus.  The  most  I  can  hope  to 
accomplish  in  the  short  time  at  my  disposal  is  to  touch  upon 
some  of  the  essential  and  interesting  features  of  the  subject, 
trusting  that  the  hasty  outline  will  be  filled  in  by  your  subse- 
quent full  discussion. 

Recent  histological  and  bacteriological  investigations  of 
puerperal  and  chronic  endometritis  have  placed  at  our  command 
facts  explanatory  of  the  results  following  the  use  of  the  curette 
in  these  conditions.  With  a  better  knowledge  of  the  pathology 
of  these  affections  curettage  will  cease  to  be  employed  empiri- 
cally and  will  be  resorted  to  only  from  sound  scientific  reasons. 

This  subject  is  always  of  interest  to  the  general  practitioner 
as  well  as  to  the  specialist,  for  the  reason  that  no  one  operation 
upon  the  female  generative  organs  is  more  frequently  per- 
formed than  is  curettage  of  the  uterine  cavity.     The  general 

'  Read  by  invitation.  April  23d,  1897,  before  the  Section  of  Obstetrics  and 
Gynecology,  New  York  Academy  of  Medicine. 
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practitioner  who  habitually  avoids  surgery  and  turns  over  to 
the  specialist  cases  requiring  the  simplest  gynecological  opera- 
tions will  unhesitatingly  curette  the  puerperal  and  non-puer- 
peral uterus.  While  to  the  trained  hand  curettage  is  an 
exceedingly  simple  operation,  it  is  directly  the  reverse  to  the 
untrained  touch,  and  incomplete  work,  perforation  of  the  ute- 
rine wall,  and  resulting  fatal  sepsis  are  by  no  means  uncom- 
mon sequelae.  The  profession  has  devoted  so  much  time  of 
late  to  the  development  of  major  operations  upon  the  female 
genitalia  that  the  indications  for,  and  the  technique  of,  certain 
minor  gynecological  and  obstetrical  operations  have  been  some- 
what neglected.  I  do  not  mean  to  suggest  by  the  above 
remarks  that  the  general  practitioner  should  not  curette  his 
own  cases.  On  the  contrary,  I  consider  it  an  operation  pecu- 
liarly within  his  province.  But  I  do  insist  that  every  one  using 
the  curette  within  the  uterine  cavity  should  do  so  with  clear- 
cut  ideas  of  what  he  is  going  to  accomplish,  with  a  hand  that 
is  not  totally  unaccustomed  to  surgical  work,  and,  above  all, 
with  a  knowledge  of  how  to  secure  and  maintain  the  strictest 
surgical  asepsis. 

As  some  of  the  best  work  in  America  upon  the  subject  of 
curettage  has  emanated  from  your  own  city  and  from  members 
of  this  Section,  I  deem  it  superfluous  to  consume  your  time 
with  unnecessary  details  of  the  technique  of  the  operation. 
Only  the  still  mooted  points  will  be  touched  upon  in  passing, 
in  order  that  they  may  be  fully  brought  out  in  the  discussion. 

1.  The  Use  of  the  Curette  in  Puerperal  Endometritis. — 
The  studies  of  Bumm '  on  puerperal  endometritis  have  done 
much  to  place  the  subject  of  curettage  of  the  recently  pregnant 
uterus  upon  a  more  scientific  basis.  Bumm's  investigations 
show  that  there  are  two  primar}^  forms  of  puerperal  endome- 
tritis, putrid  and  septic. 

In  putrid  endometritis  the  changes  in  the  decidua  are  pro- 
duced by  saprophytic  micro-organisms,  but  no  development  of 
septic  germs  occurs.  The  decomposition  resulting  from  the 
presence  of  these  germs  gives  rise  to  fever  and  other  symptoms 
of  intoxication.  An  interesting  histological  fact  in  connection 
with  these  cases  is  that  there  is  found  beyond  the  necrosed 
decidua  a  zone  of  cellular  infiltration,  which  is  a  result  of  the 
reaction  of  the  organism,  and  is  imposed  between  the  dead  and 
living  tissues  and  acts  as  a  barrier  to  the  entrance  of  germs. 

Septic  endometritis  is  marked  by  the  development  of  septic 
germs   upon  the  decidua.      While  streptococci  are  more  fre- 
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quently  found  in  cases  of  septic  endometritis,  other  varieties- 
of  bacteria  may  be  present.  This  form  of  infection  may  be 
separated  into  two  classes:  first,  localized  septic  endometritis, 
where  the  streptococci  are  prevented  from  penetrating  beyond 
the  endometrium  by  a  granulation  layer;  second,  septic  endo- 
metritis followed  by  general  infection.  In  the  latter  class  there 
is  an  absence  of  the  granulation  zone,  and  the  germs  penetrate 
to  the  deeper  portions  of  the  uterus  either  by  the  blood  vessels 
or  lymph  channels.  The  reason  why  in  one  case  the  affection 
remains  a  local  one,  and  again  a  general  affection  results,  can 
be  explained  only  by  the  virulence  of  the  septic  germs  present. 

In  the  light  of  these  investigations,  what  may  be  considered 
the  proper  treatment  of  inevitable  abortion  occurring  before  the 
end  of  the  third  month  of  pregnancy? 

The  differences  in  the  relative  size  of  the  blood  and  lymph 
channels  of  the  pregnant  uterus,  prior  and  subsequent  to  the 
.formation  of  the  placenta,  are  important  factors  in  the  selection 
of  operative  procedures  for  the  removal  of  the  retained  products 
of  conception.  In  abortion  the  blood  and  lymph  channels  are 
relativel}'  small,  and  there  is  less  danger  of  the  entrance  of 
septic  germs  into  the  deeper  layers  of  the  uterus  from  the  use 
of  the  curette.  This  is  the  explanation  of  the  good  results  fol- 
lowing the  use  of  the  sharp  curette  in  cases  of  incomplete 
abortion. 

Whenever  continued  uterine  contractions,  hemorrhage,  and 
dilatation  of  the  external  os  show  abortion  to  be  inevitable,  it 
has  been  my  custom  for  the  past  few  years  to  place  the  woman 
under  anesthesia,  and,  after  dilatation  with  the  steel  branched 
dilator,  to  thoroughly  empty  the  uterus  by  means  of  the  sharp 
curette.  In  my  hands  the  dull  curette  has  proved  very  unsatis- 
factory in  this  class  of  cases  and  has  been  discarded  for  the 
sharp  instrument.  In  the  majority  of  cases  it  is  utterly  im- 
possible to  definitely  determine  before  operation  whether  the 
decidua  is  or  is  not  the  habitat  of  micro-organisms.  Hence  it 
should  be  the  rule  to  remove  the  decidua  in  every  case  where 
the  uterus  fails  to  empty  itself  after  a  suitable  time;  and  this 
can  only  be  accomplished  by  the  sharp  curette.  A  large-sized 
instrument  is  desirable,  and  the  interior  of  the  uterus  should 
be  gone  over  systematically. 

After  curettage  the  cavity  of  the  uterus  should  be  thoroughly 
irrigated  with  sterilized  water  for  the  purpose  of  removing  the 
retained  debris.  I  do  not  advocate  the  use  of  antiseptic  so- 
lutions  within   the  pregnant  uterus.     The  danger  of  forcing 
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solutions  into  the  peritoneal  cavity  by  way  of  the  Fallopian 
tubes  is  real,  not  fanciful,  no  matter  how  good  a  return-current 
irrigator  be  employed.  If  used  in  strength  sufficient  to  be 
really  bactericidal  the  solutions  must  be  powerfully  caustic 
and  thereby  injurious,  as  the  extent  of  their  action  cannot  be 
regulated. 

In  my  opinion  a  pregnant  uterus  should  never  be  tightly 
packed  with  gauze.  Drainage  in  these  cases  is  necessary,  and 
tightly  packed  gauze  does  not  drain.  Where  the  uterus  is  ex- 
ceptionally flabby  and  the  fundus  shows  a  tendency  to  retro- 
displacement  into  the  hollow  of  the  sacrum,  light  gauze  packing 
from  the  fundus  to  the  external  os  may  be  used  as  a  drain.  I 
may  say  here,  in  passing,  that  packing  of  the  uterine  cavit}' 
after  curettage  in  puerperal  cases  is  carried  to  excess.  Dr. 
Polk  is  certainly  not  responsible  for  all  the  bad  work  which 
has  followed  his  admirable  and  scientific  advocacy  of  gauze 
packing.  The  idea  is  caught  at,  but  the  details  of  the  technique 
are  neglected.  The  uterine  cavity  is  stuffed  full,  the  secretions 
are  retained,  and  septic  absorption  is  increased  rather  than 
diminished. 

I  believe  the  use  of  the  finger  nail  as  a  curette  is  to  be  depre- 
cated. It  has  been  demonstrated  that  the  subungual  space  is 
one  of  the  most  difficult  to  asepticize,  while  this  cannot  be  said 
of  the  uterine  curette.  In  doubtful  cases  it  is  perfectly  justi- 
fiable to  introduce  the  finger  for  diagnostic  purposes  ;  this  is 
a  different  and  far  less  dangerous  procedure  than  the  one  just 
considered. 

The  friable  condition  of  the  walls  of  the  pregnant  uterus  is 
such  as  to  render  perforation  by  the  curette  a  comparatively 
easy  procedure,  and  numerous  accidents  of  this  nature  have 
been  reported.  As  a  safeguard  against  perforation,  curettage 
should  be  preceded  by  a  careful  bimanual  examination,  in  order 
that  the  exact  size  and  position  of  the  uterus  may  be  deter- 
mined. That  steel  dilators,  the  distal  portion  of  whose  blades 
separate  more  than  do  the  proximal,  may  at  times  tear  through 
the  uterine  wall,  should  be  borne  in  mind  and  guarded  against. 
Pichevin '  calls  attention  to  the  probability  of  perforation  occur- 
ring quite  frequently  without  being  suspected.  This  is  another 
reason  why  curettage  should  not  be  followed  by  irrigation  with 
caustic  antiseptic  solutions. 

Fritsch  ^  reports  a  case  of  complete  obliteration  of  the  uterine 
cavity  following  curettage  of  the  puerperal  uterus.  While  this 
accident  no  doubt  is  extremely  rare,  the  possibility  of  its  occur- 
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rence  calls  for  extreme  gentleness  in  the  manipulation  of  the 
curette,  so  that  no  portion  of  the  muscularis  be  removed. 

To  recapitulate  :  The  sharp  curette  should  be  used  early  in 
cases  of  abortion  before  the  end  of  the  third  month,  when  the 
products  of  conception  are  retained  within  the  uterus.  The 
decidua  should  be  removed  in  all  cases,  whether  sepsis  be  pre- 
sent or  not.  Early  operation  will  prevent  the  penetration  of  the 
septic  germs  into  the  deeper  uterine  structures.  The  removal 
of  the  granulation  zone  prior  to  the  formation  of  the  placenta 
will  not  be  followed  by  the  serious  results  attending  the  pro- 
cedure in  the  later  stages  of  pregnancy,  because  of  the  com- 
paratively small  size  of  the  blood  and  lymph  channels  through 
which  the  germs  travel  to  the  deeper  structures.  As  in  all  cases 
of  septic  infection,  extreme  virulence  of  the  germs  occasionally 
will  render  all  local  treatment  unavailing. 

Turning  now  to  endometritis  occurring  subsequent  to  the 
formation  of  the  placenta,  we  have  to  deal  with  two  distinct 
classes  of  cases — first,  where  the  endometritis  is  due  to  de- 
composition of  the  retained  secundines  through  the  agency  of 
saprophytic  micro-organisms;  second,  where  the  disease  is 
marked  by  the  development  of  septic  germs  upon  the  decidua. 
Clinically  the  first  group  is  marked  by  sudden  high  fever,  rapid 
pulse,  and  offensive  lochia.  The  term  sapremia  has  been  ap- 
plied to  these  cases.  Treatment  consists  in  the  removal  of  the 
necrotic  tissues  by  the  large  dull  curette,  followed  by  copious 
intrauterine  irrigations  with  sterilized  water.  The  latest  in- 
vestigations show  that  while  uncomplicated  putrid  endometritis 
undoubtedly  may  exist,  it  is  more  commonly  combined  with  a 
septic  form  of  the  disease.  Hence  the  use  of  the  sharp  curette 
and  the  resulting  removal  of  the  protecting  granulation  zone 
permit  the  unobstructed  penetration  of  the  septic  germs  to  the 
deeper  tissues  and  their  absorption  into  the  general  circulation. 
With  the  large  dull  curette,  on  the  other  hand,  only  the  loose 
decomposed  secundines  are  removed,  and  the  uterine  tissues 
are  left  in  the  best  possible  condition  to  withstand  the  invasion 
of  septic  micro-organisms.  The  use  of  the  dull  curette  in  the 
earl  J'  stages  of  putrid  endometritis  is  attended  with  brilliant 
results,  if  violence  in  the  manipulation  of  the  curette  and  intra- 
uterine douche  instrument  be  avoided. 

In  the  septic  form  of  puerperal  endometritis,  marked  by  the 
presence  and  predominating  influence  of  streptococci  and  other 
pathogenic  bacteria,  it  is  only  where  the  disease  is  localized  that 
it  is  amenable  to  treatment  by  the  curette.     Clinically  the  symp- 
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toms  of  localized  septic  endometritis  are  to  be  distinguished  by 
those  presented  by  sapremia,  by  the  slow  onset  of  the  fever  and 
its  marked  remissions  and  exacerbations.  At  present  it  would 
seem  to  be  only  occasionally  possible  to  diagnose  pure  types  of 
septic  and  putrid  endometritis  from  clinical  symptoms  alone, 
as  the  two  forms  of  the  disease  are  so  frequently  associated. 
Bumm^  found  streptococci  lacking  in  only  three  out  of  eleven 
cases  of  putrid  endometritis,  and  the  findings  of  other  investi- 
gators would  tend  to  confirm  the  accuracy  of  his  observations. 

The  use  of  the  sharp  curette  in  localized  septic  endometritis 
is  especially  to  be  deprecated.  Natural  processes  are  endeavor- 
ing to  prevent  a  deeper  penetration  and  absorption  of  the  septic 
germs,  and  the  use  of  the  sharp  curette  will  result  in  wounds  of 
the  endometrium  productive  of  fresh  infection.  The  frequent 
occurrence  of  chills  after  intrauterine  douching  and  curettage 
in  septic  infection  is  evidence  of  fresh  absorption  of  septic  micro- 
organisms through  recent  wounds  resulting  from  the  use  of 
instruments.  It  is  permissible  and  advisable  to  go  over  the 
interior  of  the  uterus  with  the  large  dull  curette,  in  order  that 
any  decomposed  secundines  or  necrotic  tissues  may  be  removed. 
Dilatation  with  harsh  instruments  is  usually  entirely  unneces- 
sary and  only  productive  of  harm. 

Drainage  should  be  secured  in  the  manner  already  described 
in  the  treatment  of  abortion.  The  advantages  arising  from  firm 
contractions  secured  by  gauze  tightly  packed  within  the  uterine 
cavity  are  more  than  offset  by  the  hindrance  to  drainage  pro- 
duced by  the  gauze  packing.  Firm  uterine  contraction  can  be 
obtained  by  the  use  of  ergot,  and  this  should  be  used  in  every 
case,  since  it  has  been  shown  that  germs  have  much  more  diffi- 
culty in  penetrating  the  denser  uterine  tissue. 

The  second  variety  of  septic  endometritis  can  hardly  be  said 
to  be  influenced  by  the  use  of  the  curette.  These  are  the  cases 
where  local  manifestations  are  slight  or  altogether  wanting. 
The  protecting  granulation  zone  does  not  exist,  and  the  virulent 
septic  germs  are  directly  absorbed  by  the  lymphatics.  This  ab- 
sorption and  penetration  of  the  germs  is  extremely  rapid,  being 
estimated  by  Bumm  to  be  about  two  centimetres  in  six  hours. 
Clinically  it  is  useful  to  remember  that  in  these  cases  of  viru- 
lent infection  and  rapid  absorption  the  lochial  discharge  is 
rarely  foul,  and  uterine  and  abdominal  tenderness,  as  indicative 
of  peritoneal  involvement,  are  usually  met  with  late  in  the  dis- 
ease. 

2.  The  Use  of  the  Curette  in  Chronic  Endometritis. — In 
3 


84  PETERSON:   THE   USE   OF   THE   CURETTE 

the  following  brief  consideration  of  the  use  of  the  curette  in  the 
chronic  form  of  endometrial  disease,  it  is  not  proposed  to  con- 
sider separately  the  different  clinical  varieties  of  endometritis. 
In  fact,  for  the  purposes  of  this  paper  it  is  unnecessary,  as  all 
varieties  of  the  disease,  whether  developing  through  the  agency 
of  pathogenic  bacteria  or  due  to  circulatory  disturbances  of 
non-infectious  origin,  are  more  or  less  amenable  to  treatment 
by  the  curette. 

As  Bacon  ^  has  recently  pointed  out  in  an  instructive  paper, 
the  tendency  of  gynecological  science  is  toward  adopting  as  a 
basis  of  classification  of  the  inflammatory  uterine  diseases  one 
which  will  most  clearly  indicate  the  cause  of  the  existing  condi- 
tion. Thus  one  large  class  will  be  made  up  of  infectious  ute- 
rine diseases,  subdivided  according  to  the  predominating  influ- 
ence of  the  various  pathogenic  bacteria,  such  as  the  streptococci, 
staphylococci,  gonococci,  or  tubercle  bacilli.  The  second  class 
includes  diseases  of  non-infectious  origin  from  such  causes  as 
mechanical  changes  in  the  uterus,  diseases  of  the  heart,  lungs, 
and  kidneys,  changes  in  the  blood,  etc. 

Whether  endometrial  hyperplasia  be  of  infectious  or  non- 
infectious origin,  the  object  of  the  curettage  is  the  removal  of 
the  diseased  endometrium.  The  utricular  glands  are  either  in- 
creased in  number  or  each  gland  is  increased  in  size,  and  the 
amputation  of  these  glands  at  the  muscularis  secures  better 
drainage.  In  the  infectious  cases  the  curettage  places  the  ute- 
rus in  a  condition  where  the  bacteria  can  be  destroyed  by  the 
active  leucocytosis  produced  by  the  operation.  Although  advo- 
cated by  A.  Martin,  Thomas,  Pozzi,  and  others,  the  dull  curette 
would  seem  to  fall  short  of  accomplishing  the  object  of  the  ope- 
ration— the  complete  removal  of  the  glands  downito  the  muscu- 
laris. In  my  hands,  at  least,  the  use  of  the  dull  curette  has 
proved  inefficient,  even  when  used  in  the  catarrhal,  non-septic 
forms  of  the  disease. 

The  investigations  of  Werth°  and  Bossi'  are  especially  inte- 
resting in  regard  to  the  actual  tissue  removed  by  ordinary 
curetting  and  the  subsequent  regenerative  changes.  Werth, 
in  an  examination  of  five  uteri  removed  at  different  periods 
after  curetting,  found  the  amount  of  tissue  removed  to  be  very 
unequal,  some  parts  altogether  untouched  and  J  others  only 
partially  curetted.  The  fundus  and  angles  showed  the  most 
intact  spots.  Even  five  days  after  the  operation  the  entire 
inner  surface  of  the  uterus,  except  where  the^  muscularis  had 
been  involved,  was  covered  with  mucous  membrane  with  glands 
opening  freely  and  a  continuous  layer  of  epithelium.     The  new 
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glands  were  derived  from  the  remains  of  those  in  the  muscu- 
laris  which  were  left  after  curettage.  Where  the  muscular 
tissues  had  been  involved  regeneration  was  slow,  and  loss  of 
substance  was  notable,  even  on  the  seventeenth  day.  Here 
only  was  there  an  appearance  of  granulation  tissue. 

Bossi  found  in  two  cases  the  uterine  mucosa  completely  re- 
generated in  twenty-five  to  twenty-seven  days  after  curetting 
for  adnexal  disease,  and  in  a  third  case  only  slight  superficial 
defects  after  fifteen  days.  Like  the  Germans,  he  observed  the 
incompleteness  of  the  operation,  which  is  on  one  hand  a  safe- 
guard against  atresia,  and  on  the  other  a  cause  of  the  frequent 
Tecurrence  of  the  endometritis. 

In  a  later  paper  Werth  *  makes  some  important  practical  de- 
ductions from  his  previous  observations  upon  the  regeneration 
of  the  endometrium  after  curettage.  He  again  calls  attention 
"to  the  unequal  removal  of  portions  of  the  endometrium  by  the 
curette.  The  best  results  seem  to  follow  the  use  of  small-sized 
instruments  which  can  be  inserted  into  the  cornua  of  the  uterus 
and  between  the  rugfle.  The  little  islands  of  intact  mucosa  have 
but  little  effect  upon  the  regeneration  of  the  new  endometrium, 
since  they  are  quickly  surrounded  by  new  epithelium,  and  even 
seem  to  lose  their  abnormal  character.  Early  recurrence  is  apt 
to  follow  the  most  vigorous  scraping,  unless  the  new  surface  is 
thoroughly  cauterized  at  once.  In  every  instance  where  liquor 
ferri  was  applied  after  curettage  an  examination  of  the  speci- 
mens showed  that  the  regeneration  of  the  epithelium  was  de- 
layed. Moreover,  when  islands  of  diseased  mucosa  are  left  the 
application  has  the  effect  of  destroying  them. 

These  observations  are  especially  interesting  and  valuable  in 
connection  with  the  treatment  of  gonorrheal  endometritis, 
which  has  long  been  recognized  as  one  of  the  most  difficult  to 
cure  of  all  uterine  diseases.  Although  opposed  by  Bumm  and 
others,  it  would  seem  as  if  Wertheim's '  claim  that  the  gono- 
cocci  penetrate  to  the  deeper  portions  of  the  mucosa,  and  even 
probably  into  the  muscularis,  is  gradually  being  established. 
Madelener'"  reports  a  case  where  the  gonococci  were  found 
abundantly  in  the  uterine  muscular  tissue  from  the  mucosa  to 
the  serosa.  Bacon"  remarks  that  "under  favorable  circum- 
stances, when  the  virulence  of  the  infecting  agent  is  slight 
and  leucocytic  action  good,  the  bacteria  may  be  confined  to  the 
outer  layer  of  the  mucous  membrane  by  the  circumscribing 
leucocytic  wall.  In  case  of  a  virulent  infection  or  slight  reac- 
tion the  bacteria  are  liable  to  penetrate  deeply.  Clinically  it  is 
generally  impossible  to  determine  the  extent  of  the  invasion,^' 
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In  the  treatment  of  gonorrheal  and  other  chronic  infectious 
uterine  diseases  it  is  especially  important  that  the  curettage 
should  be  followed  by  caustic  applications.  In  some  cases 
where  the  germs  have  not  penetrated  deeply  into  the  tissues 
this  will  suffice  and  the  disease  will  not  recur.  In  other  cases 
the  penetration  has  gone  beyond  the  reach  of  curette  and  caus- 
tics, and  the  diseased  myometrium  will  be  affected  only  indi- 
rectly by  the  treatment.  The  difficulty  of  curing  gonorrheal 
uterine  disease,  even  after  curettage  and  cauterization,  is 
clinical  evidence  of  the  truth  of  Wertheim's  statements. 

Drainage  seems  to  ba  all-impartant  in  securing  good  results 
after  curettage.  It  has  even  been  argued  by  Johnson '"  that 
in  order  to  secure  good  drainage  from  the  amputated  utricular 
glands  caustic  applications  should  be  dispensed  with,  as  they 
tend  to  cap  over  the  glands  and  shut  in  their  contents.  There 
is  certainly  reason  for  this  argument,  but  whether  the  bacteri- 
cidal and  regenerative  effects  of  caustic  applications  will  more 
than  counterbalance  the  hindrance  to  drainage  must  be  decided 
by  further  clinical  and  histological  experience. 

As  in  the  case  of  puerperal  endometritis,  I  do  not  counsel 

the  tight  packing  of  gauze  within  the  uterine  cavity  subsequent 

to  curettage.     Whatever  may   be   the   effect   of  intrauterine 

gauze  packing  upon  chronic  inflammatory  diseases  of  the  ad- 

nexa,  it  does  not,  in  my  opinion,  act  as  an  efficient  intrauterine 

drain.    Especially  is  this  the  case  in  septic  endometrial  diseases, 

better  drainage  following  the  removal   of  the  gauze,   as  the 

temperature  curve  will  show.      Even  light   gauze   drainage 

should  not  be  used  except  where  the  position  of  the  uterus  is 

unfavorable  to  the  ready  exit  of  the  fluid. 

603  Pythian  Temple. 
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THE   UTERUS  AGAIN.' 
No  organ  whose  function  can  be  maintained  should  he  sacrificed.'^ 
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We  seem  to  be  passing  through  a  period  in  gynecic  surgery 
where  the  extremists  are  widely  separated.  On  the  one  hand 
are  the  believers  in  radical  measures,  and  on  the  other  the  ad- 
vocates of  conservatism.  To-day  the  surgeon  who  does  not 
possess  positive  views,  who  tries  to  "  line  up  in  the  middle  of 
the  road,"  is  dead  to  the  profession.  These  views  may  point 
toward  the  conservation  or  the  most  complete  annihilation 
of  harmonious  organs.  In  their  relation  to  the  subject  in 
hand  they  may  range  from  vaginal  drainage  to  total  ablation 
of  the  reproductive  organs.  In  our  efforts  to  arrive  at  a  solu- 
tion of  this  unfortunate  discord  we  must  study  the  grounds  on 
which  such  men  base  their  opinions.  This  paper,  therefore, 
will  be  devoted  to  a  study  of  the  uterus,  and  to  an  attempt  to 
adduce  some  potent  reasons  for  leaving  it  in  its  pelvic  bed  in 
radical  operations  on  the  tubes  and  ovaries  and  in  operations 
on  the  organ  itself.  The  tubes,  uterus,  and  vagina  have  one 
common  origin.  The  muscle  fibres  of  the  uterus  are  common 
with  the  tubes  and  vagina,  and,  being  composed  of  erectile 
tissue,  they  act  in  harmony;  and  this  concord  of  action,  in  my 
opinion,  should  be  maintained  so  far  as  possible.  The  entire 
set  of  the  female  genitalia,  from  the  mons  veneris  to  the  discus 
proligerus,  are  arranged  and  developed  to  especially  facilitate 
coitus,  to  excite  carnality,  and  to  persistently  continue  the  pro- 
creation of  man.  All  these  organs,  therefore,  whether  merely 
the  fenders,  such  as  the  mons  veneris  and  labia  majora,  or  the 
organs  of  actual  sexual  excitement,  such  as  the  clitoris,  labia 
minora,  and  vaginal  rug£e,  or  the  organs  which  play  the  double 
role  of  sympathetic  excitation  and  reproduction,  such  as  the 
vagina,  uterus,  tubes,  and  ovaries,  should  be  spared  as  much 
as  possible   the  onslaught  of  the  surgeon.     Conservative  sur- 

'  Read  before  the  State  Medical  Society  of  Wisconsin. 
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gery  is  no  new  fad.  It  is  coincident  with  the  history  of  medi- 
cine. It  is  only  since  the  revelations  of  asepsis  that  surgeons 
have  grown  bold  in  abdominal  work  and  the  devastation  of 
the  female  pelvis  has  been  the  end. 

I  am  as  much  in  favor  of  radical  work  as  any  one, when  such 
work  is  necessary.  I  am  as  much  in  favor  of  the  ablation  of 
diseased  organs  as  any  one,  when  these  organs  cannot  be  cured 
and  are  a  source  of  misery  and  a  menace  to  life.  It  is  only 
against  uncalled-for  surgery  that  I  wish  to  interpose  a  word. 

The  consideration  as  to  the  advisability  of  taking  or  leaving 
the  uterus  in  excision  of  the  appendages  is  still  warm.  Any- 
body who  has  read  the  April,  1897,  number  of  the  American 
Gynecological  and  Obstetrical  Journal  cannot  fail  to  appre- 
ciate this.  The  four  leading  articles  in  this  number  are  devoted 
to  both  sides  of  the  question — Dr.  Henrotin  in  favor  of,  and 
Drs.  Franklin  H.  Martin,  W.  Van  Hook,  and  Alex.  H.  Fer- 
guson opposed  to,  hysterectom5^  My  friend  Dr.  Henrotin, 
whose  opinion  I  greatly  respect,  and  who  in  the  past  has  been 
a  most  ardent  advocate  of  conservatism,  comes  out  in  this  num- 
ber in  favor  of  hysterectomy,  however  prefacing  his  remarks 
with:  "When,  in  operating  for  septic  pelvic  disease,  it  becomes 
necessary  to  remove  the  ovaries,  it  is  usually  advisable  to 
remove  the  uterus  also."  I  italicize  the  word  "usually,"  as  it 
is  the  one  in  the  entire  proposition  which  leads  me  to  fall  in 
line  with  the  doctor.  His  concluding  sentence,  "  With  greater 
experience,  to  be  gained  principally  by  examinations  of  ablated 
uteri,  we  may  learn  to  distinguish  inoffensive  varieties,  and,  if 
so,  will  leave  all  such  undisturbed,  for  the  smallest  atom  of 
human  flesh  which  is  harmless  and  does  not  disfigure 
should  always  he  sacred  to  the  surgeon,"  shows  that  he  still 
believes  that  all  eggs  are  good  except  bad  ones. 

Dr.  Henrotin  cites  a  number  of  cases  of  excision  of  the  appen- 
dages in  which  he  was  obliged  to  do  hysterectomy  to  complete 
the  cure,  but  I  venture  the  statement  that  he  can  cite  three 
cures  to  one  such  result  where  the  uterus  has  been  left.  I 
think  that  I  can  truthfully  assert  that  the  majority  of  the  lead- 
ing gynecologists  arrange  themselves  on  the  side  of  woman 
and  censure  the  practice  of  removing  a  non-pathologic  uterus. 
The  grounds  generally  given  for  taking  it  along  with  the  bal- 
ance of  the  reproductive  organs  are  that  it  is  useless,  function- 
less,  liable  to  infection,  menorrhagia,  metrorrhagia,  malignant 
degeneration,  and  prolapse,  and  that  it  may  harbor  tubercular 
bacilli,  incubate  cancer  cells,  become  infected  and  reinfected 
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with  gonorrhea  and  be  permeated  with  the  gonococci,  etc. 
The  grounds  given  in  opposition  to  this  are  that  it  is  not  use- 
less and  functionless,  and  not  more  hable  to  infection,  menor- 
rhagia  and  metrorrhagia,  mahgnant  degenerations  nor  pro- 
lapse, and  that  it  is  not  more  likely  to  harbor  tubercular  bacilli, 
incubate  cancer  cells,  become  infected  and  reinfected  with 
gonorrhea  and  be  permeated  with  the  gonococci,  than  before 
parting  with  its  tributaries. 

By  leaving  the  uterus  we  preserve  the  vaginal  vault,  and  if 
properly  suspended  by  ventrofixation,  suspensio  uteri,  or  by 
the  shortening  of  the  broad  ligaments  which  results  after  sal- 
pingo-oophorectomy,  the  contour  and  natural  length  of  the 
vagina  is  maintained  and  vaginal  hernia  is  surely  averted. 
Certainly  to  this  extent  it  is  a  useful  organ. 

Whether  hysterectomy  has  any  permanently  detrimental  ef- 
fect on  the  patient's  nervous  system  seems  to  be  a  mooted  ques- 
tion. Many  eminent  gynecologists — for  example,  Garrigues, 
of  New  York — claim  that  even  oophorectomy  is  often  followed 
by  attacks  of  melancholia.  Equally  as  distinguished  and  ex- 
perienced men  refuse  to  subscribe  to  this.  If  oophorectomy 
is  likely  to  disturb  the  mind,  to  lead  to  or  become  a  factor  in 
causing  melancholia,  how  much  more  would  hysterectomy 
intensify  these  mental  manifestations!  The  fear,  the  dread, 
the  horror  of  connubial  infelicity,  the  realization  of  personal 
asexualization,  the  sudden  and  unexpected  flashes  of  the  cli- 
macteric, all  seem  to  me  to  lead  in  one  direction — to  despair,  to 
neurasthenia,  melancholia,  insanity.  Dr.  Franklin  H.  Martin, 
in  a  paper  entitled  "Plea  against  Hysterectomy  when  Re- 
moving the  Ovaries,"  read  before  the  Chicago  Gynecological 
Society  February  19th,  1897,  makes  this  statement:  "  The 
nervous  sequela  of  most  serious  import,  and  the  one  greatly 
dreaded  by  our  patients,  is  one  which  occurs  in  a  small  per- 
centage of  cases,  but  is  too  large  a  percentage  to  justify  us  in 
ignoring  it— the  sequela  I  refer  to  is  mania.  ...  It  is  this 
complication  following  hysterectomy  which  induced  the  great 
Keith  to  completely  abandon  the  operation  for  a  time  in  favor 
of  less  dangerous  procedures."  Dr.  Weller  Van  Hook,  in  a 
paper  read  at  the  same  meeting,  "  The  Consequences  of  Re- 
moving the  Uterus,"  says:  "  But  it  must  be  admitted  by  every 
fair-minded  man  that  many  a  woman  falls  into  despondency 
or  apathy  after  the  removal  6i  these  organs."  On  the  other 
hand,  my  experience  has  furnished  me  convincing  evidence 
that  the  mental  effect  of   hysterectomy  or  pan-hysterectomy 
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may  be  depressing  or  buoyant,  depending  on  the  cause  which 
leads  to  the  loss  of  the  uterus.  For  example,  on  the  8th  of  Oc- 
tober, 1896,  a  young  married  lady,  nearly  24  years  old,  was 
referred  to  me  by  a  Milwaukee  physician.  She  was  suffering 
the  consequences  of  an  acute  virulent  gonorrhea.  The  disease 
had  advanced  to  the  tubes  and  ovaries  and  into  the  broad  liga- 
ment. There  was  double  pyosalpinx,  and  tubo-ovarian  abscesses 
on  both  sides.  Pus  was  draining  through  the  uterus,  and  its 
walls  were  permeated  with  the  gonococci.  There  was  localized 
peritonitis,  tending  to  spread;  the  pulse  was  140  and  weak,  the 
tongue  dry,  the  skin  bathed  in  a  clammy  sweat,  the  tempera- 
ture about  103°,  and  the  patient  rapidly  growing  weaker.  She 
was  brought  to  Trinity  Hospital,  Milwaukee,  where  I  did  an 
immediate  pan-hysterectomy,  which  was  followed  by  recoverj'-. 
In  this  instance,  scarcely  six  months  subsequent  to  the  opera- 
tion, there  are  already  attacks  of  mental  depression,  undoubt- 
edly due  to  unavoidable  and  constant  realization  of  her  condi- 
tion. Again,  there  are  women  in  Milwaukee  from  whom  I 
have  taken  the  uteri  for  cancer  of  that  organ,  and  they  are 
among  the  most  contented  people  I  have  ever  had  the  pleasure 
to  meet.  The  belief,  however  erroneous,  that  a  disease  which 
was  certain  to  destroy  life  has  been  eradicated  is  a  source 
of  cheerfulness,  joy,  and  mental  calm.  Generally,  too,  these 
cases  occur  at  or  after  the  menopause,  and  the  dread  of  rup- 
tured family  ties  is  not  so  intense  as  in  early  life.  It  seems, 
therefore,  evident  that  it  is  not  the  actual  loss  of  the  reproduc- 
tive organs,  but  the  realization  of  the  loss  and  the  dread  of 
cancelled  family  happiness,  that  weighs  down  the  mind.  For- 
tunately these  mental  manifestations  after  radical  operations 
are  not  common. 

"  No  organ  whose  function  can  be  maintained  should  be  sac- 
rificed "  is  a  quotation  from  Montgomery  and  a  rule  accepted 
by  nearly  all  surgeons;  hence  we  maybe  permitted  to  add  a 
word  here  for  myomectomy.  Since  August  Martin,  Spencer 
Wells,  and  Spiegelberg  directed  the  attention  of  the  profession 
to  this  operation  it  has  become  a  recognized  procedure.  I  be- 
lieve that  when  the  uterus  is  not  too  much  involved  it  is  not 
only  justifiable  but  proper.  "  When  the  uterus  is  not  too  much 
involved  "  is  a  question  each  must  decide  for  himself.  I  should 
relegate  the  operation  to  pedunculated  subserous  fibromata  in 
which  the  pedicle  extends  into  the  uterine  muscle,  although  it 
is  an  advocated  operation  even  when  it  is  necessary  to  invade 
the  interior  of  the  uterus. 
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That  the  uterus  has  no  function  after  excision  of  the  adnexa 
admits  of  much  doubt.  While  it  is  the  nest  in  which  the  hu- 
man egg  is  hatched,  it  is  also  an  organ  of  sexual  excitation; 
and  while  excision  of  the  tubes  and  ovaries  destroys  its  useful- 
ness as  an  incubator,  it  does  not  destroy  its  function  as  a  sexual 
organ.  This,  together  with  its  construction,  nerve  supply,  and 
anatomical  location,  demands  its  preservation. 

But  let  us  consider  briefly  whether  its  function  of  receiving 
the  fecundated  ovum  must  of  necessity  cease  with  the  destruc- 
tion of  the  ovaries.  I  pass  by  the  reference  to  such  cases  as 
are  reported  by  Sutton,  Smith,  Gordon,  111,  and  others  of  preg- 
nancy after  salpingo-oophorectoni}-,  for  in  these  cases  ovarian 
stroma  had  been  left.  The  experiments  of  Knauer  and  Chro- 
bak,  of  Vienna,  which  are  being  conducted  to-day,  have  proven 
beyond  cavil  that  the  ovary  can  be  transplanted  and  will  grow 
and  resume  its  offices.  What  possibilities  are  here  opened  to 
i;he  profession!  A  discussion  of  the  practicability  of  trans- 
planting an  ovary  from  one  individual  to  another  might  of 
itself  well  occupy  the  attention  of  any  body  of  thoughtful 
surgeons.  I  can  conceive  of  ways  and  circumstances  under 
which  this  might  be  accomplished,  and  firmly  believe  that  ere 
long  some  one  of  our  progressive  friends  will  bring  the  idea 
i;o  a  consummation.  It  often  occurs  that  normal  ovaries  are 
sacrificed  for  pathologic  conditions  of  the  uterus,  and  it  often 
happens  that  diseased  ovaries  must  be  taken  where  there  is  a 
healthy  uterus.  Under  such  circumstances  would  it  not  be 
possible  and  practicable  to  operate  in  rapid  succession  and 
plant  the  normal  ovaries  so  that  they  can  harmonize  with  the 
healthy  uterus?  It  is  not  necessary  to  transplant  them  in  their 
wonted  place  behind  the  broad  ligament.  Knauer  plants  them 
at  the  horn  of  the  uterus,  thus  obviating  the  necessity  of  much 
Fallopian  tube.  Should  this  line  of  practice  ever  prove  suc- 
cessful, would  it  not  argue  in  favor  of  preserving  the  healthy 
uterus,  and  that,  in  addition  to  being  useful,  it  might  be  made 
to  resume  its  functions  ?  The  experiments  of  Knauer  and 
Chrobak  were  made  on  rabbits,  and,  so  far  as  I  am  able  to 
discover,  were  confined  to  the  excision  of  the  ovary  and  attach- 
ing it  again  to  other  parts  of  the  abdomen  in  the  same  animal. 
They,  so  far  as  I  can  learn,  have  not  yet  undertaken  to  plant 
the  ovary  of  one  rabbit  into  the  abdomen  of  another.  On  this, 
of  course,  rests  the  practicability  of  the  procedure.  I  have, 
therefore,  myself  many  times  successfully  taken  the  ovary  from 
one  and  attached  it  to  the  broad  ligament  of  another.     A  series 
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of  experiments  begun  in  December,  1896,  and  still  being  con- 
ducted, shows  that  in  the  lower  animals,  at  least,  if  done  under 
aseptic  precautions,  transplanting  the  ovary  from  one  to  the- 
other  is  unattended  with  the  dangers  we  would  expect.  I  had 
hoped  to  be  able  to  present  to  this  Society  a  more  extensive 
report,  to  prove  that  the  function  of  the  ovary  would  be  re-es- 
tablished and  that  conception  would  follow.  Sufficient  time  has 
not  yet  elapsed  to  prove  or  disprove  anything  more  than  that 
the  operation  of  transplanting  the  ovary  in  the  lower  animals 
is  as  free  from  danger  as  normal  odphorectomy,  unattended  by 
pyrexia  or  any  delay  to  rapid  convalescence.  Up  to  the  pre- 
sent time  I  have  made  some  twenty  successful  transplantations. 
Whenever  death  has  occurred  it  was  due  to  shock  from  un- 
necessarily prolonged  operation,  too  much  manipulation  of  the 
abdominal  organs,  and  too  hasty  preparations,  cold  room,  cold 
water,  insufficient  protection  immediately  following  the  opera- 
tion, etc.  Properly  done  the  mortality  should  be  nil.  Knauer 
concludes  his  paper  as  follows:  "That  ovaries  in  rabbits  can 
be  transplanted  to  other  localities  remote  from  their  normal 
places;  that  they  can  be  successfully  implanted  in  muscular 
tissue  as  well  as  in  the  peritoneum;  that  ovaries  thus  implanted 
not  only  are  nourished,  but  they  perform  their  functions — viz., 
to  develop,  mature,  and  expel  ovules."' 

I  am  willing  to  admit  that  in  many  cases  where  the  appen- 
dages are  sacrificed  and  the  uterus  is  left  the  patient  seems 
unimproved,  that  monorrhagia  and  metrorrhagia  follow,  and, 
in  spite  of  curettage  and  after-treatment,  hysterectomy  is  the 
only  means  by  which  a  cure  can  be  effected.  If  a  small 
percentage  of  our  cases  demand  a  uterotomy  to  complete  the 
cure,  vaginal  hysterectomy  can  be  done  in  less  time  than  it 
takes  to  read  this  paper,  without  shock  and  with  scarcely  any 
mortality. 

In  conclusion  I  would  leave  the  uterus: 

(a)  Because  it  is  an  important  sexual  organ  in  its  natural 
site,  and  consequently  not  in  the  way  of  any  other  pelvic 
organ. 

{h)  Because  it  preserves  the  vaginal  vault  and,  when  in  sus- 
pensio,  maintains  the  contour  and  natural  length  of  the  vagina. 

(c)  Because  it  precludes  the  possibility  of  vaginal  hernia, 
prevents  prolapsus  vaginae,  and  dela)"S  atrophy  of  the  vagina. 

(cZ)  Because  it  minimizes  nervous  shock  and  depressing  men- 
tal manifestations. 

'  Centralblatt  fiir  Gyniikologie,  May  16th,  1896. 
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(e)  Because  it  maintains  the  pelvic  diaphragm  and  the  ana- 
tomical geography  of  the  pelvic  contents. 

(/)  Because  in  the  event  of  successful  ovarian  transplanta- 
tion it  might  be  reinstated  as  an  organ  of  procreation. 

211  Grand  avenue. 


ECTOPIC   GESTATION. 

A  CONSIDERATION   OF   THE  INTRALIGAMENTOUS,   RETROPERITONEAL  FORM. 


BY 

L.   H.   DUNNING,   M.D., 
Indianapolis,  Ind. 


This  paper  is  written  for  the  sole  purpose  of  endeavoring  to 
emphasize  the  idea,  which  the  author  believes  to  be  a  true  one, 
that  there  is  a  distinct  form  of  ectopic  pregnancy  which  has  not 
as  yet  received  its  due  recognition — a  form  which  is  met  with 
in  the  last  months  of  gestation,  and  which  differs  widely  in  the 
anatomical  relations  of  the  ovum  to  the  peritoneum,  pelvic  and 
abdominal  organs  and  tissues,  from  those  generally  described 
as  belonging  to  the  subperitoneo-pelvic  and  subperitoneo-ab- 
dominal  varieties. 

Berry  Hart's  (1883)  case  was  so  graphically  described  and 
pictured  that  it  was  widely  accepted  for  a  number  of  years  as 
a  true  type  of  all  forms  of  intraligamentous  ectopic  pregnancy 
at  full  term,  and  indeed  is  still  by  many  authors  so  regarded. 
This  I  believe  to  be  an  error  which  should  be  corrected.  The 
dominant  teaching  of  Hart's  full-term  case  is :  while  the  ovum 
develops  beneath  the  peritoneum,  in  its  growth  it  lifts  the  peri- 
toneum off  the  posterior  surface  of  the  uterus,  a  portion  of  the 
anterior  surface  of  the  uterus,  a  portion  of  the  surface  of  the 
bladder,  and  away  from  the  lateral  and  anterior  walls  of  the 
abdomen,  so  that  the  fetus  or  placenta  enveloped  by  the  fetal 
sac  is  insinuated  between  the  peritoneum  and  these  organs  and 
tissues.  That  the  fetus  or  placenta  at  full-term  ectopic  preg- 
nancy is  found  between  the  displaced  anterior  parietal  perito- 
neum and  the  anterior  abdominal  walls  is  true  only  in  very 
exceptional  cases.  I  have  before  me  at  this  writing  abstracts 
of  the  histories  of  fifty-two  cases  of  advanced  ectopic  pregnancy 
either  operated  upon  or  examined  after  death,  and  in  but  two 
of  these  cases  did  the  uterus  or  placenta  bear  such  an  anatomi- 
cal relation  to  the  peritoneum  and  abdominal  walls. 
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It  is  obvious  that  such  an  error  as  this  which  has  been  pre- 
valent has  led  to  misconceptions  and  to  misdirected  efforts  in 
many  cases.  The  form  of  advanced  ectopic  pregnancy  which  I 
believe  to  be  frequent  enough  and  distinct  enough  to  entitle  it 
to  separate  description  and  classification  may  be  denominated 
intraligamentous,  retroperitoneal  ectopic  pregnancy.  If  it  be  a 
distinct  class  and  of  frequent  occurrence,  it  must  of  necessity 
follow  that  the  proper  treatment  of  this  form  must  receive  con- 
sideration. 

I  can  give  no  better  description  of  this  form  of  abdominal 
pregnancy  than  is  contained  in  the  history  of  the  case  herewith 
presented. 

A  Case  of  Extrauterine  Gestation  of  the  Intraligament- 
ous, Retroperitoneal  Type  in  ivhich  the  Fetus  and  Sac  were 
removed  Two  Months  after  a  Missed  Labor  at  Full  Term. 
— Mrs.  A. ,  the  patient,  was  referred  to  me  by  Drs.  ISTeale  and 
Hunt,  of  Anderson,  Ind.,  for  operation  January  16th,  1897.  I 
had  previously  examined  the  patient  and  made  a  diagnosis  of 
uterine  fibroid,  but  had  been  unable  to  obtain  a  clear  history  of 
the  case.  After  the  patient  entered  the  hospital  I  examined  her 
two  or  three  times,  and  little  by  little  drew  from  her  a  con- 
nected history  of  the  case.  This  resulted  in  my  changing  the 
diagnosis  to  extrauterine  gestation. 

Her  history  is,  briefly,  as  follows:  She  menstruated  February 
1st,  1896.  The  March  period  was  missed,  but  twenty  days  later 
she  was  taken  ill,  complaining  of  pain  in  the  uterus  and  back. 
She  was  compelled  to  take  to  bed  ;  she  was  ill  two  weeks. 
Her  physician  and  herself  supposed  she  aborted,  as  she  had  a 
free  uterine  hemorrhage  and  passed  membranes  supposed  to  be 
the  products  of  conception.  The  illness  produced  much  pros- 
tration and  considerable  anemia,  from  which  the  patient  recov- 
ered slowly.  Soon  after  this  supposed  miscarriage  the  patient 
noticed  that  her  abdomen  was  gradually  enlarging  and  that 
she  had  pronounced  symptoms  of  pregnancy.  In  due  time  fetal 
movements  appeared  and  continued  until  some  time  in  the  lat- 
ter part  of  the  month  of  November,  when,  after  a  few  hours  of 
pain  which  she  and  her  physician  believed  to  be  natural  labor, 
the  fetal  movements  ceased  and  were  never  felt  again .  The 
<;ourse  of  gestation  after  March  seemed  to  be  entirely  normal, 
and  never  excited,  so  far  as  I  can  learn,  any  suspicion  of  its 
being  abnormal  until  after  the  spurious  labor  in  November. 

The  following  conditions  were  found  upon  examination:  The 
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abdomen  was  as  large  as  at  full-term  pregnancy.  The  tumor 
slightly  more  prominent  upon  the  left  side.  No  fluctuation 
or  ballottement  could  be  elicited.  No  souffle  or  heart  sounds 
could  be  heard.  The  tumor  was  slightly  movable .  The  uterus 
moved  with  the  tumor.  The  cervix  uteri  was  drawn  up  into 
the  pelvis  so  as  to  be  reached  with  difficulty  by  the  finger.  The 
uterine  sound  measured  the  depth  of  the  uterine  cavity  as  four 
inches.  Upon  combined  examination  the  outlines  of  the  uterus 
could  not  be  separated  from  the  tumor.  By  palpation  upon 
two  occasions  I  felt  certain  I  could  feel  the  outlines  of  a 
shoulder  and  the  body  of  a  fetus.  This,  together  with  the  his- 
tory of  the  case,  enabled  me  to  make  the  diagnosis  of  extra- 
uterine pregnancy  with  death  of  the  fetus. 

The  operation  was  done  at  my  private  hospital  January  18th, 
1897,  with  the  assistance  of  Dr.  Patton  and  the  usual  corps  of 
nurses  and  assistants.  On  making  a  short  exploratory  incision 
I  was  puzzled,  as  the  tumor  presented  the  gross  appearance  of 
a  pregnant  uterus  ;  it  was  everywhere  covered  by  peritoneum. 
A  long  incision  was  made  and  the  hand  carried  into  the  abdo- 
men around  the  tumor.  Behind  and  above  there  were  numer- 
ous adhesions  of  intestines  and  omentum.  The  hand  could  not 
be  passed  behind  the  tumor  further  than  the  promontory  of  the 
sacrum.  At  this  level  the  posterior  parietal  layer  of  the  perito- 
neum was  reflected  upward  over  the  posterior  surface  of  the 
tumor.  In  front  of  the  tumor,  low  down  and  to  the  right  side, 
could  be  seen  the  uterus  lying  in  close  contact  with  it.  On 
grasping  the  uterus  it  was  found  adherent  to,  but  not  incorpo- 
rated in,  the  tumor.  The  anterior  surface  of  the  tumor  was 
continuous  with  the  anterior  surface  of  the  left  broad  ligament. 
Fluctuation  could  now  be  detected  in  some  parts  of  the  tumor. 
With  a  scalpel  the  walls  of  the  sac  were  incised  and  about  a 
quart  of  dark-colored  fluid  poured  into  a  receptacle.  There  was 
now  no  difficulty  in  palpating  the  fetus. 

Clearly  we  were  dealing  with  extrauterine  pregnancy  of  the 
intraligamentous,  retroperitoneal  type.  We  dealt  with  it  as 
we  do  with  an  intraligamentous  cyst — viz  ,  we  encircled  the 
upper  portion  of  the  mass  by  an  incision  extending  only  through 
the  serous  investment,  peeled  down  this  investment,  and  pro- 
ceeded to  enucleate  the  fetal  sac.  It  was  not  a  difficult  task. 
There  was  not  found  any  distinct  pedicle,  but  a  large  artery 
entered  the  sac  from  below.  This  was  ligated  and  severed. 
Several  smaller  arteries  were  also  ligated.     The  left  Fallopian. 
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tube  was  incorporated  in  the  sac.  The  uterine  end  was  severed 
at  the  uterine  cornu.  Very  little  hemorrhage  was  encountered 
and  there  was  but  slight  soiling  of  the  peritoneum. 

When  the  mass  was  lifted  out  there  was  an  extensive  raw 
surface  upon  the  posterior  and  lateral  walls  of  the  pelvis. 
There  were  also  two  broad  peritoneal  flaps  which  had  covered 
the  fetal  sac  in  front  and  behind.  These  were  smoothed  down 
over  the  raw  surface  and  nearly  covered  it.  About  one-half 
of  the  lateral  and  posterior  surface  of  the  body  and  fundus  of 
the  uterus  was  entirely  divested  of  peritoneum  and  was  bleed- 
ing freely.  So  the  organ  was  quickly  extirpated  by  the  Baer 
method.  The  peritoneal  cavity  was  carefully  dried,  the  peri- 
toneal flaps  covering  the  raw  surface  smoothed  down,  and  the 
abdominal  incision  closed  without  drainage.  The  patient  made 
an  excellent  and  uninterrupted  recovery.  Beyond  a  small 
fititch-hole  abscess  not  an  unfavorable  symptom  arose. 

Dr.  F.  B.  Wynn  made  an  examination  of  the  sac,  placenta, 
and  fetus.     I  quote  from  his  report:  "The  sac  completely  en- 
velops the  fetus  and  placenta.     It  has  an  average  thickness  of 
six  millimetres.      At  the   placental  periphery  it  attains   the 
thickness  of  one  and  one-half  centimetres.     The  large  venous 
sinuses  of  the  sac  are  seen  to  be  filled  with  dark  clotted  blood. 
A  microscopical  examination  of  stained  sections  from  different 
portions  of  the  sac  shows  it  to  consist  almost  entirely  of  fibrous 
connective  tissue  with  traces  of  non-striped  muscular  tissue. 
Five  inches  removed  from  the  uterus,  in  the  thickened  sac  at 
the  placental  border,  are  seen  cross-sections  of  two  openings, 
one  stellate  and  the  other  having  complicated  folds,  both  lined 
by  columnar  epithelium.     Surrounding  each  is  a  well-marked 
band  of  unstriped  muscular  tissue.     These  are  unquestionably 
tubal  structures.     I  find  nowhere  evidences  of  ovarian  tissue. 
The  placenta  is  of  normal  size  and  thickness,  and  upon  section 
the  villi  can  be  teased  out  and  traced  from  their  attachment  to 
the  chorion.       The  gross  appearance  of  the  intervillous  sub- 
stance is  that  of  clotted  blood.     The  placental  attachment  is  to 
the  superior  and  posterior  part  of  the  sac,  its  nearest  border  to 
the  uterus  before  removal  being  about  three  inches. "    '  'A  portion 
of  the  placenta  is  separated  from  the  sac,  and  the  space  between 
it  and  the  sac  occupied  by  clotted  blood .     It  is  probable  that 
death  of  the  fetus  occurred  at  the  time  this  hemorrhage  took 
place."     "The  fetus  measures  sixteen  and  a  half  inches  and 
weighs  four  and  a  half  pounds.     The  nails  and  ears  are  well 
formed,  and  the  fetus  is  in  general  as  well  developed  as  a  child 


DUNNING:   ECTOPIC   GESTATION.  47 

•at  full  term.  The  head  of  the  fetus  was  superior  and  rested 
against  the  under  surface  of  the  placenta.  The  uterus,  which 
was  amputated  at  the  internal  os,  is  considerably  enlarged,  has 
thick  walls  and  a  normal  cavity.  No  decidua  or  remnant  of 
one  is  seen." 

The  patient  was  operated  upon  at  the  close  of  a  menstrual 
period,  the  second  one  she  had  passed  through  since  the  spuri- 
ous labor. 

This  was  undoubtedly  a  tubal  pregnancy  which  ruptured 
into  the  folds  of  the  broad  ligament  at  about  seven  weeks.  The 
rupture  was  not  attended  by  great  hemorrhage.  The  fetus 
occupied  the  lower  portion  of  the  ovum.  The  attachments  of 
the  ovum  to  the  tubal  mucous  membrane  above  were  not  dis- 
turbed. The  vitality  of  the  ovum  was  not  destroyed,  so  that 
gradual  growth  took  place.  In  due  time  the  placenta  devel- 
oped and  found  secure  attachment  to  the  upper  tubal  walls. 
With  the  growth  of  the  ovum  the  tubal  walls  thickened  and 
expanded,  the  broad  ligaments  expanded  and  increased  in 
thickness,  the  anterior  and  posterior  layers  becoming  more  and 
more  widely  separated  as  the  ovum  grew  and  descended  lower 
in  the  pelvis. 

The  growth  of  the  ovum  was  at  first  symmetrical.  This 
period  was  of  brief  duration,  for  obstacles  to  growth  in  certain 
directions  were  present,  the  only  insurmountable  ones  being 
the  pelvic  walls  and  the  floor  of  the  pelvis.  The  only  free 
spaces  for  growth  after  a  brief  time  were  upward  and  down- 
ward. In  a  few  weeks  the  limit  in  the  latter  direction  was 
reached  and  then  the  ovum  must  expand  into  the  upper  free 
space  or  the  fetal  envelopes  rupture.  In  the  meantime  the  left 
lateral  bony  wall  has  been  reached,  so  that  all  lateral  expansion 
in  the  pelvis  must  be  toward  the  right  in  the  direction  of  the 
uterus.  The  upward  growth  has  been  somewhat  retarded  in 
consequence  of  the  attachment  of  the  Fallopian  tube  to  the 
cornu  of  the  uterus  and  to  the  fetal  envelopes,  and  by  the  in- 
f undibulo-pelvic  ligament,  and  by  the  attachments  of  the  peri- 
toneum to  the  left  lateral  posterior  walls  of  the  pelvis.  These 
obstacles  are  gradually  overcome  by  the  lengthening  of  the 
Fallopian  tube  and  the  separation  of  the  peritoneal  attach- 
ments and  the  gradual  lifting  up  of  that  membrane. 

From  this  time  onward  it  is  not  difficult  to  understand  why 
the  direction  of  the  expanding  ovum  must  be  chiefly  upward  ; 
but  why  the  growing  ovum  should  now  cause  the  separation 
-and  lif ting-up  of  the  posterior  layer  of  the  peritoneum,  instead 
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of  developing  under  the  lateral  parietal  laj^er  and  in  front  of 
the  anterior  parietal  layer  of  the  peritoneum,  I  am  not  able, 
without  more  studj^  and  some  experimentation,  to  fully  ex- 
plain. That  it  frequently  does  is  evidenced  by  my  own  case 
and  a  considerable  number  of  others  that  have  been  reported, 
notably  by  Schauta,'  Rein,'  Lusk,'  Griffith,^  Douglas,^  Rector, *^ 
Stephenson,*  Culling  worth,'  Kaan,'  and  many  others. 

The  chief  characteristic  of  this  form  of  ectopic  pregnancy  at 
term  is  that  the  ovum  with  its  envelopes  projects  free  into  the 
abdominal  cavity,  the  abdominal  portion  being  entirely  en- 
veloped by  a  peritoneal  covering.  This  peritoneal  covering  is 
derived  from  the  folds  of  the  broad  ligament  and  portions  of 
peritoneum  from  the  following  structures  and  regions,  viz. : 
the  Fallopian  tube,  one  lateral  pelvic  wall,  the  posterior  sur- 
face of  the  uterus,  the  cul-de-sac,  and  the  posterior  parietal 
peritoneum.  It  is  intraligamentous  in  the  sense  that  after  the 
primary  rupture  the  ovum  develops  for  the  most  part  between, 
the  folds  of  the  broad  ligament,  and  at  full  term  these  liga- 
ments form  a  large  part  of  the  enveloping  walls  of  the  ovum. 
It  is  retroperitoneal  in  that  the  growing  ovum  has  lifted  up  and 
received  as  a  part  of  its  investments  more  or  less  of  the  poste- 
rior la5'er  of  the  pelvic  peritoneum.  In  this  variety  no  part  of 
the  ovum  is  found  in  front  of  the  anterior  parietal  layer  of  the 
peritoneum. 

In  the  study  of  the  literature  of  this  subject  I  have  found 
considerable  confusion  existing  regarding  the  tissues  desig- 
nated by  the  term  fetal  sac.  Some  authors  use  the  term  as 
applying  only  to  the  envelopments  of  the  ovum,  while  others 
apply  it  indiscriminately  to  either  the  envelopments  or  to  the 
thickened  and  altered  fetal  membranes.  In  my  case  it  will  be 
observed  that  Dr.  Wynn  and  myself  have  applied  the  term 
sac  to  the  thick,  tough  sac  enveloping  the  placenta  and  fetus,. 
as  contradistinguished  from  the  peritoneal  and  muscular  en- 
velope from  which  the  ovum  was  enucleated.  Probably, 
strictly  speaking,  our  use  of  the  term  is  not  scientific,  yet  we 
venture  to  so  use  it  in  order  to  give  point  and  emphasis  to  our 
belief  that  the  ovum  (including  the  sac)  may  be  entirely  enu- 
cleated. In  this  sac,  beyond  the  placental  borders,  no  trace  of 
fetal  membranes  could  be  found.  It  was  composed  of  dense, 
tough  fibrous  connective  tissue  with  traces  of  non-striped  mus- 
cular tissue.  The  altered  and  thickened  condition  of  the  fetal 
membranes  is  believed  to  be  due  to  inflammatory  changes, 
but  whether  these  changes  were  effected  before  or  after  the= 
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death  of  the  fetus  we  were  unable  to  determine.     The  walls  of 
this  sac  were  as  distinct  as  the  walls  of  an  intraligamentous 
ovarian  C3^st  and  served  as  a  safe  guide  in  the  process  of  enu- 
cleation.    Lusk '  mentions  several  cases,  including  one  of  his 
own,  in   which  the  sac  has  been  completely  enucleated.     To 
these  maybe  added  that  of  Stephenson.'     These  cases,  so  far 
as  I  can  understand  them  from  the  brief  accounts  in  my  pos- 
session, were  of  the  intraligamentous,  retroperitoneal  variety. 
Webster "  truly  says,  in  speaking  of  the  possibility  of  remov-^ 
ing  the  sac  in  the  subperitoneo-abdominal  variety  of  ectopic- 
gestation,   "its  nature  and   relations   make   this  impossible."' 
Fortunately  that  form  of  the  pregnancy  is  but  infrequent  in 
occurrence — much  more  infrequent  than   the   form   we   have; 
been  describing. 

It  is  pertinent  to  inquire  what  are  the  advantages  of  enu- 
cleating the  sac  when  it  can  be  successfully  accomplished. 
The  advantages  are  the  same  that  accrue  from  enucleating  the 
walls  of  an  intraligamentous  dermoid  or  papillomatous  cyst. 
They  may  be  enumerated  as  follows  : 

1.  When  the  sac  is  enucleated  the  recovery  of  the  patient  is 
much  more  rapid.  What  abdominal  surgeon  has  not  painful 
recollections  of  the  slow  convalescence  of  a  patient  who  had  a 
cyst  wall  stitched  to  the  lower  angle  of  the  abdominal  incision? 

2.  There  is  less  liability  of  a  resulting  suppuration  and  per- 
sistent fistula  when  the  sac  is  removed  and  the  peritoneal  flaps 
are  spread  over  the  raw  surfaces  in  the  pelvis.  It  is  true  that 
gauze  packing  will  sometimes  be  required  even  after  enuclea- 
tion, on  account  of  hemorrhage.  When  it  is  not  needed  for 
that  purpose  it  is  better  to  cover  the  raw  surfaces  with  the 
peritoneal  flaps. 

3.  When  the  sac  is  enucleated  and  the  abdominal  incision 
closed  throughout  its  entire  length  there  is  less  liability  to  the 
subsequent  appearance  of  a  ventral  hernia. 

4.  It  appears  reasonable  that  when  the  placenta  is  attached 
chiefly  to  the  expanded  and  thickened  Fallopian  tube,  as  it  was 
in  my  case,  the  enucleation  of  the  sac  would  be  attended  by 
less  hemorrhage  than  by  the  employment  of  any  other  method, 
if  an  attempt  is  made  to  remove  the  placenta.  In  my  case  the 
placental  attachment  was  not  disturbed  to  the  slightest  extent. 
If  the  placenta  be  attached  to  the  broad  ligament  lower  down 
Olshausen's"  plan  may  be  employed  to  advantage  ;  and  if  the 
attachment  be  to  the  uterus  and  its  detachment  causes  profuse 
hemorrhage,  after  tying  the  uterine  artery  that  organ  may  be 
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extirpated,  and  in  both  of  these  cases  the  sac  may  be  deHberately 
removed.  If  this  method  proves  to  be  free  from  danger  of 
hemorrhage  in  most  cases  its  employment  will  greatly  lessen 
the  mortality  of  the  operation  at  or  near  term. 

I  am  well  aware,  while  thus  urging  the  advantages  of  enu- 
cleating the  sac,  that  there  will  be  found  many  cases — possibly 
the  majority — in  which  the  method  will  not  be  applicable ; 
but  I  believe  the  cases  are  very  few  in  which  any  harm  will 
result  to  the  patient  in  making  a  median  abdominal  incision, 
entering  the  abdominal  cavity,  and  studying  the  anatomical 
relations  of  the  parts.  If  these  anatomical  relations  cannot  be 
determined,  or  if  the  products  of  conception  are  found  in  front 
of  the  anterior  parietal  layer  of  the  peritoneum,  the  peritoneal 
cavity  may  be  closed  and  the  gestation  sac  opened,  the  fetus 
removed,  and  the  placenta  removed  or  left,  as  seems  best  to  the 
operator.  If,  however,  as  in  our  case  and  in  a  considerable 
number  of  other  cases  recently  reported,  the  anterior  parietal 
peritoneum  is  intact  and  the  fetal  sac  projects  freely  into  or 
fills  the  abdominal  cavity  and  is  wholly  covered  by  peritoneum, 
while  the  uterus  rests  in  front  of  the  mass  and  to  one  side, 
and  the  anterior  surface  of  the  fetal  tumor  is  continuous  with 
the  anterior  surface  of  the  broad  ligament,  and  the  layer  of 
peritoneum  covering  the  posterior  surface  of  the  fetal  tumor 
is  continuous  with,  and  in  part  a  reflexion  of,  the  posterior 
parietal  pelvic  peritoneum,  we  may  be  sure  we  have  an  ectopic 
pregnancy  of  the  intraligamentous,  retroperitoneal  type  and 
raay  reasonably  expect  to  be  able  to  enucleate  the  sac.  In 
such  cases,  no  matter  if  there  be  extensive  adhesions  of  the 
intestines  and  omentum  to  the  peritoneal  covering  of  the  sac, 
if  there  be  a  free  space  large  enough  for  a  free  incision  of 
the  peritoneal  covering,  we  may  make  such  an  incision  and 
separate  the  peritoneum  from  the  external  surface  of  the  fetal 
sac.  If  the  latter  be  found  enveloping  the  fetus  and  placenta, 
and  is  thick  and  tough  enough  to  tolerate  manipulation,  the 
process  of  enucleation  may  be  carried  boldly  forward  to  the 
end.  Whether  it  be  necessary  to  ligate  the  ovarian  and  ute- 
rine arteries  upon  the  affected  side  must  depend  upon  the 
amount  of  hemorrhage  encountered.  No  doubt  it  will  be  fre- 
quently required.  The  same  test  must  apply  to  the  necessity 
of  the  removal  of  the  uterus. 

Finally,  I  will  say  that  in  proposing  the  name  intraligament- 
ous, retroperitoneal  ectopic  pregnancy  for  the  class  of  cases  I 
have  described,  I  do  it  with  some  timidity ,  yet  with  the  confidence 
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that  its  adoption  will  materially  aid  us  in  a  better  understand- 
ing of  the  true  anatomical  conditions  present  in  a  large  number 
of  full-term  ectopic  pregnancies,  and,  further,  will  aid  us  in 
grasping  the  indications  for  operative  procedure.  It  is  incor- 
rect and  misleading  to  apply  the  term  subperitoneo-abdominal 
to  this  class  of  cases.  That  term  conveys  a  distinct  idea  which 
has  prevailed  in  the  minds  of  such  authoritative  writers  as 
Tait,  Bland  Sutton,  and  Webster  for  many  years.  That  idea, 
when  viewed  in  contrast  with  the  one  we  have  endeavored  to 
present,  is  that  at  full  term  the  fetus  or  placenta  occupies  a 
space  between  the  anterior  abdominal  wall  and  the  parietal 
peritoneum.  Occasional  cases  undoubtedly  will  be  found  in 
which  one  of  them  will  occupy  that  position,  but  in  the  vast 
majority  of  cases  the  anterior  parietal  peritoneum  will  be  found 
intact,  and  in  not  a  few  of  them  will  be  found  the  form  we 
have  presented  for  consideration. 

We  can  seldom  inject  new  meanings  into  an  old  name.  A 
new  one  must  be  introduced  with  new  ideas.  One  is  needed 
for  the  class  of  cases  we  have  described.  If  there  be  a  better 
one  than  the  writer  of  this  paper  has  proposed  the  profession 
should  gladly  accept  it. 

349  North  Alabama  street. 
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A  case  of  intraperitoneal  gestation  at  term. 

OPERATION  AFTER  DEATH  OF  FETUS.   RECOVERY.' 


BY 

M.   ROSENWASSER,  M.D., 
Cleveland. 


(With  three  illustrations.) 


On  February  16th,  1897,  I  saw,  in  consultation  with  Dr.  G. 
R.  Feil,  a  woman  who  had  then  gone  beyond  term  about  two 
weeks,  and  had  gradually  ceased  feeling  "life"  after  having 
suffered  from  false  pains  between  February  1st  and  3d.  My  ad- 
vice was  sought,  not  on  account  of  any  suffering,  but  because 
husband  and  wife  felt  uneasy  about  the  probable  death  of  the 
child,  and  anxious  to  have  terminated  the  pregnancy  now  over- 
due. Her  physician  had  only  recently  been  engaged  to  attend 
her,  knew  nothing  of  her  previous  history,  and  had  no  cause  to 
suspect  anything  abnormal.  He  examined  her  in  labor,  heard 
the  fetal  heart  very  distinctly,  found  a  slightly  tinged  dis- 
charge, the  cervix  soft,  the  os  rigid  and  not  dilatable,  the  pains 
short,  sharp,  exasperating.  The  pains  proving  ineffectual,  he 
gare  an  anodyne  for  relief,  as  he  regarded  the  attack  merely  as 
a  false  alarm.     By  degrees  the  pains  ceased  and  did  not  return. 

When  seen  by  me  the  patient,  an  undersized  brunette,  of 
healthy  family,  was  in  the  kitchen  attending  to  her  household 
duties.  She  was  33  years  old  ;  married  eight  years  ;  Ilpara, 
the  last  child  born  five  years  ago  ;  no  abortions.  Previous  to 
her  pregnancy  her  health  had  been  good,  her  menses  regular, 
the  last  period  April  23d,  1896.  She  failed  to  "come  round'' 
in  May,  which  so  upset  her  plans  that  she  consulted  a  "  doc- 
tor," who  dilated  the  womb  on  June  13th.  The  attempted 
abortion  caused  the  loss  of  a  few  drops  of  blood,  but  was  fol- 
lowed by  no  further  consequences.  On  June  23d  she  was  lying 
on  the  sofa.  Suddenly  she  was  seized  with  a  most  violent  pain 
in  the  abdomen,  fell  to  the  floor,  and  fainted.  When  she  re- 
covered consciousness  she  could  not  get  up,  but  was  carried 
to  bed,  and  was  confined  for  two  weeks  with  supposed  perito- 

'-Read  before  the  Ohio  State  Medical  Society,  at  Cleveland,  May  20th,. 
1897. 
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nitis.  She  remained  weak  all  through  the  summer  and  fall. 
She  did  not  feel  life  until  the  latter  part  of  October,  though  she 
was  told  she  was  pregnant  while  on  a  visit  to  Buffalo  late  in 
August.  She  has  never  felt  much  motion.  Since  the  spurious 
labor  she  has  positively  diminished  in  size. 

The  contour  and  size  of  the  abdomen  correspond  to  an  eight- 
months  gestation.  The  enlargement  consists  of  a  large, 
smooth,  round  tumor  filling  the  abdomen,  except  low  down  in 
the  left  hypogastrium  where  it  crowds  a  smaller,  harder  tumor 
to  be  felt  from  the  point  of  contact  above  the  pubes  to  the  ex- 
treme left  in  the  iliac  fossa.  Fetal  parts  cannot  be  made  out. 
There  is  no  fluctuation.  There  are  no  movements,  contrac- 
tions, or  fetal  heart  sounds.  The  cervix  is  soft;  the  external 
OS  admits  the  end  of  the  finger,  but  the  internal  os  is  dense, 
will  not  admit  of  dilatation  by  the  finger.  A  careful  bimanual 
{repeated  on  different  days)  enables  me  to  recognize  the  smaller 
tumor  as  the  uterus,  elongated  and  pushed  to  the  extreme  left 
by  the  larger  tumor.  The  posterior  vaginal  vault  is  slightly 
bulged  down,  convex,  filled  with  a  doughy,  tender,  immovable 
mass. 

The  diagnosis  of  ectopic  pregnancy  originating  in  the  right 
tube,  and  of  a  dead  fetus,  was  foreshadowed  by  the  history  and 
confirmed  by  the  physical  examination.  It  was  decided  to 
watch  the  patient  and  await  indications  for  interference.  On 
the  eve  of  February  20th  Dr.  Feil  was  called.  The  woman  had 
felt  chilly  all  day  and  had  severe  pain  in  the  abdomen.  Her 
temperature  was  100.5°,  pulse  90;  abdomen  quite  tender,  espe- 
cially about  the  umbilicus.  She  was  removed  to  the  Cleveland 
General  Hospital  the  following  morning.  The  evening  tem- 
perature was  again  100.5°,  pulse  98  ;  tenderness  and  pain  con- 
stant.    Operation  set  for  the  22d. 

Operation  February  22d.  Present,  Drs.  Feil,  N.  Stone, 
Scott,  Towslee,  Bernstein,  and  several  private  students.  Anes- 
thetic, chloroform.  After  the  patient  was  anesthetized  the 
sound  was  introduced  into  the  uterus.  It  entered  five  inches 
to  the  fundus  in  the  direction  of  the  long  axis  of  the  smaller 
tumor.  The  median  incision,  from  the  umbilicus  downward, 
was  afterward  extended  upward  about  three  inches.  The 
parietal  peritoneum  was  much  thickened  and  dark  in  color,  not 
adherent  to  visceral  contents.  The  gestation  sac  now  pre- 
sented. Across  the  upper  part  of  the  sac,  which  reached  nearly 
to  the  liver,  lay  the  infolded  omentum.  The  latter  was  at- 
tached to  the  sac  by  recent  adhesions.     Upon  gently  loosening 
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these  the  skin  of  the  fetus  became  visible  through  the  opening 
in  the  sac  that  had  been  plugged  by  the  omentum.  The  loops 
of  intestine  surrounding  the  opening  in  the  sac  were  intensely 
red.  The  opening  was  extended  downward  by  an  incision 
through  the  sac  wall,  disclosing  the  somewhat  macerated 
female  fetus.  The  breech  presented,  the  back  of  the  child  to 
the  abdomen  of  the  mother.  The  child  was  delivered,  the 
funis  clamped  and  cut.  There  was  not  a  drop  of  amniotic  fluid 
either  in  the  sac  or  in  the  abdominal  cavity.  The  amnion 
formed  the  inner  lining  of  the  sac.  The  boundaries  of  the  ges- 
tation sac  were  now  examined.  It  crowded  the  elongated  ute- 
rus far  to  the  left.  It  extended  from  the  inner  border  of  the 
left  broad  ligament,  occupied  the  entire  right  pelvis,  and  en- 
closed the  lower  abdomen,  forming  a  dome  over  the  pelvic 
cavity.  Above  it  was  covered  by  adherent  intestines.  The 
lower  anterior  wall  was  formed  of  uterus  and  broad  ligament. 
The  sac  wall,  except  where  the  posterior  surface  of  the  uterus 
and  of  the  broad  ligament  complemented  it,  was  composed  of 
organized  lymph,  its  thinner  portions  readily  breaking  down. 
The  intestinal  adhesions  were  now  relieved  with  the  intention 
of  extirpating  the  entire  sac.  There  was  no  difificulty  until  the 
sigmoid  flexure  was  reached.  This  was  so  intimately  connected 
that  to  continue  would  be  to  risk  gangrene  of  the  gut.  Extir- 
pation was  therefore  abandoned.  Behind  and  below  the  sac, 
adherent  to  the  bottom  of  the  recto-vaginal  pouch,  was  a  mass 
as  large  as  an  orange,  which  on  enucleation  proved  to  be  an 
organized  blood  clot.  The  placenta  was  attached  within  the 
anterior  portion  of  the  sac  to  the  right  margin  and  right  poste- 
rior surface  of  the  uterus.  The  detachment  of  the  placenta 
was  begun  at  the  bottom  of  the  sac  and  was  quickly  accom- 
plished. Tufts  of  placental  tissue  and  shreds  of  membrane 
were  left  in  the  sac.  The  hemorrhage  was  not  at  first  severe 
and  was  controlled  by  a  firm  pack  of  hot  gauze  sponges. 
While  stitching  the  sac  wall  to  the  abdominal  incision  there 
was  noticed  a  rapid  bleeding  through  the  pack.  The  sac  was 
emptied  and  repacked,  but  the  bleeding  went  furiously  on. 
The  left  broad  ligament  was  clamped.  The  tissues  to  the  right 
of  the  sac  were  also  clamped.  The  sac  was  repacked.  The 
hemorrhage  was  now  under  control.  Meanwhile  my  assist- 
ants had  lowered  the  head  of  the  blanched  and  all  but  pulse- 
less patient  and  made  an  intravenous  transfusion  of  eight 
ounces  of  normal  salt  solution.  The  left  ovarian  artery  was 
now  ligated.     The  right  ovarian  and  the  uterines  could  not  be 
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reached.  The  clamps  were  removed,  the  edges  of  the  sac  were 
stitched  to  the  parietal  incision,  and,  as  there  was  no  bleeding, 
the  gauze  packs  were  left  undisturbed  in  the  gestation  sac. 


Fig.  1.— Skiagraph  of  head  of  fetus. 

The  vagina  was  firmly  tamponed  and  a  T- bandage  attached  to 
the  abdominal  binder.  The  operation  had  lasted  seventy-five 
minutes.  The  following  are  the  essential  features  of  the  post- 
operative history  : 
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February  23d  :  Patient  has  rallied  nicely  from  the  shock. 
February  24th  :  Sj'mptoms  of  sepsis  :  pulse  130  to  140  ;  abdo- 
men much  distended ;  removed  packing  ;  discharge  very  of- 
fensive. February  25th  :  Had  a  poor  night ;  restless  ;  pulse 
144  ;  vomited  once  a  dark  fluid  ;  removed  shreds  of  membrane 
and  small  pieces  of  placenta  ;  discharge  from  sac  still  very  of- 
fensive. February  2Gth  :  Pulse  12G  ;  abdomen  still  much  dis- 
tended, but  wound  not  offensive. 

March  7th:     Has  been  steadily  improving,  but  temperature 


Fig.  2.— Skiagraph  of  lower  half  ot  fetus. 

varies  from  100°  to  101°.  Removed  a  gauze  sponge  from  the 
bottom  of  the  sac  that  had  been  overlooked  at  the  time  the 
others  were  removed.  From  this  time  on  convalescence  was 
uneventful.  She  was  kept  in  bed  seven  weeks  to  avoid  a  strain 
on  ventral  cicatrix,  and  left  the  hospital  in  excellent  condition 
April  ISth.  On  May  Gth  she  menstruated.  There  was  no 
pain.     The  menses  were  scant  and  lasted  two  da5'S. 

The  fetus  was  twenty  inches  long  and  weighed  six  and  a  half 
pounds.  Its  surface  was  macerated,  the  epidermis  peeling  off 
in  large  flakes.     The  bones  of  the  skull  were  loose  and  flabby; 
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the  cranial  contents  were  soft,  fluctuating,  as  is  usual  in  a 
macerated  fetus.  There  was  no  deformity.  An  X-ray  was 
taken  by  Dr.  Scott. 

Cases  of  extrauterine  pregnancy  gone  to  term  are  not  plenti- 
ful. With  better  training  in  early  diagnosis,  and  with  early 
removal  of  the  products  of  gestation,  such  cases  will  become 
less  frequent  than  at  present.  "  During  the  hurry  and  dread 
of  a  critical  operation,"  as  Parry  graphically  expresses  it,  some 
of  the  details  of  the  case  here  recorded  were  not  noted,  much 
to  our  regret.  Sufficient  data  are  at  hand,  however,  to  warrant 
the  conclusion  that  our  case  is  one  of  very  rare  occurrence  and 
of  unusual  interest. 


Fig.  3.— Skiagraph  of  arm  of  fetus. 

The  attempted  abortion  deserves  but  a  passing  notice.  It 
had  no  bearing  on  the  subsequent  history.  It  is  evident  that 
the  right  tube  ruptured  when  the  patient  was  two  months  preg- 
nant. That  the  rupture  was  intraperitoneal  is  proven  by  the 
organized  blood  clot  adherent  in  the  recto- vaginal  pouch.  Not 
until  after  spurious  labor  were  there  any  symptoms  of  second- 
ary rupture.  "  Cases  of  primary  intraperitoneal  rupture  are 
almost  uniformly  fatal,  either  from  hemorrhage  or  subsequent 
suppuration  of  the  sac  and  peritonitis."'  In  our  case  the  intra- 
peritoneal hemorrhage  did  not  prove  fatal  nor  did  suppuration 
take  place.  The  uninjured  ovum,  containing  a  living  fetus, 
was  partly  or  wholly  expelled  from  the  ruptured  tube,  leaving 

'  Tait,  "  Diseases  of  Women  and  Abdominal  Surgery,"  vol.  i.,  p.  443. 
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the  placenta  in  the  tube.  The  ovum  continued  its  development 
within  the  abdomen,  surrounded  by  exudate  and  blood  serum. 
The  gestation  sac  thus  formed  attachments  to  the  blood  clot 
anchored  below  and  to  the  intestines  above,  while  the  placenta 
continued  its  growth  close  to  the  uterus.  The  fetal  membranes 
and  organized  lymph  formed  the  only  envelope  of  the  fetus 
above  the  pelvic  brim.  After  the  spurious  labor  the  fetus  died 
and  the  amniotic  fluid  was  absorbed;  the  patient  herself  noted 
her  diminution  in  size.  There  was  a  final  rupture  of  the  upper 
anterior  sac  wall  a  few  days  previous  to  operation,  causing  a 
localized  peritonitis  which  gave  the  direct  indication  for  inter- 
ference. 

According  to  Webster's '  classification  our  case  is  one  of 
''tubo- peritoneal  gestation,  in  which  escape  of  the  fetus  in  the 
membranes  takes  place  into  the  peritoneal  cavity,  the  placenta 
remaining  in  the  tube  and  development  continuing."  Webster 
further  says:  "The  first  undoubted  case  of  such  a  form  of 
ectopic  gestation  was  described  by  me  in  a  monograph  pub 
lished  in  1892.  Several  of  the  older  writers,  and  also  recent 
ones— e.g.,  Klister,  Werth,  and  Berry  Hart — thought  this  form 
possible,  while  others  denied  its  possibility,  believing  that  rup- 
ture of  the  tube  into  the  peritoneal  cavit}^  meant  death  to  the 
mother  unless  she  were  operated  on." 

Our  case  sustains  the  broad  view  of  Tait  as  against  the 
narrow  opinion  of  Bland  Sutton.  The  old  theory  of  abdominal 
pregnancy,  that  it  is  caused  by  the  development  of  an  impreg- 
nated ovum  dropped  into  the  peritoneal  cavity,  has  been  gene- 
rally abandoned.  It  is  now  believed  that  "  all  forms  of  extra- 
uterine gestation  pass  their  primary  stages  in  the  Fallo- 
pian tube."-  Tait's  present  explanation  of  the  abdominal 
variety  under  consideration  is  to  the  effect  that  "what  have 
been  called  abdominal  pregnancies  are  clearly  exceptional  cases 
where  primary  tubal  rupture  at  the  end  of  the  third  month  has 
not  proved  fatal;  where  the  extended  placenta  has  made  for 
itself  visceral  attachments  wherever  it  has  touched;  or  where 
secondary  rupture  of  a  broad-ligament  cyst  has  converted  an 
extraperitoneal  ectopic  gestation  into  one  within  the  peritoneal 
cavity."'  Sutton'  dissents  as  follows:  "  This  view  [of  Tait] 
I  cannot  bring  myself  to  accept.     I  am  of  opinion  that  these 

'  "  Ectopic  Pregnancy,''  p.  53. 

*J.  Bland  Sutton,    "Surgical   Diseases   of   the   Ovaries  and   Fallopiaa 
Tubes.'  p.  844. 
* '•  Lectures  on  Ectopic  Gestation,"  1888,  p.  13.        ■'Op.  cit.,  p.  345. 
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so-called  abdominal  pregnancies  are  primarily  tubal;  gradually 
the  tube  opens  out  into  the  broad  ligament,  and  as  it  progresses 
to  term  the  walls  of  the  gestation  sac  rupture  and  the  fetus 
escapes  into  the  peritoneal  cavity,  as  in  the  remarkable  case 
recorded  by  Jessop."  In  other  words,  Sutton  believes  that  all 
such  pregnancies  have  continued  their  development  within  the 
broad  ligament  until  late  in  the  gestation,  when  rupture  of  the 
broad  ligament  allowed  the  escape  of  the  fetus  into  the  ab- 
dominal cavity. 

The  cases  of  Jessop,  Champneys,  and  Taylor,  cited  b}^  Sut- 
ton in  support  of  his  views,  differ  in  this  essential  from  our 
own,  that  the  fetus  lay  free  among  the  intestines  in  the  abdomi- 
nal cavity  without  any  membranous  envelope,  the  fetus  hav- 
ing but  recently  escaped  from  the  gestation  sac.  The  gestation 
sac  in  our  case  was  not  broad  ligament,  but  the  membranes  of 
the  ovum  fortified  by  organized  exudate.  The  fetus  was  not 
free  among  the  intestines,  but  was  enclosed  within  the  gesta- 
tion sac. 

723  Woodland  avenue. 
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ARTHUR  T.  McCORMACK,  A.B.,  M.D., 

House  Physician  to  the  Paterson  General  Hospital, 

Paterson,  N.  J. 


The  inadequacy  of  the  description  of  this  interesting  condi- 
tion in  our  text  books,  the  great  importance  of  earl}"  diagnosis, 
and  the  readiness  with  which  patients  respond  to  proper  opera- 
tive treatment,  make  ectopic  gestation  an  enticing  subject  for 
the  general  practitioner  or  the  specialist;  and  my  experience 
with  eight  cases  treated  in  as  many  months  in  the  hospital 
makes  of  it  one  of  the  few  conditions  which  I  can  discuss  with 
interest  or  profit  to  the  members  of  this  Association. 

Comparatively  little  is  known  even  yet  of  the  pathological 
conditions  which  operate  as  causes  of  ectopic  gestation.  The 
theory  that  all  fecundation  is  tubal,  and  that  an  existing  or 
pre  existing  salpingitis  causes  such  a  loss  of  function  that  the 
fecundated  ovum  is  not  passed  along  toward  the  uterus  but 

'  Read  before  the  fifth  semi-annual  meeting  of  the  Southern  Kentucky- 
Medical  Association,  Hopkinsville,  April  14th  and  15th,  1897. 
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lodges  and  grows,  is  enticing  but  not  proven.  At  any  rate,  in 
these  cases  the  ovum  locates  itself  in  the  tube,  a  placental  site 
is  chosen,  and  fetal  growth  begins  as  in  normal  gestation. 

The  elasticity  of  the  tubal  tissues  varies  greatly  with  the 
general  condition  of  the  patient  and  the  local  conditions,  whether 
healthy  or  diseased,  of  the  tubes  themselves.  Cases  are  re- 
corded where  tubal  pregnancy  has  advanced  almost  or  quite 
to  term  without  rupture,  and  one  of  our  cases  ruptured  at 
about  the  second  week.  In  none  of  our  cases  had  gestation 
proceeded  further  than  the  tenth  week  at  the  time  of  admission 
to  the  hospital.  In  the  average  case,  at  about  the  sixth  week 
the  tubal  fibres  give  way  and  hemorrhage  into  the  abdominal 
cavity  occurs,  or  it  may  be  (1)  into  the  peritoneal  cavity,  or  it 
may  be  (2)  between  the  folds  of  the  broad  ligaments.  In  the 
latter  case  the  fetus  usually  dies,  and  the  resulting  pelvic 
hematocele  is  absorbed,  or  becomes  infected  and  a  pelvic  ab- 
scess results.  In  the  former  case,  if  the  primary  rupture  is 
slight,  the  resulting  hemorrhage  may  be  quite  small  and  the 
fetus  retain  life.  The  tear  either  suddenly  or  gradually  becomes 
larger  and  the  fetus  is  extruded  into  the  abdominal  cavity. 
In  case  fetal  life  is  ended  at  this  time  some  good  authorities 
claim  that  all  the  products  of  gestation  and  of  hemorrhage  are 
absorbed.  I  have  seen  no  such  case.  If  the  fetus  remains 
alive  there  is  either  recurrent  rupture  with  attendant  hemor- 
rhage, or  the  placenta  gradually  attaches  itself  to  intestines 
and  omentum  and  the  fetus  continues  to  grow  as  in  intra- 
uterine pregnancy. 

Most  of  our  patients  afflicted  with  extrauterine  gestation 
give  a  history  of  a  more  or  less  lengthy  period  of  sterility  and 
a  pre-existing  salpingitis.  Of  the  cases  I  have  been  able  to 
collect  operated  in  Paterson,  all  but  one  gave  this  history. 
This  one  had  been  married  only  eight  months  and  had  a 
history  of  specific  vaginitis. 

As  to  menstruations  they  are  typical.  In  type  cases  the 
patient  misses  one  period,  and  one,  two,  or  three  weeks  later 
begins  to  flow  again.  This  flowing  simulates  abortion,  and 
the  decidua  frequently  comes  away  at  the  same  time,  but  the 
sharp,  agonizing  pain  and  the  utter  prostration  of  internal 
hemorrhage  should  quickly  warn  the  physician  that  opiates, 
tampons,  and  curettes  are  equally  useless. 

No  more  striking  nor  more  terrible  picture  can  be  drawn 
than  that  of  a  healthy  woman,  giving  a  history,  perhaps,  of 
some  degree  of  tubal  disease  and  of  a  longer  or  shorter  period 
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of  sterility,  suddenly  stricken  prostrate  by  this  pathological 
deviation  from  the  most  wonderful  of  our  physiological  func- 
tions. Pain,  intense  gnawing  pain,  that  is  always  agonizing 
and  at  intervals  even  worse,  is  characteristic.  Kind  Nature 
soothes  the  patient  into  unconsciousness  during  the  worst 
paroxysms.  Increasing  pallor  and  great  rapidity  of  pulse  indi- 
cate the  severe  hemorrhage.  The  abdomen  becomes  distended, 
a  fluid  is  occasionally  found  in  the  flanks,  the  patient  becomes 
totally  exsanguinated  and  dies.  These  are  the  worst  cases. 
In  the  milder  cases  the  pain  is  a  trifle  less  severe,  but  still  pros- 
trating, and  the  hemorrhage  is  sooner  controlled.  However,  if 
the  rupture  be  abdominal  the  hemorrhage  is  almost  sure  to 
recur,  and  the  second,  third,  or  perhaps  the  fourth  attack  is 
fatal.  The  intervals  between  the  attacks  may  be  from  a  few 
hours  to  two  or  more  weeks.  In  the  third  class  of  cases,  which 
I  shall  discuss,  the  pain  is  quite  as  severe  and  the  prostration 
almost  as  profound  as  in  either  of  the  others,  but  the  patient 
rallies  more  quickly,  the  evidences  of  hemorrhage  are  slighter, 
and  there  is  frequently  no  second  attack.  These  are  the  cases 
where  the  extravasations  are  between  the  folds  of  the  broad 
Ugament. 

Physical  examination  in  the  severer  cases  shows  marked 
tenderness  over  lower  abdominal  region,  distension  of  abdo- 
men, and  signs  of  fluid  in  flanks.  On  vaginal  examination  we 
find  in  one  or  both  fornices  great  tenderness,  and  are  able, 
almost  always,  to  find  at  least  a  sense  of  resistance  and  fre- 
quently to  map  out  distinctly  a  mass,  varying  in  size,  of  course, 
with  the  period  of  gestation.  This,  with  an  anachronous 
bloody  vaginal  discharge  and  a  very  rapid,  soft,  almost  gas- 
eous pulse,  and  prostrating  pain  referred  to  pelvic  region,  is 
almost  pathognomonic.  In  cases  where  repeated  hemorrha- 
ges have  occurred  the  sense  of  resistance  found  on  vaginal 
examination  is  more  marked,  but  the  fetal  mass  is  not  so 
regularly  felt.  Whether  it  has  been  obscured  by  the  hemato- 
cele or  has  been  pushed  up  into  the  abdomen,  it  is  frequently 
not  found.  But  the  patient  shows  distinctly  the  loss  of  blood, 
and  the  attacks  are  usually  so  severe  as  to  make  one  suspicious 
as  to  their  origin.  These  are  the  most  difficult  cases  to  dia- 
gnose, and  too  frequently  the  unsuspicious  practitioner  assigns 
some  other  cause  for  a  death  which  had  been  needless  had 
exploratory  section  revealed  the  true  condition. 

When  the  rupture  and  the  consequent  extravasation  is 
between  the  folds  of  the  broad  ligaments  an  ill-defined,  boggy 
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mass  can  be  made  out  in  the  corresponding  fornix.  The  uterus 
is  pushed  forward  markedly,  and  the  mass  can  be  made  out 
distinctly  on  abdominal  examination,  both  by  palpation  and 
percussion. 

In  all  cases  of  ectopic  gestation  which  are  not  operated  on, 
unless  the  fetus  dies  with  initial  rupture  the  prognosis  is  bad. 
Some  cases  die  with  the  first  hemorrhage,  and  still  others 
from  general  peritonitis  superinduced  by  fetal  growth  in  the 
free  abdomen.  If  the  fetus  dies  with  the  initial  rupture  the 
products  of  gestation  will  usually  be  absorbed  entirely,  but 
will  not  infrequently  undergo  suppurative  change.  This  is 
particularly  true  of  the  intraligamentous  variety. 

Of  our  eight  cases  seven  ruptured  into  the  abdominal  cavity 
or  between  the  folds  of  the  ligaments.  Seven  were  operated  on, 
six  at  the  time  of  first  rupture  and  one  three  weeks  after  first 
rupture.  This  latter  case  died  from  the  septic  peritonitis  which 
existed  at  the  time  of  operation.  One  other  case  died,  but  the 
abdominal  cavity  contained  more  than  a  gallon  of  blood,  the 
hemorrhage  having  continued  for  forty  hours,  and  she  never 
rallied  even  under  active  stimulation. 

In  abdominal  rupture,  if  the  case  is  operated  on  at  the  time 
of  the  first  rapture,  prognosis  is  good.  All  such  cases  should 
recover  unless  seen  too  late.  After  the  second  or  third  hemor- 
rhage, with  placenta  attached  to  all  adjacent  viscera  and  with 
numerous  adhesions  to  be  divided,  the  percentage  of  recoveries 
is  smaller  and  the  period  of  convalescence  is  longer.  All  cases 
of  the  intraligamentous  variety  should  recover  if  properly  and 
promptly  operated.  Even  in  recent  years  many  eminent  gyne- 
cologists advocated  treatment  of  this  condition  by  electricity, 
but  I  doubt  seriously  if  any  gynecologist  does  so  to-day. 

All  cases  of  ectopic  gestation  should  be  operated  on  as  soon 
as  diagnosis  is  made — before  rupture,  if  possible — and  in  no 
case  should  it  be  delayed  after  the  first  rupture  has  made  dia- 
gnosis certain.  So  eminent  a  surgeon  as  Boldt  asserts  that 
one  should  not  operate  till  the  patient  recovers  from  shock  of 
first  hemorrhage.  It  appears  to  me  quite  as  sensible  to  wait 
for  shock  to  disappear  after  an  amputation  before  applying  an 
Esmarch.  Had  this  Fabian  policy  been  adopted  in  the  Pater- 
son  General  Hospital,  three  of  our  six  recoveries  would  have 
bled  to  death  without  attempt  to  relieve  them.  Everything 
should  be  prepared  as  quickly  as  possible  for  operation.  First 
let  plenty  of  clean  water  be  boiled  and  set  aside  to  cool.  A 
hypodermatic  of  one-sixth   grain  of  morphine  sulphate    and 


TREATMENT   OF   ECTOPIC   GESTATION.  63 

one-hundredth  grain  of  atropine  sulphate  should  be  given  fif- 
teen minutes  before  the  administration  of  the  anesthetic  is 
begun.  A  trained  nurse  should  be  procured,  if  possible.  Un- 
fortunately these  "  ministering  angels"  are  rare  in  our  smaller 
Southern  towns,  but  increasing  knowledge  on  the  part  of  our 
surgeons  and  increasing  care  for  the  safety  of  our  patients  will 
soon  create  a  demand  that  will  supply  itself.  The  abdomen 
should  be  cleaned  as  rapidly  as  is  consistent  with  thoroughness. 
Vulva  should  be  shaved.  Scrub  the  abdomen  with  green  soap, 
then  alcohol  and  ether,  and  cover  with  a  pad  of  gauze  washed 
in  bichloride  of  mercury  1 :  3000.  Give  a  vaginal  douche  of 
bichloride  of  the  same  strength,  followed  by  one  of  solution  of 
boracic  acid. 

In  the  meanwhile  have  your  instruments  boiling.  The  fol- 
lowing should  be  provided:  two  scalpels,  one  grooved  dissector, 
one  scissors  curved  on  the  flat,  one  straight  blunt  scissors,  one 
straight  sharp  scissors,  six  small  hemostatic  forceps,  six  Harris 
hysterectomy  forceps,  one  Cleveland  carrier,  one  perforating 
dilator,  two  small  tenacula,  one  small  volsella,  twelve  full 
curved  needles,  assorted  sizes,  armed  with  silk  for  carriers, 
thirty  small  needles  armed  with  fine  silk  to  be  used  in  case  of 
injury  to  intestines  or  bladder. 

The  operator  and  assistants  should  now  perfectly  cleanse 
their  hands.  This  should  be  done  by  scrubbing  them  for  five 
minutes  with  green  soap  and  brush,  then  for  one  minute  im- 
mersing them  in  1:  1000  solution  of  bichloride  of  mercury,  this 
to  be  followed  by  four  minutes'  washing  in  eighty  per  cent 
alcohol.  The  patient  properly  prepared  and  anesthetized,  pre- 
ferably with  chloroform  ;  the  hands  of  operator  and  assistant 
properly  cleansed  ;  plenty  of  hot  water  and  cold  sterilized  water 
on  hand  ;  the  instruments  recently  boiled  ;  ligatures  of  various 
sizes  of  silk,  catgut,  and  silkworm  gut  all  ready,  the  initial  in- 
cision may  be  made  in  the  median  line  from  an  inch  below  the 
umbilicus  to  an  inch  or  two  above  the  symphysis.  As  soon  as 
the  peritoneal  cavity  is  reached  blood  rushes  out.  The  open- 
ing is  quickly  enlarged,  the  hand  introduced,  and  the  site  of 
gestation  found.  The  tube  is  then  drawn  out,  a  double  liga- 
ture introduced  near  its  base,  a  clamp  applied,  and  mass  re- 
moved. The  other  ovary  is  then  examined  and  removed  if 
diseased.  All  blood  and  clots  are  then  removed  from  the 
abdominal  cavity  by  washings  with  sterilized  water  at  a  tem- 
perature of  114°  F.  This  not  only  clears  out  the  cavity,  but 
stimulates  the  patient,  helping  to  overcome  shock.     This  is  a 
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simple  enough  matter  if  the  operation  is  done  at  the  time  of  the 
first  rupture,  but  becomes  greatly  complicated  after  numerous 
small  hemorrhages.  Placental  adhesions  are  to  be  gently 
broken,  and  such  cases  are  best  suited  to  drainage  per  vaginam. 
The  abdominal  wound  should  be  sutured  in  three  tiers,  the  first 
being  a  continuous  catgut  suture  of  the  peritoneum  alone. 
The  fascia  should  be  isolated  and  tightly  drawn  together  by  at 
least  four  interrupted  catgut  sutures  to  each  inch  of  incision. 
For  the  skin  suture  I  greatly  prefer  the  subcutaneous  con- 
tinuous catgut  suture  introduced  by  Halsted,  and  which  I 
have  seen  used  with  such  marked  success  by  my  friend  Dr. 
Harris  here.  The  slight  scar,  and  there  being  no  stitches  to 
remove,  are  its  chief  advantages.  The  wound  should  be 
dressed  dry  with  several  la3^ers  of  sterilized  gauze.  After  the 
patient  is  returned  to  bed  a  pint  of  warm  sterilized  water 
should  be  introduced  per  rectum  each  hour  until  no  longer 
retained.  An  ounce  of  French  brandy  may  be  given  with  the 
first  two  or  three  enemata. 

For  the  cases  of  intraligamentous  rupture  which  require 
operation  I  prefer  Boldt's  procedure,  as  recently  described 
by  that  operator  before  the  Academy  of  Medicine.  He  intro- 
duces a  perforating  dilator  into  the  mass  per  vaginam  and 
dilates  the  opening.  He  then  introduces  a  large  dilator  and 
stretches  this  opening  until  the  hand  may  be  introduced;  then 
clean  out  the  cavity  and  pack  with  iodoform  gauze. 

In  conclusion  let  me  sound  a  note  of  warning  :  Do  not  nar- 
cotize your  patient  just  simplj''  because  she  is  in  pain,  but 
make  a  diagnosis  first  and  then  take  proper  measures  to  cure 
the  cause  of  pain.  I  must  express  my  thanks  to  Drs.  Van 
Riper,  Balleray,  and  Harris,  of  the  gynecological  staff  of  the 
Paterson  General  Hospital. 
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(With  three  charts.) 


I  HAVE  entitled  this  paper  "  Intermenstrual  Pheilomena,  with 
Theories."    Perhaps  I  would  better  have  said,  the  bearing  of 
intermenstrual  phenomena  on  the  much-mooted  question  of  the 
'  Read  before  the  Pliysicians'  League  of  Buffalo,  Mai'ch  29th,  1897. 
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relation  of  menstruation  to  ovulation.  This  subject  is  one 
which  interested  me  long  before  I  studied  medicine.  I  have 
had  opportunity  to  observe  carefully  for  a  long  period  of  years 
a  case  of  intermenstrual  pain,  and  have  theorized  privately  in 
regard  to  it.  It  is  only  recently,  however,  that  I  have  been 
able  to  formulate  in  any  scientific  way  a  reasonable  explanation 
of  it.  I  propose,  first,  to  consider  what  is  called  the  Stephenson 
wave ;  secondly,  certain  theories  of  menstruation ;  thirdly, 
recorded  cases  of  intermenstrual  phenomena;  and,  finally,  my 
own  theories  based  on  these  intermenstrual  facts. 

First.     Stephenson  Wave. — We  find  in  the  various  activities 
of  the  body  intimations  of  rhythm — periods  of  rest  following 

DAYS  OF  MENSTRUAL  CYCLE  BEGINNING    WITH  CESSATION  OF  FLOW. 
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Chart  1.— Illustrating  Stephenson's  congestive  wave. 

periods  of  action  with  a  fixed  regularity.  The  heart  has  its 
systole  and  diastole,  the  respiratory  apparatus  its  time  of  inac- 
tion. The  brain  has  its  sleeping  hours,  and  we  know  there  is 
normally  a  regularity  in  the  action  of  the  great  abdominal 
viscera. 

Dr.  Stephenson,  of  Aberdeen,' has,  by  means  of  delicateMyna- 
mometers,  proved  variations  in  pressure  or  tension  in  the  pelvic 
organs.  He  says  there  is  a  congestive^ wave  in  the  female 
pelvis  having  a  cycle  of  twenty-eight  days.  Beginning  directly 
after  the  menstrual  flow  ceases,  for  about  seventeen  days  we 
have  an  almost  anemic  condition  of  the  pelvis,  and  if  it'were 
run  out  on  a  chart  (which  I  have  done)  you  would  find  a  low 
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level  plateau,  as  it  were,  in  the  tracing,  which  has  almost  no 
undulations  until  about  the  seventeenth  day.  About  this  time 
the  pressure  begins  to  increase,  but  it  is  slow  until  about  the 
twenty-third  day.  Then  the  ascent  is  much  sharper  until  the 
flow  begins,  at  which  time  it  is  greatest.  From  this  time  on 
it  diminishes  rapidly  until  the  flow  ceases,  when  it  has  fallen 
back  to  the  starting  point  of  our  low  level  plateau. 

In  addition  to  this  blood  pressure  with  a  cycle  of  twenty- 
eight  days,  which  so  closely  resembles  the  wave  of  sleeping 
and  waking,  we  have  a  urea  and  a  carbonic  acid  wave,  which, 
although  not  exactly  coincident  with  the  pressure,  follow  it 
very  closely.  The  result  of  this  increased  pressure  is  the  men- 
strual flow,  whose  object  is  to  wash  away  the  overripe  cor- 
puscles of  the  endometrium  or  the  decidua  menstrualis.  Fol- 
lowing the  increased  pressure  is  an  increase  in  the  amount 
of  oxidation  in  the  blood,  whereby  we  have  the  albuminoid 
material  burned,  the  carbon  dioxide  and  urea  being  the  smoke 
and  ashes  resulting. 

Second.  Theories  of  Menstruation. — Let  us  next  look 
briefly  at  some  of  the  theories  of  menstruation  and  its  relation 
to  ovulation. 

Menstruation,  says  Dr.  Johnstone  of  Cincinnati,  is  the  result 
of  the  erect  position,  and  a  development.  Those  animals  whose 
natural  position  with  reference  to  the  earth's  surface  is  such  as 
to  favor  the  flow  of  lymph  in  its  channels  can  handle  the  products 
of  the  uterine  flux  by  the  same  means  as  other  waste  matter, 
but  the  erect  position  demands  a  blood  stream.  This  is  all 
true,  and  still  we  have  the  uterine  flux  to  account  for. 

In  Keating  and  Coe's  work  on  gynecology  I  find  the  state- 
ment that  menstruation  is  a  neurosis.  It  is  under  the  control 
of  trophic  nerves.  It  is  the  result  of  a  physiological  conforma- 
tion inherent  in  and  peculiarly  dependent  upon  ultimate  cell 
changes  in  the  cerebro-spinal  centres,  which  changes  are  trans- 
mitted to  the  generative  ganglionic  system.  The  effect  of 
this  nerve  stimulus  is  a  hypertrophy  of  the  tissues  of  the 
endometrium,  followed  by  fatty  degeneration  and  disintegration 
of  the  uterine  lining.  Probably  only  the  superficial  layers  of  the 
endometrium  are  shed,  constituting  the  decidua  menstrualis. 

Pfliiger's  theory  of  menstruation,  which  at  present  is  the 
most  highly  valued  because  it  is  in  agreement  with  the  majorit}' 
of  the  facts  it  is  made  to  explain,  is  as  follows:  The  menstrual 
uterine  changes  are  for  the  purpose  of  providing  a  clean  and 
raw  surface  on  which  the  fertilized  ovum  may  settle  and  be 
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nourished;  that  the  whole  object  of  menstruation  is  comparable 
to  that  of  the  surgeon  when  he  pares  two  surfaces  before  he 
brings  them  in  contact  with  the  intention  of  getting  them  to 
grow  together. 

However,  it  seems  to  me  true,  as  Keating  and  Coe  remark, 
that  the  primary  motive  factor  in  menstruation  is  a  prelimi- 
nary ovulation,  which  is  established  for  months,  sometimes 
years,  before  menstruation.  But  menstruation  once  estab- 
lished, and  the  law  of  periodicity  fixed,  it  may  continue  for  an 
uncertain  period  in  the  future  without  ovarian  stimulus. 

As  to  the  interdependence  of  ovulation  and  menstruation,  the 
facts  observed  bring  us  to  this  conclusion,  that  ovulation  and 
menstruation  are  closely  associated,  but  not  necessarily  inter- 
dependent. Ovulation  may  occur  without  menstruation,  as 
shown  by  pregnancy  beginning  during  lactation  and  also  oc- 
curring in  women  who  are  known  not  to  menstruate. 

It  is  not,  however,  so  clear  that  menstruation  occurs  without 
ovulation,  although  in  some  cases  after  oophorectomy  it  appa- 
rently does.  These  cases  of  apparent  exception  to  the  rule  may 
be  explained  in  one  of  the  following  ways:  that,  after  a  double 
ovariotomy,  menstruation,  if  present,  is  due  to  the  presence  of 
some  remaining  ovarian  stroma,  or  to  the  presence  of  a  third 
ovary,  or  to  the  abnormal  distribution  of  ovarian  stroma  in  the 
folds  of  the  broad  ligament  (Beigel,  in  350  autopsies,  found 
accessory  ovaries  8  times  ;  the  flow  of  blood  after  oophorec- 
tomy may  be  due  to  chronic  uterine  disease,  therefore  not  a 
menstrual  flow  ;  or  the  regular  menstrual  flow  may  be  kept 
up  in  accordance  with  the  law  of  periodicity,  in  which  case 
only  would  there  be  a  true  menstrual  flow  without  ovulation. 

As  to  the  time  relation  of  ovulation  and  menstruation,  we 
have  much  less  data  to  depend  upon.  It  is  just  here  that  the 
intermenstrual  phenomena  are  of  value  to  us.  There  have  been 
two  prominent  opinions  in  regard  to  the  time  in  the  menstrual 
cycle  at  which  the  ovule  is  discharged  from  the  ovary.  One 
view  makes  it  follow  menstruation;  the  other,  immediately  pre- 
cede it. 

In  accordance  with  Pflliger's  theory,  menstruation  should 
precede  ovulation,  or  at  least  be  completed  before  the  ovum  hf  s 
traversed  the  Fallopian  tube  and  reached  the  uterus.  The  ma- 
jority of  post-mortems  on  menstruating  women,  and  the  facts 
observed  in  the  lower  animals,  accord  better  with  this  view 
than  with  any  other. 

From  the  statistics  obtained  it  is  found  that  conception  is 
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more  apt  to  occur  in  the  week  following  the  cessation  of  the 
menstrual  flow,  although  there  is  no  period  in  the  month  when 
it  may  not  occur.  The  Jewish  women  were  regarded  as  un- 
clean for  a  week  after  menstruation,  during  which  time  they 
were  forbidden  sexual  intercourse;  and  yet  the  Jews  are  notably 
a  prolific  race. 

If  carried  out  fully,  Pfliiger's  theory  would  necessitate  the 
occurrence  of  menstruation  before  every  conception,  whereas 
the  facts  show  that  conception  may  occur  when  there  has  been 
no  menstruation.  However,  these  processes,  as  all  life  pro- 
cesses, are  subject  to  such  variations  and  modifications  that 
our  finite  minds  with  their  limited  knowledge  cannot  as  yet 
formulate  a  theory  with  sufficient  breadth  and  adaptation  to 
explain  all  the  facts.  If  we  can  discover  the  general  law 
underlying  them  we  are  accomplishing  much.  The  objections 
to  Pfltiger's  theory  can  probably  be  brought  with  equal  force 
against  any  proposed  explanation. 

Third.  Recorded  Cases  of  Intermenstrual  Phenomena. — 
Now  we  are  ready  to  consider  what  the  intermenstrual  pheno- 
mena are.  Dr.  J.  Halliday  Croom,  in  the  Edinburgh  Medical 
Journal  for  February,  1896,  reports  three  cases.  He  speaks  of 
the  phenomena  as  a  form  of  dysmenorrhea  which  occurs,  not 
at  the  period  when  the  external  manifestation  of  menstruation 
takes  place,  but  at  mid-term,  a  condition  to  which  he  says  the 
Germans  have  given  the  appropriate  name  of  intermenstrual 
pain.  The  first  case  he  reports  as  follows:  A  young  girl  com- 
plained of  acute  pain,  sometimes  in  one  side  and  sometimes  in 
the  other,  occurring  with  the  utmost  regularity  fourteen  or 
fifteen  days  after  menstruation.  This  had  continued  ever  since 
she  was  14  years  old,  at  which  time  she  had  a  very  severe  at- 
tack of  scarlet  fever.  There  was  no  abnormity  in  the  ovaries, 
the  tubes,  or  the  uterus.  She  menstruated  regularly  and 
without  pain,  but  every  month  she  was  obliged  to  use  mor- 
phine rather  freely  in  order  to  avoid  the  intermenstrual  pain. 
Dr.  Croom  states  there  was  no  abnormity  in  the  ovaries.  Is  it, 
however,  always  possible  to  determine  that  an  ovary  has 
passed  through  a  condition  of  chronic  inflammation  by  any 
examination  other  than  autopsy? 

The  second  case  reported  was  of  a  woman  of  35  years,  in 
whom  the  intermenstrual  pain  was  localized  on  the  left  side, 
had  existed  for  only  five  years,  was  accompanied  by  a  slight 
discharge,  sometimes  of  blood,  sometimes  of  a  clear  fluid. 
The  uterus  contained  a  submucous  fibroid  on  the  right  side 
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and  was  enlarged  to  three  and  one-half  inches.  She  was 
curetted,  but  after  a  few  months  her  SA'mptoms  were  aggra- 
vated and  the  appendages  were  removed.  The  right  ovary 
was  found  cystic  and  the  tube  thickened.  On  the  left  side  the 
ovar}'  was  normal,  but  there  was  a  well-marked  hydrosalpinx. 

Dr.  Groom  explains  the  first  case  reported,  in  which  there  is 
no  external  manifestation  accompanying  the  occurrence  of  the 
intermenstrual  pain,  by  supposing  that  ovulation  and  men- 
struation do  not  in  these  cases  occur  simultaneously,  and  that 
owing  to  thickening  of  the  capsule  of  the  ovary,  or  some  such 
cause,  dehiscence  of  a  follicle  occurs  with  pain.  In  the  second 
case,  in  which  there  was  a  hydrosalpinx,  he  thinks  the  cause 
of  the  pain  lies  in  the  fact  that  the  hydrops  tubae  Fallopii 
reached  its  full  development  at  mid-term,  the  pain  ceasing  with 
the  expulsion  of  the  fluid  from  the  tube.  But  why,  it  remains 
to  ask,  should  it  be  expelled  with  such  regularity  on  the  fif- 
teenth day  after  the  menstrual  period  ?  Other  cases  of  inter- 
menstrual pain  are  quoted  by  different  physicians  in  which 
there  is  anteflexion  of  the  uterus,  and  in  some,  in  addition, 
endometritis,  colpitis,  and  lesions  of  the  os.  A  case  of  this  sort 
is  described  by  Heinrich  Fasbender,  in  which  there  was  said  to 
be  nothing  abnormal  in  the  uterine  adnexa.  Here  the  inter- 
menstrual disorder  was  accompanied  by  a  flow  of  mucus  from 
the  vagina  so  conspicuous  as  to  have  caused  the  patient  to  men- 
tion it  %vithout  its  being  suggested  to  her.  On  seeing  her  again 
at  the  time  of  her  intermenstrual  pain,  Herr  Fasbender  came 
to  the  conclusion  that  the  mucous  discharge  was  most  copious 
when  the  feeling  of  heaviness  in  the  pelvis  was  most  marked, 
pointing  to  a  congestion  in  the  pelvic  organs.  Fasbender's 
view  of  the  etiology  of  intermenstrual  pain  is  that,  accepting 
Pfliiger's  theory  of  menstruation,  we  have  in  some  cases  a  pre- 
mature summation  of  nervous  stimuli  in  the  ovary,  with  the 
occurrence  of  ovulation,  caused  by  a  delicately  organized  and 
excitable  state  either  of  the  whole  nervous  system  or  of  the 
nerves  of  the  ovary,  the  latter  state  produced  by  a  pathological 
condition  of  the  ovary.  This  abnormal  irritability,  leading  to 
dehiscence  of  a  follicle  some  fourteen  days  before  the  proper 
menstrual  period,  produces  the  congestive  condition  of  the  pel- 
vic organs  found  in  cases  examined  at  such  a  time.  But  why, 
in  all  these  cases,  should  this  painful  condition  occur  at  the 
same  definite  period  in  the  month  ? 

Dr.  Johnstone,  describing  his  cases,  says  :  '"From  the  sixth 
to  the  fourteenth  day  after  menstruation  pain  starts  in  and 


70  marsh:  intermenstrual  phenomena. 

continues  until  unconsciousness  is  produced  simply  from  pain 
and  nothing  else.  This  I  have  always  found  due  either  to  ad- 
hesions which  are  put  on  the  stretch  by  shrinkage  of  all  the 
pelvic  organs,  or  else,  while  no  adhesion  is  present,  to  a  very 
hard  parenchyma  of  the  ovary,  in  which  some  of  its  sustenta- 
cular  tissue  is  put  on  the  stretch  by  this  shrinkage."  If  the 
pressure  is  at  its  lowest  from  the  first  day  to  the  seventeenth 
after  the  flow  ceases,  why  should  the  shrinkage  be  such  that 
on  one  particular  day  pain  is  caused  ?  Should  we  not  expect 
that,  if  the  pressure  is  the  same  all  those  seventeen  days,  the 
pain,  which  is  said  to  be  due  to  shrinkage  consequent  on  the 
anemic  condition,  would  continue  throughout  that  period,  or 
at  least  for  several  days,  gradually  increasing  and  then  dimin- 
ishing ? 

One  point  I  wash  to  call  attention  to  is  the  congestion  of  the 
pelvis  which  is  acknowledged  as  found  present  at  the  time  of 
the  intermenstrual  pain  in  these  recorded  cases.  I  have  one 
case  under  my  own  observation  to  report.  The  history  is  as 
follows  :  Menstruation  was  normal  for  about  a  j-ear  after  pu- 
berty. Then  dysmenorrhea  occurred,  became  extremely  se- 
vere, and  lasted  for  manj-  years.  Finally  examination  was 
made  and  a  retroflexion  with  endometritis  was  found,  likewise 
inflamed  ovaries.  After  a  good  deal  of  local  treatment  the 
dysmenorrhea  was  partial!}'  relieved,  but  not  entirely  so  until 
the  general  anemic  condition  had  been  improved.  There  has 
been,  almost  as  long  as  the  dysmenorrhea,  an  intermenstrual 
pain,  occurring  with  the  utmost  regularity  just  at  the  middle 
point  of  the  menstrual  cjxle,  if  we  begin  the  cycle  at  the  be- 
ginning of  menstruation — that  is,  the  fourteenth  day  after 
menstruation  begins — occurring  occasionally  the  thirteenth  or 
fifteenth  da}-.  This  pain  lasts  for  one  day  only,  is  localized  in 
the  ovarian  region,  and  occurs  alternately  on  the  right  and  left 
sides.  Occasionally,  when  very  severe  on  the  left  side,  there 
will  be  some  pain  on  the  right  side  also,  but  the  pain  is  always 
more  severe  on  the  left  side  (the  side  on  which  examination 
shows  the  most  congestion  and  enlargement  of  the  ovary). 
The  pain  varies  in  severity,  but  is  always  present,  is  increased 
by  exercise  and  by  certain  positions  of  the  body,  is  frequently 
accompanied  by  pains  radiating  down  the  thighs  to  the  knees. 
The  pain  may  be  partiall}^  relieved  by  relaxation  of  the  ab- 
dominal muscles,  as  in  flexing  the  thighs  on  the  pelvis,  also  by 
emptying  the  bladder  and  rectum,  thus  showing  that  a  conges- 
tion of  the  palvic  organs  is  present.     There  is  often  a  slight 
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discharge  of  mucus  from  the  vagina.  Examination  at  this 
time  shows  only  enlargement  of  the  ovaries,  no  enlargement  of 
the  tubes.  Although  the  condition  of  the  uterus  has  changed, 
the  intermenstrual  phenomena  remain  the  same.  We  have, 
then,  the  intermenstrual  phenomena  in  this  case  associated 
with  chronic  ovaritis.  There  are  two  points  to  which  I  call 
special  attention  :  first,  the  regularity  with  which  the  pain 
occurs  at  the  exact  middle  of  the  menstrual  cycle,  if  we  start 
with  the  beginning  of  the  flow,  or  on  the  sixth  to  the  eighth 
day  after  the  flow  ceases  ;  second,  the  indications  of  congestion 
in  the  pelvis  at  the  time  of  the  pain. 

Therefore,  to  explain  this  case  and  the  others  belonging  to 
the  same  class,  I  believe  with  Dr.  Croom  that,  owing  to  the 
thickening  of  the  capsule  of  the  ovary,  dehiscence  of  the  folli- 
cle occurs  with  pain.  We  therefore  must  conclude  that  ovu- 
lation in  these  cases  does  not  occur  simultaneously  with  men- 
struation, either  just  before  or  just  after  it,  but  that  ovulation 
occurs  at  a  definite  period  in  the  cycle,  and  that  that  period  is 
equally  distant  from  the  preceding  and  succeeding  menstrua- 
tions. We  know  from  microscopic  study  of  the  ovary  that  the 
process  of  ovulation  requires  a  congestion  of  the  ovary  for  the 
naturing  of  the  ovum,  and  this  we  find  proved  by  the  symp- 
toms of  congestion  in  the  pelvis  at  this  time.  This  last  case 
shows  also  that  the  process  of  ovulation  occurs  ordinarily  not 
in  each  ovary  each  month,  but  alternately  in  the  two  ovaries. 

Now,  I  would  propose,  as  a  working  theory,  that  the  process 
of  ovulation  occurs  every  twenty-eight  days,  but  is  removed 
from  the  menstrual  process  by  an  interval  of  fourteen  days,  and 
that  ordinarily  it  occurs  in  each  ovary  alternately.  I  would 
further  propose  that  this  is  the  normal  relation  of  the  two  pro- 
cesses of  ovulation  and  menstruation,  and  that  it  is  revealed  to 
us  in  these  pathological  cases  because  of  the  pain  accompanying 
the  dehiscence  of  the  follicle.  In  normal  conditions  of  the 
ovary  the  process  of  ovulation  would  not  be  manifested  by  de- 
tectable signs. 

Chart  No.  2  shows  the  modification  of  the  Stephenson  wave 
which  seems  to  me  to  explain  the  phenomena  of  intermenstrual 
pain.  This  shows  that  the  cycle  contains  two  congestive  waves, 
one  greater  than  the  other,  and  separated  from  the  other  by  a 
distinct  interval. 

Let  us  consider  for  a  moment  the  relation  of  this  new  theory 
to  Pfliiger's.  Pflilger's  theory  makes  the  menstrual  process  a 
cleansing  one  in  the  uterus,  preparing  it  for  the  reception  of 
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the  ovule.  The  ovule  would,  therefore,  naturally  not  be  re- 
ceived in  the  uterus  until  the  close  of  the  preparatory  process. 
But  is  the  preparatory  process  completed  when  the  menstrual 
decidua  has  all  been  washed  away  ?  Should  there  not  be  time 
for  the  reparative  process  to  begin,  at  least  ?  According  to  my 
theory  there  is  an  interval  of  six  to  eight  days  between  the  end 
of  the'cleansing  process  and  the  discharge  of  the  ovule  from  its 
follicle,  in  which  time  the  endometrium  is  renewing  its  superfi- 
cial Jayer  and  thus  becoming  fit  for  the  embedding  of  the  ovule 
should  impregnation  occur.  These  two  theories,  therefore,  are 
not  inharmonious,  my  theory  placing  the  discharge  of  the  ovule 
a  week  after  the  close  of  menstruation  instead  of  a  day  or  two 
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Chart  2.— Illustrating  the  Stephenson  wave  as  modified  by  the  ovarian  congestive  wave. 


Objection  may,  of  course,  be  made  to  this  theory  on  the  ground 
that  it  has  as  yet  so  few  cases  to  support  it.  These  few  cases, 
however,  do,  it  seems  to  me,  plainly  suggest  the  theory,  and 
now  it  only  waits  for  further  careful  observations  to  verify  or 
disprove  it.  Intermenstrual  phenomena  have  had  very  little 
thought,  comparatively,  given  to  them.  When  the  attention  of 
physicians  is  directed  to  the  matter  and  a  careful  investigation 
of  cases  made,  I  believe  we  shall  collect  ample  material  bear- 
ing on  this  question. 

The  subject  matter  of  this  article  maj'  be  summarized  as  fol- 
lows :  The  intermenstrual  phenomena  in  the  cases  reported 
show  congestion  of  the  pelvis  and  the  presence  of  pain  occur- 
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ring  simultaneously  at  a  definite  j)eriod — the  mid-point  in  the 
menstrual  cycle  between  the  preceding  and  succeeding  men- 
struations. Examinations  of  the  pehds  show  in  a  certain  class 
■of  these  cases  a  condition  of  chronic  ovaritis.  Therefore  the 
theory  is  proposed  that  the  periodical  congestion  of  the  pelvis 
means  the  process  of  ovulation,  the  pain  being  due  to  dehis- 
cence of  a  follicle  in  an  ovary  whose  parenchyma  has  been 
hardened  by  chronic  inflammation.  It  is  then  suggested  that 
this  explanation  of  these  pathological  cases  affords  us  a  theory 
as  to  the  normal  time  relation  between  the  processes  of  ovula- 
tion and  menstruation — namely,  that  ovulation  and  menstrua- 
lion  occur  ordinarily  at  intervals  of  fourteen  days  from  each 
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Chart  3. — This  chart  shows  the  exact  time  relation  between  the  two  congestive  waves 
.and  illustrates  the  case  reported  as  under  the  author's  obsei'vation. 

•other.  The  relation  of  this  theory  to  Stephenson's  wave  shows  a 
double  congestion  wave  in  the  menstrual  cycle  instead  of  one. 
Its  relation  to  Pfliiger's  theory  shows  that  the  ovule  escapes 
from  its  follicle  and  therefore  enters  the  uterus  about  a  week 
later  than  Pfliiger  supposes.  Another  theory  suggested  by 
some  of  the  cases  reported  is  that  ovulation  occurs  in  each  ovary 
on  alternate  months  instead  of  in  each  ovary  every  month. 

Chart  No.  3  shows  the  exact  time  relation  between  the  two 
congestive  waves,  as  illustrated  b}'  the  case  reported  hj  the 
.author. 
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LAPARATOMY  FOR  DISEASES   OF    WOMEN   FROM  1879  TO   1889, 


BY 

MARY   A.    DIXON  JONES,    M.D., 
New  York. 


Sir  Spencer  Wells  had  performed  his  1,000  operations. 
His  thousandth  case  was  completed  on  Friday,  June  11th, 
1879.  Statistics  say  he  lost  25  per  cent.  How  many  did  he- 
save?  Out  of  his  first  500  he  had  373,  and  this,  Lord  Sel- 
borne'  calculated,  represented  a  gain  to  human  life  of  10,817 
years.  From  his  next  400  cases  he  saved  306;  and  the  grand 
total  of  his  1,000  operations  shows  769  recoveries  and  231  deaths" 
— '' a  less  mortality,"  says  Sir  James  Simpson,  '"than  has  at- 
tended in  our  Metropolitan  Hospital  on  lithotomy  in  the  adult 
or  amputation  of  the  thigh.*'  Mr.  Erichson,  president  of  the 
London  Chirurgical  Society,  said:  *' Xo  man  has  done  such  a 
work  in  surgery  as  to  have  recorded  1,000  cases  of  any  great 
operation  ^^4th  so  small  a  mortality."  Says  Sir  James  Simp- 
son further,  referring  to  this  period^:  ''Ovariotomy  is  less 
fatal  than  herniotomy;  less  fatal  than  the  operation  of  tying 
the  subclavian  artery;  less  fatal  than  the  amputation  of  the 
thigh;  and  far  less  fatal  than  the  amputation  of  the  hip  joint."* 

The  first  ovarian  tumor  removed  in  England  was  on  Septem- 
ber 27th,  1842,'  by  Chas.  Clay,  whom  Br3'ant,  of  Guy's  Hospi- 
tal, calls  '  *  the  first  great  apostle  of  ovariotomy  in  that  coun- 
try." In  June,  1848,  Clay  published  a  series  of  32  cases  and 
10  deaths.  In  1867  he  had  completed  77  cases  with  24  deaths. 
In  his  first  20  cases*  there  was  1  death  in  every  2^;  in  the  sec- 
ond 20  operations  there  was  one  death  in  every  3^  cases;  while 
in  the  last  31  operations  there  was  1  death  in  every  4  cases. 
Clay  continued  to  operate  for  many  years  till  he  bad  performed 
395  operations  with  101  deaths.     Simpson  wrote  Clay  in  1847: 

'  British  Medical  Journal.  June  19th,  1880,  p.  932. 

*  Medico-Chirui-gical  Transactions,  Ixiv.,  p.  167. 
»  "Diseases  of  Women,"  1877,  p.  487. 

■•  In  reports  of  St.  Bartholomews  Hospital  the  surgical  table  for  1866  to- 
1885  gives  for  thigh  amputations  66+  jier  cent  of  deaths. 
'Lancet,  London,  December,  1884,  p.  1012. 

*  Sir  James  Simpson,  "  Diseases  of  Women,"  pp.  488-89. 
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*•  Your  success  is  brilliant";  and  Blundall '  wrote  him:  "The 
brilliant  success  of  j^our  operations  will  be  applauded  by  all." 

All  the  cases  done  in  Great  Britain  down  to  May,  1851, 
according  to  Robert  Lee's  analysis,  were  162,  of  which  55  died. 
In  Ireland,^  down  to  June,  1871,  there  had  been  53  ovariotomies 
and  38  deaths.  Between  1823  and  1825  Lizars  did  5  ovarioto- 
mies with  1  death.  Baker  Brown^  commenced  operating.  His 
first  3  cases  died,  the  fourth  recovered,  the  fifth  and  sixth  died, 
the  seventh  recovered,  and  the  deaths  of  the  eighth  in  1854  and 
the  ninth  in  1856  led  him  to  cease  operating  for  more  than  two 
and  one-half  years.  A  table  in  the  appendix  of  Kiwisch's  "Clin- 
ical Lectures  on  the  Diseases  of  the  Ovaries"  gives,  down  to 
1860,  successful  cases,  212;  unsuccessful,  183. 

Says  Sir  Spencer  Wells:  "  Only  once  had  a  successful  result 
been  obtained  in  any  of  our  large  metropolitan  hospitals,  that 
by  Csesar  Hawkins  at  St.  George's  in  1816.  Every  other  attempt, 
at  Guy's  by  Morgan,  Key,  and  Bransby  Cooper,  and  at  St. 
Thomas'  by  Solly,  had  ended  in  death."  The  British  Medical 
Journal,  1860,  page  933,  says:  "  The  result  of  all  operations, 
22  in  number,  performed  in  London  hospitals  between  January, 
1858,  and  November,  1860,  was  13  deaths  and  9  recoveries."* 
Thomas  Keith  '  says :  ' '  The  mortality  of  the  Samaritan  Hos- 
pital down  to  the  end  of  1876  being  nearly  1  death  to  every  4 
operated  upon;  of  the  last  five  corresponding  years,  1  in  5." 

But  long  before  this  time  MacDowell,  in  the  wilds  of  Ken- 
tucky, had  attempted  to  save  helpless  ones.  In  1809  out  of  13 
he  saved  4  lives.  He  is  called  the  father  of  ovariotomy.  In 
1822  ISTathan  Smith  had  performed  a  successful  ovariotomy, 
and  before  1840  there  had  been  in  this  country  over  20  opera- 
tions. W.  L.  Atlee,  though  unsuccessful  in  his  first,  which 
took  place  March  23d,  1844,  yet  by  1851  had  reported  165  cases 
of  ovariotomy  with  a  loss  of  64  by  death.'  Up  to  1878  he  had 
operated  387  times,  127  deaths.  J.  N.  Lyman  reported  212 
cases  with  a  loss  of  42.78  percent.  Peaslee  had  '  150  cases 
during  the  four  years  commencing  with  1860;  51  died.  In  his 
work,  pubhshed  in  1872,  are  reported  28  cases  up  to  October, 

'  British  Medical  Journal,  October  17tli,  1880,  p.  109. 

'^  Dublin  Journal  of  Medical  Science,  1874,  vol.  Iviii.,  p.  101. 

3  Lancet,  November  11th,  1884,  p.  811. 

•»  British  Medical  Journal,  December  1st,  1860. 

'Id.,  October  19th,  1878,  p.  590. 

*  Transactions  of  American  Medical  Association,  1851. 

''  Ovarian  Tumors,  p.  326. 
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1871;  19  recovered  and  9  died.  From  October  10th,  1871,  to 
January  10th,  1878  (the  latter  date  being  ten  days  prior  to  his 
death),  he  operated  18  times;   29  died. 

Lyman,  of  New  York,  published  an  analysis  of  300  opera- 
tions performed  up  to  that  time;  of  these  the  mortality  was  42 
per  cent.  A  table  of  all  the  known  operations  of  ovariotomy 
from  1701  to  1851,  by  W.  L.  Atlee,'  shows  222  cases;  146  re- 
covered and  76  died.  A  little  later  are  recorded  the  following 
statistics:  Taking  the  profession  at  large,  out  of  5,153  cases  of 
ovariotomy  collected  by  Baum  there  was  a  mortality  of  29.13 
percent.  Out  of  2,023' cases  collected  by  Younkin  the  mor- 
tality was  27  per  cent. 

In  Spain,'  up  to  1855,  there  had  been  61  cases  among  28 
operators,  with  a  total  result  of  31  recoveries  and  38  deaths,  a 
mortality  of  55  per  cent.  Rubric,  of  Madrid,  had  16  cases  with 
9  deaths.  In  Switzerland  '  the  total  recorded  cases  of  removal 
of  the  ovary  amounted  at- the  end  of  1881  to  233  cases,  178 
being  successful  and  55  fatal.  Ovariotomy  in  Italy '  showed 
400  cases,  of  which  254  recovered  and  146  died.  In  Vienna, 
Billroth '  had,  to  the  end  of  1876,  performed  76  ovariotomies; 
of  these  31  died.  In  1877  he  had  29  cases,  and  13  died;  in  1878, 
31  cases,  11  died;  in  January  and  February,  1879,  4  cases,  2 
died;  in  all,  140  cases,  87  deaths,  40.71  per  cent.  According  to 
Hofmeier,'  Foch  had  292  cases  and  120  deaths;  Simon,  42 
cases  with  32  deaths;  Langenbeck,  of  Berlin,  lost  5  out  of  7 
cases,  and  Kiwisch,  of  Wiirzburg,  had  a  mortality  of  1  in  2; 
and  another  record  '  is,  of  56  ovariotomies  by  several  operators, 
there  were  44  deaths. 

Carl  Schroder,"  in  his  first  series  of  50,  from  May  25th,  1876, 
to  February  24th,  1878,  had  10  deaths;  in  his  second  series  of 
50,  during  the  following  nine  months,  he  had  7  deaths.  Thus 
in  his  first  100  Schroder  had  17  deaths;  in  his  second  100,  18 
deaths;  and  in  his  third   100,    7   deaths.     It  is   said  that  in 

'  Transactions  of  the  American  Medical  Association,  1851,  p.  286. 
2  New  York  Medical  Record,  November  11th,  1883,  p.  560. 
2  British  Medical  Journal,  April  13th,  1889,  p.  832. 
Ud.,  January  28th,  1882. 

^  Raccoglitore  Medico,  July  20th,  1882.  Medical  Press  and  Circular,  Lon- 
don, April  21st,  1880,  p.  330. 

«  Wiener  MedicinischeWochenschrift,  1871,  vol.  xxi.,  pp.  1085,  1112;  1873, 
vol.  xxiii.,  pp.  1,  25. 
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Germany  nothing  to  compare  with  these  results  of  Schroder 
had  previously  been  witnessed.  According  to  Olshausen,' 
"  from  the  vear  1867  to  1874:  inclusive  there  were  1,087  ovari- 
otomies,  336  deaths."  A  few  months  later,  July,  1878,  Olshau- 
sen,  in  a  letter  to  Sir  Spencer  Wells,  stated  that  the  mortality 
in  Germany  before  the  adoption  of  antisepsis,  in  the  practice  of 
Esmarch,  Schroder,  and  himself,  was  33  deaths  out  of  65,  and 
after  its  adoption  33  deaths  out  of  155  cases.  Says  Bryman*: 
"  I  doubt  whether  at  the  present  time  the  average  mortality  of 
these  operations  in  the  hands  of  all  surgeons  is  below  20  per 
cent." 

In  France,  1856,  Nelaton  had  spoken  against  the  operation 
in  the  Academie  de  Medecine.  The  French  surgeon  Velpeau 
said :  ' '  The  extirpation  of  diseased  ovaries  is  a  frightful  opera- 
tion and  ought  to  be  proscribed,  even  if  all  the  cases  reported 
were  actually  true."  Moreau  said:  "It  should  be  classed 
among  those  which  belong  to  the  province  of  the  executioner." 
Boyer  declared:  "  The  least  reflection  would  satisfy  any  one  of 
the  dangers  and  of  the  impossibility  of  this  operation,  which 
has  not,  and  probably  never  will  be,  performed."  Still,  toward 
the  close  of  1861  Nelaton  saw  Baker  Brown  perform  5  opera- 
tions, and  soon  after,  July  5th,  1862,  he'  announced  to  the 
Academie  the  performance  by  him  of  a  successful  case  of  ovari- 
otomy. Then  came  reports  of  operations  by  Koeberle,^  of  Strass- 
burg,  who  up  to  1878  had  performed  306  ovariotomies  with  75 
deaths 

In  1861  Baker  Brown  adopted  the  cautery.  Referring  to 
this  period,  Thomas  Keith  '  says:  "  All  over  the  frightful  mor- 
tality of  1  in  4  continued."  "Baker  Brown's  method,"  said 
Keith,  "  of  dealing  with  the  pedicle  by  the  cautery,  at  once 
lowered  the  mortality  to  one-half  that  with  the  clamp.  His  pub- 
lished results  show  a  mortality  of  less  than  1  in  10  in  completed 
cases."  (The  italics,  as  elsewhere  in  this  part  of  my  subject, 
are  my  own.)  Keith  adds:  "  The  principle  of  extraperitoneal 
treatment  practised  by  Wells,  the  death  rate  became  1  in  4  or 
perhaps  1  in  5."  "Some  years  afterward,"  continues  Keith, 
"unable  to  get  my  mortality  much  under  1  in  5 — for  I  was 
then  ignorant  of  drainage — I  took  to  Baker  Brown's  methods 
in  a  sort  of  despair." 

'  Deutsche  Chirurgie,  Stuttgart,  1886,  vol.  ii.,  p.  240. 

•^  Medical  Record,  1879,  p.  TA.      '  British  Medical  Journal,  July  5th,  1861 
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In  1860  Thomas  Keith  performed  his  first  operation.     Good- 
ell  '  says  "  he  began  with  a  mortality  of  about  20  per  cent  ";  and 
Peaslee "  adds:  "  Up  to  January  1st,  1872,  Keith  had  performed 
136  operations,  81.61  per  cent  saved."    The  British  Medical 
Journal  in  one  report  says:  "  Keith  has  performed  ovariotomy 
24  times,  6  died."     The  same  journal  of  February  10th,  1866, 
page  147:  "Keith  within  the  last  three  years  had  35  cases,  9 
deaths."    Thomas  Keith  himself  said  "in  his  first  100  com- 
pleted  ovariotomies  he  lost  10."     His  son  repeats':  "  In  Keith's 
first  50  completed  operations  there  were  10  deaths."     W.  A. 
Meredith  also  gives  as  his  statistics  "50  cases  of  completed 
ovariotomies  and  4  deaths."     The  term  "  completed  ovariot- 
omies "  is  significant.     It  at  once  raises  a  question  and  gives  a 
loophole.      One  naturally  inquires,  how  many  deaths  in  the 
"incomplete    operations"?     Leaving    out    the    "incomplete 
cases  "  necessarily  adds  a  brilliancy  to  the  published  reports, 
but,  as  MM.  Velpeau  and  Dupaul  asked,  "  Where  are  the  rec- 
ords of  failures?    Where  do  the  bashful  ones  hide?  "     Huguier 
was  appointed  chairman  of  the  committee  to  search  "in  the 
shade  for  the  bashful  ones  who  do  not  venture  to  come  forward." 
Knowsley  Thornton  said:  "Keith,   in   a  recent  letter  to  the 
British  Medical  Journal,  speaks  of  98  cautery  cases  with 
only  2  deaths;  had  I  stopped,"  said  Thornton,  "either  of  the 
two  operations  and  tabulated  them  as  incomplete,  I  should 
have  had  only  1  death  in  my  second  75." 

When  Thornton,  in  1881,  reported  his  172  complete  ova- 
riotomies, he  at  the  same  time  reported  his  '"incomplete," 
also  the  exploratory  incisions,  which  were  8,  with  4  deaths;  so 
in  1886,  when  he  reported  his  300  additional  cases  of  complete 
ovariotomy,  he  gave  also  his  "incomplete"  cases,  amounting 
to  19,  with  5  deaths.  When  Lawson  Tait '  reported  his  1,000 
cases  of  ovariotomy  he  gave  his  "incomplete  operations," 
which  were  30,  with  15  deaths;  and  in  May,  1887,  Tait "  in  the 
same  way  gave  "  a  list  of  all  the  cases  of  operations,  complete 
and  incomplete,  performed  for  the  removal  of  the  uterine  ap- 
pendages— 70  cases,  6  deaths."  An  American  surgeon  in  1887, 
reporting  384  cases  of    laparatomy,   rightly  includes    in  his 

'  "  System  of  Medicine,"  Pepper. 
"^  Peaslee's  "  Ovarian  Tumors,"  p.  276. 
3  British  Medical  Jom-nal,  February,  1887,  p.  270. 

*  Proceedings  of  the  Royal  Medical  and  Chirurgical  Society, ^London, 
1885,  vol.  ii.,  p.  138. 

^  New  England  Medical  Journal,  p.  344. 
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records  the  "  incomplete  operations."  He  gives  them  under  the 
name  of  "attempted  or  partial  removal  of  uterine  or  ovarian 
tumors."  It  would  have  very  much  improved  this  surgeon's 
statistics  to  have  left  off  the  ''incomplete"  cases,  for  they 
numbered  17  with  IG  deaths.  Also  William  Goodell,  on  one 
occasion,  mentioned  several  of  his  fatal  cases  that  were  "  m- 
complefe,"  and  he  says:  "  By  many  ovariotomists  they  would 
not,  on  that  account,  have  been  included  in  the  number  of 
ovariotomies." 

On  Ma}"  24th,  1879,  Granville  Bantock  '  reported  his  first  35 
cases  of  completed  ovariotomy,  with  7  deaths.  He  then  gives 
"  his  second  and  third  series  of  completed  ovariotomy  ^;  out  of 
50  cases,  10  deaths."'  (How  many  deaths  were  there  among 
the  "incomplete"?) 

In  his  report  Bantock  continues  :  "I  have  completed  ovari- 
otomy in  7G  cases.  I  desire  to  place  on  record  the  results  of 
my  experience  and  observations  and  the  conclusions  to  which  I 
have  arrived ;  the  sixth  of  the  above  series  of  76  was  the  last 
of  mj"  clamp  cases  ;  death  in  the  fifth  came  from  the  clamp." 
Lawson  Tait  *  gives  a  similar  experience  in  regard  to  the  clamp. 
He  says  :  "The  last  case  in  which  I  used  the  clamp  was  my 
fifty-ninth  operation,  August  8th,  1878,  and  the  patient  died. 
Reviewing  my  results  with  the  clamp,  already  published,  they 
seem  to  me  so  bad  as  to  be  entirely  unjustifiable.  I  have  since 
that  time  operated  73  times  with  the  ligature  ;  only  two  of 
my  patients  have  died."  Lawson  Tait  reports'  "28  opera- 
tions, 2  deaths." 

Bantock  ^  says  :  "  I  have  now  the  satisfaction  of  seeing  the 
clamp  almost  abandoned  and  its  place  taken  by  the  ligature. 
Since  November  25th,  1875,  I  have  used  the  ligature  exclu- 
sively." Bantock  says  further:  "The  only  method  that  is 
truly  in  rivalry  with  the  ligature  is  the  actual  cautery."  The 
ligature  Peaslee  had  used  twenty-four  years  before  and  com- 
mended it.  MacDowell  used  the  ligature  in  1809  ;  Clay,  in 
England,  adopted  it  in  1842.     Hutchinson'  said  in  1856  "he 

1  British  Medical  Journal,  May  24tli,  1879,  p.  767. 

2  Id.,  June  12th,  1880,  p.  877. 

3  Bantock  says:  "  In  my  first  100  ovariotomies  I  lost  19  cases;  with 
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would  advise  to  put  on  a  single  whipcord  ligature."'  W.  Tyler 
Smith,  president  of  the  London  Obstetrical  Society,  said  in 
1861  *' by  using  the  ligature  he  had  8  cases  with  1  death  ";^ 
and  he  reported,  March  26th,  1864,  "20  cases,  16  recovered," 
adding  "  that  he  had  every  reason  to  be  satisfied  with  the  re- 
sults of  the  plan  of  dropping  the  pedicle  into  the  pelvis  after 
securing  the  ligature,  and  he  could  with  confidence  recommend 
it  as  being  probablj^  safer  and  certainly  more  convenient."  Of 
the  ligature  Bantock  further  remarks  :  "I  soon,  however, 
found  there  were  difficulties  in  the  way,  for  I  lost  my  nine- 
teenth case  from  the  slipping  of  the  outer  edge  of  the  pedicle  "  } 
and  of  his  seventeenth  case  he  says  :  "  Having  to  reapply 
several  of  the  six  ligatures  used,  I  punctured  a  vessel  in  the 
deepest  and  thickest  part ;  a  small  peritoneal  hematocele  was 
the  result,  and  from  its  proximity  to  the  rectum  it  became  offen- 
sive. The  patient  died  on  the  ninth  day  with  the  usual  symp- 
toms." 

Bantock  further  remarks  :  "  The  first  time  I  washed  out  the 
peritoneum  was  November  13th,  1884."  Peaslee'  says  "he 
used  intraperitoneal  injections  in  February,  1855,  and  he  con- 
siders them  more  valuable  and  effective  than  all  other  methods 
of  the  treatment  of  septicemia  after  ovariotomy."  T.  G. 
Thomas,  in  his  published  work,"  remarked  :  "  Peaslee  has 
placed  at  the  disposal  of  the  ovariotomists  a  method  that  robs 
the  operation  of  much  of  its  danger.  It  consists  in  washing 
out  the  peritoneum  with  disinfectants."  Thomas  Keith,  as 
quoted  above,  said  :  "  I  was  then  ignorant  of  drainage."  But 
from  the  record  we  see  that  Peaslee  used  drainage  in  1855, 
MacDowell  used  it  in  1809,  and  Clay,  in  England,  adopted  it 
in  1842. 

Bantock's  ^  next  observation  is  :  "  About  the  same  time  I 
resorted  to  flushing  the  peritoneum  I  discontinued  the  use 
of  opium  after  operation.  It  came  about  in  this  way  :  The 
patient  complained  of  'pain  ;  I  wished  to  spare  her  any  avoid- 
able suffering,  and  gave  her  a  sixth  of  a  grain  of  morphine  sub- 
cutaneously.  She  was  dead  within  ten  minutes.  I  was  hor- 
rified, and  soid  to  the  nurse,  '  We  must  not  let  this  happen 
again.'" 

In  his  report  Bantock  more  than  once  refers  to  the  use  of 
antiseptics,    condemning  them,    and   mentions  the   fact    that 

1  "  Ovarian  Tumors,"  page  509. 

'^  "  Diseases  of  Women,"  third  edition,  p.  751. 

3  Medical  Press  and  Circular,  London,  November  6th,  1889,  p.  485. 
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**one  of  his  patients  died  of  carbolic-acid  poisoning."  Thomas 
Keith,'  referring  to  his  use  of  carboHc  acid  as  an  antiseptic, 
says  :  "  For  nearly  three  years,  from  1869  to  1871,  this  prac- 
tice was  more  or  less  carried  on  ;  after  two  or  three  mysterious- 
looking  deaths  in  cases  that  should  have  done  well,  this  car- 
bolic-acid treatment  was  thrown  aside.  It  brought  nothing 
but  disappointment  and  vexation  of  spirit." 

All  this  may  be  very  unfortunate,  still  antisepsis  is  a  means 
of  cleanliness,  and  antiseptics  have  had  their  work  in  helping 
to  make  perfection  in  these  operations.  Bantock'^  says:  "I 
wash  my  hands  very  carefully  before  commencing  an  opera- 
tion, making  them  as  clean  as  soap  and  water  and  nail  brush 
can  make  them."  Soap  is  only  a  means  of  cleanliness,  but  do 
not  many  antiseptics  give  a  finer  cleansing  than  this  ordinary 
chemical  compound  ?  If  Bantock  had  had  that  morning  a  sup- 
purating case  of  ovariotomy,  and  if,  after  "  washing  his  hands 
as  clean  as  soap  and  water  could  make  them,"  he  had  then  dipped 
them  in,  for  instance,  a  weak  solution  of  corrosive  sublimate, 
he  would  have  had  them  yet  cleaner.  In  one  case  of  dermoid 
cysts  of  the  ovary  which  I  had  in  1887  there  were  peritoneal 
abscesses  and  suppuration  all  around.  I  believe  I  saved  the 
patient  by  washing  out  the  peritoneal  cavity  with  1  :  50,000 
solution  of  corrosive  sublimate  and  afterward  flushing  freely 
with  water.  I  said,  in  my  presentation  of  the  specimens  before 
the  New  York  Pathological  Society,  September  28th,  1887,  that 
I  expected  to  have  a  very  sick  patient — instead,  she  recovered 
at  once  ;  the  third  day  her  temperature  was  normal. 

I  believe  that  many  fatal  cases  of  pus  tubes  (gonorrheal) 
combined  with  inherited  syphilis  might  be  saved  if  the  peri- 
toneal cavity  were  washed  out  with  1:50,000  or  1:100,000  of 
corrosive  sublimate,  followed  by  flushing  of  water  that  had 
been  boiled.  The  poison  of  syphilis  is  an  intractable  and  often 
an  unrecognized  factor,  and  doubtless  is  the  secret  of  fatality 
in  many  cases. 

Bantock  gives  a  record  of  brilliant  results,  but  during  the 
period  of  his  work  and  before  it  there  was  one  in  America 
studying  closely  the  conditions  that  would  make  a  success  in 
these  operations.  This  great  man  takes  us  into  the  chamber  of 
39  of  Sir  Spencer  Wells'  patients,  and  there,  with  his  clear  pene- 
tration and  masterly  judgment,  he  tries  to  solve  the  mystery  of 

1  British  Medical  Journal,  October,  1878,  p.  590. 

^  Medical  Press  and  Circular,  November,  1889,  p.  483;  also  British  Gyne- 
cological Journal,  November,  1889,  p.  345. 

6 


82  JONES:   LAPARATOMY   FOR  DISEASES   OF  WOMEN 

saving  life.  After  much  thoughtful  consideration  this  sur- 
geon, Marion  Sims,  utters  that  axiomatic  truth  :  "Septicemia 
is  the  great  outlet  of  life  in  ovariotomy."  '  He  continues  :  '*  I 
do  not  believe  our  method  is  perfect,  and,  while  I  must  ac- 
knowledge that  in  the  hands  of  a  few  skilled  operators  the  mor- 
tality has  been  slightly  reduced,  I  am  frank  to  say  even  with 
their  results  I  am  not  well  satisfied.  I  do  not  believe  we  are 
very  far  in  advance  of  the  early  operators,  for  if  the  whole 
truth  is  known — if  every  case  operated  on  saw  the  light  of 
day — I  doubt  if  we  have  made  any  great  progress  since 
MacDowell."  Sims  then  quotes  T.  G.  Thomas' '  table  of  opera- 
tions performed  by  twenty -five  surgeons — "  1,638  operations 
with  504  deaths'' — and  repeats:  "With  this  I  am  not  well 
satisfied." 

Marion  Sims  next  calls  our  attention  to  the  fact  that  in  one 
patient,  on  post-mortem,  there  is  a  considerable  amount  of  free 
liquid  present  in  the  peritoneal  cavity,  and  this  liquid,  says  he, 
"has  a  pungent,  irritant  effect  on  the  skin."  In  another  case : 
"  Between  one  and  two  pints  of  bloody  serum  in  the  peri- 
toneal cavity,  but  no  marks  of  general  peritonitis."  Another: 
"  Death  in  twenty-four  hours.  The  peritoneal  cavity  contained 
from  four  to  five  pints  of  reddish  serum."  Another:  "  The 
peritoneal  cavity  contained  seven  pints  of  poisonous  serum. " 
Another:  "Two  or  three  pints  of  red  serum."  Another: 
"  Forty  ounces  of  dark  red  serum  and  two  ounces  of  blood 
clot." 

So  this  great  surgeon  went  on  showing  from  these  human 
records  the  necessity  of  drainage  and  surgical  cleanliness, 
which  after  all  is  the  secret  of  the  great  and  successful  surgery 
of  the  last  few  years.  In  these  same  cases  the  cause  of  death 
had  been  previously  given  as  "  heart  clot,"  "  weakness,"  "ex- 
haustion," "  hemorrhage,"  or  "peritonitis";  but  Sims  showed 
that  the  real  cause  was  "  septicemia,"  "  the  great  outlet  of  life 
in  ovariotomy."    . 

After  this  necessarily  long  introduction  we  will  consider  the 
reports  of  the  work  of  some  of  our  great  surgeons  during  the 
period  1879-1889.  I  have  been  able  to  find  only  a  portion  of 
their  statistics,  though  at  the  librarj*  of  the  New  York  Academy 
of  Medicine  I  had  every  facility  to  make  the  most  thorough  re- 
search.    In  the  first  place,  many  surgeons  have  as  yet  reported 

'  New  York  Medical  Journal,  December,  1872,  April,  1873. 
»  "  Diseases  of  Women,"  3d  ed.,  p.  719, 
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only  a  portion  of  their  work  for  this  period,  as  Joseph  East- 
man, of  Indianapolis,  wrote  me  that  he  is  now  on  his  second 
thousand,  yet  I  found  for  this  list  only  a  record  of  65  of  his 
operations.  So  John  Homans,  of  Boston,  wrote  that  he  had 
done  about  1,200  laparatomies,  yet  I  have  in  this  record  only 
his  report,  published  in  1887,  of  384  operations.  In  his  letter  of 
November  4th,  1896,  he  remarked  of  his  Hst  of  1,300  :  "  Half 
were  ovariotomies;  150  abdominal  hysterectomies;  many  sal- 
pingectomies; cases  of  exploratory  incision,  of  appendicitis, 
hernia,  ventral  fixation,  etc.;  cholecystotomies ;  removal"*  of 
kidneys,  of  prostates,  of  tumors  of  all  the  internal  organs; 
splenectomies,  etc.,"  adding:  "I  have  not  lost  a  case  of  ovari- 
otomy for  years,  except  where  there  was  cancer.  Almost  all 
the  abdominal  hysterectomies  have  recovered." 

This  is  a  beautiful  record,  and  we  get  a  glimpse  of  how  sur- 
geons are  so  occupied  making  new  and  greater  conquests  that 
they  have  scarce  time  to  record  past  victories.  Some  occa- 
sionally report  for  one  or  two  years,  and,  in  reports  of  the  same 
work  in  various  medical  journals,  additional  cases  will,  at  times, 
be  added,  thus  rendering  it  almost  impossible  to  get  exact  data 
or  mathematical  accuracy.  Again,  in  many  published  reports 
only  the  records  of  ovariotomy  are  given.  William  Goodell  in 
1886  had  59  laparatomies,  but,  as  far  as  I  can  find,'  he  that 
year  reported  only  his  29  ovariotomies,  while  in  1887  he  had  53 
laparatomies  and  that  year  reported  the  53. 

In  preparing  these  statistics  of  laparatomy  for  diseases  of 
women  from  1879  to  1889  I  have  searched  through  many 
volumes  of  standard  medical  journals,  the  proceedings  of  va- 
rious medical  societies  and  associations,  hospital  reports,  and 
by  the  "Index  Medicus  "  I  have  examined  for  any  series  of 
laparatomies  by  any  surgeon,  sometimes  searching  in  many 
places  to  get  even  the  partial  statistics  of  one.  I  have  also 
found  great  help  from  the  "  Index  Catalogue  of  the  Library  of 
the  Surgeon-General's  Office."  I  have  utilized  the  tables 
Bigelow  in  The  American  Journal  of  Obstetrics,  1882, 
p.  344;  of  Goodell  in  Pepper's  "System  of  Medicine";  of 
Hofmeier  in  his  work  , "  Gynakologische  Operationen " ;  of 
Olshausen  in  "  Mittheilungen  der  Versammlung  der  Aerzte 
in  Niederosterreich,"  Wien,  1886,  vol.  xii.,  pp.  1-5;  of  C.  B. 
Palmer  in  American  Gynecological  Transactions,  1880  ;  and  the 
reports  in  the  Pittsburg  Medical  Review,  1887,  1888,    1889. 

'  Medical  News,  January,  1887. 
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Besides,  many  surgeons  have  most  kindly  sent  me  data  of  their 
work  during  this  period,  for  which  I  am  extremely  grateful. 

I  have  labored  faithfully  to  find  the  true  records.  I  wall 
gladly  rectify  any  mistake  or  accept  any  new  light,  for  I  am 
conscious  that  this  list  but  insignificantly  represents  the  work 
of  our  surgeons  in  this  department  during  this  period  from 
1879  to  1889;  and  most  assuredly  all  have,  since  1889,  done  their 
most  brilliant  work. 

Though,  in  the  record  of  every  surgeon,  names  will  swell  the 
death  list,  yet  by  all  most  magnificent  work  has  been  accom- 
plished.    Some   who  have  apparently  lost  cases  have  saved 
many  lives.     One  great  surgeon  in  London  said  in  1887:  "My 
record  after  four  years  stands  thus:  5  abdominal  sections,  5 
deaths";  yet  this  same  surgeon  has  done  beautiful  work  in 
saving  human  life.     One  of  our  most  successful  American  sur- 
geons, who  has  performed  hundreds  of  laparatomies,  reports 
that  his  first  5  cases  died.     Another  eminent  surgeon  said  that 
in  his  first  10  cases  he  had  7  deaths;  others  report  many  con- 
secutive cases  of  deaths.     It  is  impossible  but  that  some  will 
die.     A  surgeon,  even  with  the  wisest  and  best  directed  efforts, 
cannot  save  every  patient.     Thousands  of  sick  women  let  their 
condition   become  more  and  more   complicated  until  there  is 
scarcely  left  any  life  power  or  a  sound   organ  in  their  whole 
vital  domain.     Some  are  brought  to  the  hospitals  almost  in  a 
dying  condition,  or  in  an  equally  deplorable  state  to  private 
physicians.     One  day,  years  ago,  I  saw  at  the  Woman's  Hos- 
pital of  the  State  of  New  York  two  ovariotomies  performed  by 
T.  G.  Thomas.     It  did  not  seem  that  either  of  the  emaciated 
women  had  power  to  live  a  half-dozen  days,  with  or  without 
the  operation,  yet  this   surgeon   undertook  the   difficulties  of 
these  apparently  hopeless  cases.     These  women  may  have  lived 
and  now  be  strong  and  vigorous;  the  recovery  of  such  cases 
should  somehow  in  the  records  weigh  more  than  the  recovery 
from  slighter  and  less  serious  operations.     Statistics  should  in 
some  way  be  measured  by  the  difficulties  of  the  operation.     A. 
W.  Johnstone,  of  Cincinnati,  in  his  letter  to  me  of  December 
22d,  1896,  speaking  of  his  first  25  cases,  said:  ''They  were  most 
formidable,  as  they  were  all  delayed  operations,  and  embraced 
suppurating  tumors,  bursted  cysts,  purulent  peritonitis,  and  all 
the  dangerous  conditions  that  follow  from  delaj^."    The  num- 
ber of  deaths  must,  in  a  measure,  depend  upon  the  dangers  of 
the  operation,  and,  I  repeat,  there  should  be  some  way  of  giving 
this  coloring  or  expressing  this  intangible  quantity.     Compare, 


FROM  1879  TO  1889.  85 

for  instance,  the  difficulties  of  the  above  25  laparatomies  of  A. 
W,  Johnstone  with  the  50  cases  of  ovariotomy  reported  by  S. 
Keith,  of  which  he  said:  "  Thirty-five  per  cent  had  no  adhe- 
sions," With  no  adhesions,  no  drawbacks,  the  small  slippery 
cysts,  or,  as  Sir  James  Simpson  calls  them,  "  dropsical  ovaries," 
slip  out  as  soon  as  the  abdominal  parietes  are  opened.  Terrier, 
in  Paris,  in  his  first  series  of  25  cases  had  3  deaths;  in  his 
second  series  of  25  cases — more  dangerous  operations — he  had 
8  deaths.  Wilhelm  Tauffer,  of  Budapest,  had  in  15  cases  12 
deaths,  while  in  a  series  of  17  no  deaths,  and  in  a  series  of 
27  1  death.  Carl  Braun,  of  Vienna,  in  16  cases  had  15  deaths, 
while  in  100  he  had  13.  A.  Martin,  of  Berlin,  in  a  report  he 
made  in  1883,  said  of  a  group  of  6  he  had  50  per  cent  of  deaths, 
while  in  58  operations  he  had  only  2  deaths.  Irish, '  of  Boston, 
well  says:  "Such  prime  importance  has  been  given  to  the 
statistics  as  almost  to  persuade  that  the  skill  of  the  operator 
alone  is  the  sole  factor  in  determining  the  result.''  It  is  not. 
There  are  other  tremendously  weighty  conditions  to  recognize, 
or  statistics  will  lose  much  of  their  value.  Still,  the  highest 
aim  of  surgery  is  to  succeed  in  the  most  unpromising  cases. 

The  incidental  and  touching  expression  of  one  great  surgeon 
in  a  letter  lately  received :  "  I  always  feel  very  keenly  when 
death  follows  my  work."  But  such  sorrow  must  at  times  come 
to  the  best  and  most  skilful  surgeons.  They  are  working  to 
save  life,  but  some  lives  cannot  be  saved. 

The  operations  recorded  in  the  accompanying  table  represent 
a  tremendous  amount  of  labor,  of  care,  and  of  thoughtful  con- 
sideration. It  is  a  record  of  great  and  heroic  work— of  work 
that  has  blessed  humanity,  increased  the  sum  of  human  hap- 
piness, and  added  many  thousand  years  to  human  life.  Sur- 
geons, in  perfecting  their  technique,  have  tried  to  secure  every 
advantage  for  the  safety  of  their  patients.  They  have  labored 
unceasingly,  and  with  clearer  and  clearer  light,  and  with  unfal- 
tering firmness  to  secure  the  best  results.  No  body  of  men  are 
more  self-sacrificing,  more  generous,  or  labor  more  courageously 
or  more  faithfully  for  the  good  of  humanity,  and  ofttimes  with- 
out pay  or  recompense  except,  perhaps,  blame  and  persecution 
for  their  excellent  work. 

The  secret  of  success  in  all  these  operations  is,  as  many  have 
said,  "surgical  purity  and  surgical  cleanliness." 

439  West  One  Hundred  and  Sixty-second  street. 

'  Boston  Medical  and  Surgical  Journal,  August  19th,  1886,  p.  153. 
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Statistics  of  Laparatomy  for   Diseases  of  Women  from  1879   to    1889. 


Name. 

Date. 

Operation. 

03 

as 

Per 
cent. 

Where  reported. 

C.  Loebker   . . 

1879 

22  laparatomies 

5 

22-f 

Arch.  f.Gyn.,  Berl.,1879,vol.xiv.,p.  438. 

William 

1879 

4  ovariotomies 

2 

50 

Med.  Press  and  Circ,  London,  Feb- 

Stokes. 

ruary,  1879,  p.  120. 

E.  Koeberl6... 

1879 

100 

11 

11 

Gaz.  des  Hop.,  January  21st,  1879. 

C.  Shepard 

1879 

10 

4 

40 

Detroit  Lancet,  1879,  vol.  ii.,  p.  345. 

C.  Firth 

1879 

10 

2 

20 

Brit.  Med.  Jour.,  1879,  p.  40. 

Dezanneau  .... 

1879 

15 

4 

26+ 

Bull,  et  Memo.  Soc.  de  Chir.  de  Paris, 

p.  961. 
Med.  Times  and  Gaz.,  1881,  p.  63. 

W    Alexander, 

Liverpool. 
Von     Rokitan- 

1880 

10 

3 

30 

1880 

37  laparatomies 

16 

43+ 

AUg.  Wien.  Med.  Zeit.,  1880,  vol.  xxv., 

sky. 

pp.  483,  491,  504,  515,  535,  543. 

A.  Ogston..   .. 

1880 

13     ovariotomies     (in 
Aberdeen). 

5 

30+ 

Brit.  Med.  Jour.,  1880,  vol.  ii.,  p.  981. 

Von  Nuss- 

1880 

117  ovariotomies 

46 

38+ 

Arch,  de  Tocol.,5Paris,:1881,  vol.  viii., 

baum. 

p.  5. 

Boinet 

1880 

76  ovariotomies 

23 

30+ 

u                                t.                                fci 

By  twelve  ope- 

1880 

2,611 

699 

26+ 

t4                                                11                                                .. 

rators. 

By      forty-two 

1880 

Removal  of   165   myo- 

81 

49+ 

Trans.  Am.  Gyn.  Soc,  1880,  p.  368. 

operators. 

mata  of  uterus. 

Walter 

To  1881 

3.38  abdominal  sections. 

86 

25.4 

Annals  of  Gyn.,  April,  1888. 

Burnham. 

By  different 

To  1881 

193  Battey's  operations 

38 

19+ 

Trans.  Inter.  Med.  Congress,  1881,  vol. 

operators. 

iv.,  p.  285. 

Hegar       .    ... 

42  ovariotomies 

6 

17+ 

vk                                    iv                                    It 

Breisky 

1881 

11             "            

4 

36+ 

Prague  Med.  Woch.,  1881,  p.  457. 

Marion  Sims. . . 

To  1881 

45 

9 

20 

Bigelow,  Am.  Jour    Obst. 

C.J.Ask,  Lund, 

1881 

30             "            

5 

16+ 

Nordiskt  Mediciniske  Arkiv,  1881. 

Sweden. 

W.    H.    Sharp 

1881 

3             '•            ... 

2 

66+ 

Trans.  Med.  Soc.  W.  Va.,  1881,  p.  818. 

and     T.      A. 

Harris. 

P6an 

To  1881 

306             "             .  .     .. 

61 

19+ 

Olshausen,  Deutsche  Chirurgie,  p.  243. 

Rydygier 

1881 

10             "            

2 

20 

Deutsch.  Zeitschr.  Chir.,  Leipzig,  voL 
XV.,  1881,  pp.  102,  277,  298. 

0.  C.  Mauria.. 

1881 

6             "             

1 

16+ 

London  Lancet,  1881,  p.  174. 

J.  B.  Brown.... 

1881 

7             "             

1 

14+ 

"    p.  521. 

A.  Patterson, 

1881 

6             "             

0 

Glasgow  Med.   Jour.,  1881,  vol.  xv., 

Glasgow. 

p.  4. 

A.  F.  Erich, 

To  1882 

7             "             

3 

42+ 

Bigelow. 

Baltimore. 

T.  Keith,  Scot- 

1862-Sl 

381              "             

41 

10,76+ 

Olshausen,  Deutsche  Chirurgie,  1886. 

land. 

H.  P.  C.Wilson, 

To  1882 

9             "            

2 

22+ 

Bigelow,  Am.  Jour.  Obst.,  1882,  p.  344. 

Baltimore. 

P.  J.  Murphy, 

1882 

8             "            

1 

12+ 

41                                                ki                                               «( 

Washington, 

D.  C. 

tL 

1886-87 

16             "            

5 

.... 

Pittsburg  Med.  Rev. 

Hunter  Mc- 

To  1882 

19             "             

7 

36+ 

Bigelow,  Am.  Jour.  Obst.,  1882,  p.  344, 

Guire,   Rich- 

mond, Va. 

G.  Kimball, 

To  1882 

267             "             

65 

24+ 

tt                      (t                      ti 

Lowell,  Mass. 

A.  Dunlap, 

To  1882 

169             "             .       . 

35 

20+ 

ii                     t(                     (t 

Springfield, 
O. 
W.  H    Byford, 

To  1882 

94             "             

25 

21 

11                      (t                     It 

Chicago,  111.  1 

Drysdale,           |To  1882 

113             "             

19 

16+ 

H                                          ti                                          ii 

Philadelphia.! 

W.   H.    Baker,  To  1882 

12             "             

7 

58-i- 

11                                ti                                ii 

Boston. 

B.   F.  Dawson, 

To  1882 

5             "             .... 

1 

20 

Ii                        i>                        ii 

New  York. 

M.  M.  Latta. 

To  1882 

8             "             

4 

50 

11                        '1                        ti 

J.  E.  Mears, 

1882 

25             "             

4 

16 

Cincinnati  Lancet-Clinic.  1882,  p.  609. 

Cincinnati,  0. 

G.  Leopold, 

1882 

30  laparatomies 

7 

26+ 

Arch.  f.  Gyn.,  Cologne,  vol.  xx„  1883, 

Leipzig. 

p.  71. 

A.Martin,  Ber- 
lin. 
C.  B.  Penrose, 

1883 

110  ovariotomies 

17 

15+ 

Berl.  Klin.  Woch  ,  1883,  p.  137. 

48  laparatomies 

4 

Pittsburg  Med.  Rev. 

Philadelphia. 
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Statistics  of  Lapar atomy  for  Diseases  of  Women — Continued. 


Name. 


C.  K.  Briddon, 
New  York. 

Robert  Battey. 

Sklifassovsky, 
St.  Peters- 
burg, Russ. 

Thos.  Savage, 
Birmingham, 
Eng. 

T.  Parvin,  Phil. 
O.  O.  Burgess., 

W.  T.  Aikins  . . 

A.  J.  C.  Skene, 

Brooklyn. 
Riedinger.... 


Atherton .... 

G.  H.  Bixbv.. 
E.  H.  Tren- 

holm. 
J.  Thiriar 

W.  A.  Mere- 
dith, London. 

Greig      Smith, 
Bristol. 

R.  Harvey, 
Calcutta. 

T.  J.  Walker... 

W.  Netzel 

Wilhelm  Tauf 
fer,Budapest 

W.  C.  Frew  . 

Lawson  Tait... 


Angus  McDon 
aid. 

MaxRunge  — 

J.     W.    Hyde, 

Brooklyn. 
A.  V.  Macan.... 

Olshausen .   . 
G.  E.  Rein. 

H.  A.  Will- 
cocks. 
R.  Maclaren  . . 

D.      P.     Allen. 

Cleveland. 
C.  G.  Davis, 

Chicago. 
J  K.Thornton, 

London. 


E.J.Ill,Newark 


Date. 


1883 

1888 
188a 


1883 


Operation. 


3  abdominal  sections. 


1883 
1883 

1883-3 

1883-3 

1883 

18&i 

1884 
1884 

1884 

1884 

1884 

1884 

1884 
1869-84 
1879-84 

1885 
1880-81 

Oct. 

1883 
1883 
1885 
18S4 
1885 

1884^ 

1885 

1885 

1885 

1875-85 
1885 

1885 

1885 

1885 

1885 

1877 

1881 

To  1881 

1886 

1888 


48  operations  .  . 
35  ovariotomies . 


85  abdominal  sections, 


104 
5  ovariotomies . 

15 


9 
6 

10  laparatomies. . 
5  ovariotomies . . 


6  laparatomies 

5  ovariotomies 

50  "  

35  abdominal  sections. 

10 

10 

300  ovariotomies 

106  laparatomies 


6  ovariotomies 

110  abdominal  sections. 

100  ovariotomies 

308 

lOOOabdom.  sections... 

139 

113 

1569 
34  laparatomies 


9 
1 
0 

0 

1 

3 

1 

1 
0 

1 

5 

1 

5 

1 
34 

31 

1 
9 


Per 
cent. 


66+ 
34+ 

1     ..[ 


Where  reported. 


!■  6+ 
30 

16+ 

30 

30 

16+ 
30 

30 
8 
4 

50 

10 

17 


8 

4 

14 

393  ovariotomies. 
30 


9 
6 

8  laparatomies. 
5  ovariotomies . . 
35 


50  abdominal  sections, 
338 
.330 

73:3 

33  laparatomies 


131 
3 


7+ 


10.67 
9+ 


Med.  Rec,  October  13th.  1883,  p.  393. 

Trans  Med.  Ass'nGa  ,  1884.  p.  151. 
Rev.  de  Chir.,  1884,  p.   395;   Wratch. 

St.  Petersburg,  1883,  vol.  iv.,  pp.  81, 

99,  114. 

Brit.  Med.  Jour..  March,  1884,  p.  453  ; 
June  3d,  1885,  p.  317. 

Med.  News,  Philadelphia,  1883,  p.  650. 

Western  Lancet,  San  Francisco,  1883, 
p.  145. 

Canada  Jour,  of  Med.  Sci.,  1883;  Can- 
ada Pract.,  1883,  p.  131 

Proc.  Med.  Soc.  Co.  of  Kings,  1883,  p. 
329,  and  ISas.  p.  157. 

Prag.  Med.  Woch.,  1883,  vol.  viii., 
pp.  398,  410  419,  431,  437. 

Canada  Lancet,  Toronto,  1884,  vol. 
xvii..  p.  97. 

N.  Y.  Med.  Jour.,  July  13th.  1884  p.  37. 

Canada  Med.  Rec,  Montreal,  Novem- 
ber, 1884. 

Press.  Med.  Belg  ,  Brux.,  1884,  vol. 
xxxvi.,  pp.  17  to  25. 

Brit.  Med.  Jour.,  Aug.  9th,  1884,  p.  270. 

London  Lancet,  January  17th,  1885, 

p.  104. 
Indian  Med.  Gaz.,  Calcutta,  1884,  p. 

283 
Brit.  Med.  Jour..  February,! 884,  p.  263. 
Deut.  Chir.,  Olshausen. 
Wien.  Med. Woch.,  1884,  pp.  65, 101, 165, 

197  229 
Columbia  Med.  Jour.,  1885.  p.  346. 
Med.  Times  and  Gaz.,  November,  1881, 

p.  554. 
Brit.  Med.  Jour.,  October,  1882,  p.  830. 

Brit.  Med  Jour., 1882,  vol.  i.,  p.  300. 
Med.  Press  and  Cir.,  1885,  p.  65. 
Brit.  Med.  Jour.,  May  15th,  1886. 


Edinburgh  Med.  Jour.,  1883,  p.  325; 

Trans.    Edin.  Obst.    Soc,    1884-85, 

p.  108. 
St.  Petersburg  Med.  Wehnschr.,  1885  , 

vol.  ii.,  pp  426-434. 
New  York  Med.  Jour.,  October,  1885. 

Trans.   Acad,   of  Med.    Ireland,  vol. 

iii.,  1885. 
Deut.  Chir.,  1886,  Lief.  Iviii.,  p.  340. 
Wratch.  St.  Petersburg,  1885,  vol.  vi., 

p  795. 
Indian  Med.  Gaz.,  Calcutta,  1885,  vol. 

XX.,  p.  335. 
Trans'.  Med.    Chir.   Soc.   Edinburgh, 

1884-85,  vol.  iv.,  pp.  139,  152. 
Cleveland  Med.   Gaz.,   1885-86,  vol.  i., 

p.  387. 
Chicago  Med.  Exam.,  1885,  vol.  li.,  p. 

312 
Med.  Chir.  Trans.,  1877,  pp.  297,  312. 

Brit.  Med.  Jour.,  1878,  ii.,  pp.  594,  596^ 

Med.  News,  vol.  xlii.,  p.  116. 

Med.  Chir.  Trans.,  October,1886,  p.  41 


Pittsburg  Med.  Review. 
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05 

Per 

Name. 

Date. 

Operation. 

i 

Q 

cent. 

Where  reported. 

L.  S.  Fox,  Bos- 

1885 

8  abdominal  sections. 

0 

Boston  Med  and  Surg.  Jour.,  1885,  vol. 

ton. 

113,  p.  76. 

A.  R.  Simpson. 

1885 

35 

13 

.  , 

H.    T.    Hanks, 

1886 

35 

5 

Pittsburg  Med.  Rev.,  1889. 

New  York. 

Balls  Hadley.. 

1886 

7  ovariotomies 

1 

14-f 

Australia  Med.  Jour.,  Melbourne,  1886, 
p.  534. 

J.    B.    Hunter, 

1885-86 

100            "             

23 

•  •  •  ■ 

New  York  Med.  Jour.,  April,  1885,  p. 

New  York. 

376;  August,  1886,  p.  199. 

J.  Helmuth, 

1886 

33  laparatomies 

8 

24-(- 

Am.  Jour.  Ob.st.,  1886,  p.  1137. 

New  York. 

J.  Romans, 

1879-87 

384  abdominal  sections. 

74 

19.26 

Dr.  Romans'  Report,  1887. 

Boston,  Mass. 

T.  (J.  Thomas, 

To  1882 

214  ovariotomies 

54 

25.23 

Bigelow,  Am.  Jour.  Obst. 

New  York. 

IL 

1887 

22  abdominal  sections. 

1 



Am.  Jour,  of  Med.  Sci.,  Philadelphia, 

1887. 
Am.  Jour.  Obst.,  January,  1888.  pp.  15, 

Paul  F.  Mund6, 

1887 

45 

8 

17-f 

New  York. 

136. 

E.  Malins, 

1884-87 

34 

2 

London    Lancet,   1884,  vol.  ii ,  p.  773  ; 

Birmingham, 
Eng. 
J.    W.    Elliott, 

1887,  vol.  i.,  p.  1283. 

1887 

30  laparatomies 

4 

Boston  Med.  and  Surg.  Jour.,    1888, 

Boston. 

vol.  118,  p.  346. 

J.  C.  Foster.... 

1887 

5  ovariotomies 

2 

Guy's  Rosp  Rep. 

N.  B  Carson... 

1887 

5            "             

3 

.... 

St.  Louis  Cour.,  November,  1887,   p. 

225. 
Trans.  Inter-Colonial  Med.  Cong,  of 

Australian 

1887 

244            "             

58 

23.7 

Colonies. 

Australia. 

H.  C.  Cameron. 

1886-87 

30  abdominal  sections. 

6 

20 

Glasgow  Med.  Jour.,  September,  1887, 

p.  161. 
Trans.  Edinburgh  Obst. Soc,  vol.  xiii., 

p  64. 
Boston  Med.  and  Surg.  Jour. 

N.  T.  Brevis.... 

1887 

12 

0 

A.  T.  Cabot  . . 

1887 

25 

0 

Chas.  T.  Park. 

1887 

50  ovariotomies 

2 

Obstet.  Gaz..  Cincinnati,  p.  415. 
Med.   Rec. ,  September,  1883,  pp.  227, 

M.     D.     Mann, 

1882 

12  abdominal  sections. 

3 

Buffalo. 

229. 

1883 

25 

1 

Med.  Press,  Western  N  Y. 

" 

1886-87 

76 

5 

Pittsburg  Med.  Rev.,  1886-87. 

W.  Gill  Wylie, 

1875-86 

57  laparatomies 

6 

Gyn.  Trans.,  1886,  p.  503. 

New  York. 

'* 

1887 

81            "            

9 

.... 

Med.  Rec,  March  31st,  1888,  pp.  345, 

350. 
Maryland  Med.  Jour..  1887,  p.  123. 

H.    P.   C.   Wil- 

1887 

3  ovariotomies 

0 

.... 

son.    Balti- 

more. 

S.  Keith,  Scot- 

1885-87 

100  abdominal  sections. 

3 

Brit.  Med.  Jour.,  October,  1885,  p  827; 

land. 

February,  1887,  p  270. 

J.  H.  ("room.... 

1887 

22 

1 

.... 

Edinburgh  Med.  Jour  ,  1886-87,  p.  673. 

tt 

50 

1 

•  •  •  ■ 

1887-88,  p.  620. 

Kellock 

1887 

4  ovariotomies 

1 



North    Carolina    Med.    Jour.,    June, 
1887,  p.  132 

W.  Gardner 

1887 

37  abdominal  sections. 

4 

Canada  Med.  and  Surg.  Jour.,  June, 
1888.  vol.  xvi.,  p.  141. 

C.    J.   Culling- 

1879-87 

71 

16 

22-f 

London  Lancet,  1887, vol.  ii.,p.205,  and 

worth,    Lon- 

1888, vol.  ii.,  pp.  803,  855. 

don. 

W.  Goodell, 

1881-88 

257 

43 

Med.  News,  Philadelphia;  Am.  Jour. 

Philadelphia. 

Obst. 

F.  Terrier,  Pa- 

1882-88 

175  ovariotomies 

33 

18.70-1- 

Revue  de  Chir.,  1882  to  1889. 

ris. 
J.  C.    Warren 

1888 

8  abdominal  sections. 

1 

Boston  Med.  and  Surg.  Jour.,  Novem- 

and  H.  Rich- 

ber, 1888,  vol   119,  p.  472. 

ardson. 

E.     E.      Mont- 

1886-87 

10 

2 

.... 

Philadelphia  Obstet.  Soc. 

gomery, 
r'hiladelphia. 

1887-88 

26 

6 

.  •  .  • 

Pittsburg  Med.  Rev. 

•  ' 

1889 

27 

3 

11.11 

Phila.  Med.  Times,  March,1889,  p.  404. 

Jos.    Eastman, 

1887-88 

65 

8 

12.30 

Am.  Jour.  Obst.,  1888,  p.  916,  and  In- 

Indianapolis. 

diana  Sta*  3  Med.  Soc. 
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J3 

Per 

Name. 

Date, 

Operation. 

Q 

cent. 

Where  reported. 

Jos.  Price, 

1886-87 

189  abdominal  sections. 

20 

Pittsburg  Med.  Rev.,  1886-87,  pp.  268- 

Philadelphia. 

272. 

ki 

1888 

100 

13 

11.5 

Annals  Gyn.,  August,  1888,  p.  498. 

E.  W.  Gushing. 

1888 

21 

6 

"     p.  507. 

J.  W.  Barton.. 

1886-88 

12 

4 

■  •  •  • 

Pittsburg  Med.  Rev. 

L.     E.     Neale, 

1886-87 

4 

2 

Maryland  Med.  Jour.,  1887. 

Baltimore. 

J.  C.  Irish, 

1886-88 

25  laparatomies 

7 

28 

Boston  Med.  and  Surg.  Jour,  1888,  vol. 

Lowell,  Mass. 

119,  p.  622. 

Vander    Veer, 

Albany. 
Carl       Braun, 

1888-89 

28  abdominal  sections. 

4 

... 

Albany  Med.  Annals. 

1881-68 

238  laparatomies 

48 

20 

Wien.  Med.  Woch.,  1884,  pp.  673,  711, 

Vienna. 

829,  888.  917. 

P.  Rochet, 

1888 

5             "            

0 

Jour,  de  Med.  Chir.  etPharm.,  Brux., 

France. 

1888,  pp.  65-97. 

George  M.  Ede- 

1889 

23  abdominal  sections. 

2 

8.7 

New  York  Medicin.  Monats.,  1889. 

bohls,  N.  Y. 

H.  Kelly,  Balti- 

1886-88 

66 

10 

.... 

Pittsburg  Med.  Rev.,  February,  1888. 

more. 

,( 

1889 

25                  " 

0 

Univ.  Med.  Mag.,  April,  1889,  p.  400. 

Charles  Noble, 

1889 

9 

0 

Ann.  of  Gyn.,  1890. 

Philadelphia. 

Terrillon,     Pa- 

1882-89 

200  laparatomies 

20 

10 

Hofmeier' s    Gynakologische    Opera- 

ris. 

tionen,    p.    377-    Ann.    de    Gyn.    et 
d'Obst^t.,  1890,  pp.  8-21. 
Hofmeier's    Gynakologische    Opera- 

Granville  Ban- 

To  1889 

400  ovariotomies 

45 

11 

tock,       Lon- 

tionen; Med.-Chir.  Trans.,  1880.   p. 

don. 

1104;  Brit.  Gyn.  Jaur.,  November, 
1889,  p.  343. 

J.  Taber  John- 

1889 

20            "            

... 

Virginia  Med.  Monthly. 

son. 
G.  Dohrn, 

1883-89 

100           "            

4 

4 

Cent,  fur  Gyn.,  Leipzig,  1890,  p.  137. 

Leipzig. 

E.  P.  Bruttan.. 

April, 

1888-89 

9            "            

1 

St.  Petersburg  Med.  Woch.,  Septem- 
ber, 1889. 

F.  C.  Bachelor, 

1889 

56  abdominal  sections. 

8 

... 

Trans.  Inter-Colonial  Cong.  Aus.,  1889, 

Australian 

p.  649  ;    New  Zealand  Med.  Jour., 

Colonies. 

January,  1889,  p.  90. 

C.  N.  D.  Jones, 

1884-89 

32 

1 

3+ 

New  York. 

Lombe  Athill.. 

1889 

7  ovariotomies 

1 

Med  Press  and  Circ,  May,  1881,  p.  405. 

Geo.W.  Porter. 

1887-89 

59  abdominal  sections. 

18 

30.'50 

From  Dr.  Porter,  December,  1896. 

R.  B.  Hall 

1888-89 

10 

1 

Cincinnati  Lancet-Clinic,  1889,  n.s., 
vol.  xxii.,  p.  617. 

L.   C.    McMur- 

1889 

20 

3 

14 

Southern  Surg,  and  Gyn.  Trans.,  1889, 

try. 

p.  203. 

A.  Doran    ..  . 

1889 

25  ovariotomies 

1 

Brit.  Med.  Jour.,  December  14th,  1889. 
p.  1327. 

A.  Mordie 

1888 

6  laparatomies 

1 

Lancet,  1889,  vol.  i.,  p.  118. 

C.  N.  Cobbett.. 

1889 

10  abdominal  sections. 

0 

N.  Zealand  Med.  Jour.,  1888-89. 

Hofmeier. . 

103 

12 

.... 

M.  Hofmeier,  Gynakologische  Opera- 
tionen,  1892. 

Braun 

161 

20 

u                     11 

H.  O.  Marcy... 

1886 

4 

0 

Pittsburg  Med.  Review. 

R.  B   Maury... 

1886 

8 

0 

.... 

11                                    u 

M.  Price 

1886 

29 

4 

... 

(I                       It 

T.   K.    Morton, 

1887 

2 

1 

H                                   11 

Philadelphia. 

W.  H.  Myers... 

1887 

8 

2 

■ . .  • 

11                    11 

E.  H.  Hill, 

1887 

12 

1 

.1                    11 

Saco,  Me. 

H.  M.  Richard- 

1886 

10 

2 

Boston  Med.  and  Surg.  Journal. 

son. 
J.M.  Baldy.... 

1886 

8 

0 

Pittsburg  Med.  Review. 

McLane       Tif- 

1886 

14 

5 

11                 11 

fany. 

J.  W.  Heddins. 

1886 

3 

1 

.... 

11                 11 

X.   0.  Werder, 

1886 

3 

1 

11                 ii 

Pittsburg. 

S.  W.  Gross, 

1886    1 

4 

0 

11                 li 

Philadelphia. 

Chas.  A  Jersey 

1886 

2 

2 

11                 11 

Kinlock.      .   .. 

1887 

5 

1 

.... 

American  Surgical  Association 
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Name. 


Date. 


Operation. 


Joseph  D.  Bry 

ant.  X.  Y. 
H.Beates,Phila 
H.  O.  Hitch- 
cock. 
J.  M.  Barton, 

Phila. 
J.  H.  Packard 
T.  A.  Ashbv... 
J  B.  Murphy. 
E.  J.  BeaU,  Ft. 
Worth,  Tex. 
W.  B.  Ailee. 

Phila 
Robert  T. 

Morris.  N.  Y 
N.    B.  Carson. 

St.  Louis. 
B.  T.  Shimwell. 
R.  B.  Bontcou 
Chas.        Meigs 
AVilson,  Phila, 
Roswell   Park, 

Buffalo. 
I..  E.  Xeale, 
Baltimore. 
E  A.  Wag- 

gener. 
J.  R.  Wirst. 
Richmond. 
Reeve.s     Jack- 
son, Chicago 
P.  J.  Murphv. 
Washn.,  D.C. 
W.  T.  Lusk  . . 
T.  H.  Manley... 
N.  B.  Carson 
J.    C.    Reeves. 

Davton,  O. 
W.    "C.     Wile, 
Newtown. Ct. 
J.  Taber  John- 
son. 
A.  P.  M.  Vance, 

Louisville. 
H    A.    Brown- 
lee. Danbury. 
Ct. 
A.    B.    Strong, 

Chicago. 
Longaker, 

Philadelphia 

T.   O.  Harden, 

Atlanta,  Ga. 

J.  W.  Hadden.. 

J.  E.  Summers 

Omaha. 
A.  C.  Burnays. 
D.  W.  Chever, 
Boston,  Mass 
J.  McCann. 
T.  J.  Maxwell.. 
"\V.  T.  Allen. 
David  1  rince... 
V.  o.  Harden. 
Pittsburg  Med. 
Rev-all 
operators. 
In  Russia.  . 
Kras.sowski .. 
Bost.CityHosp. 
Pennsylvania 

Hosp  ,  Phila. 
Guy's      Hosp., 
London. 


1886 

1887 
1887 

1886-88 

1887 
1887 
1887 
18«7 

1887 

1887 

1887 

1887 
1887 
1887 

1887 

ia-6 

1887 

1887 

1687 

1886 

1887 
1887 
18h7 
1887 

1887 

1887 

1887 


1886-87 

1887 

1887 

1887 
1887 

1887 
1887 

1887 
1887 
1887 
18M7 
1887 
1  ("86-89 


To  1882 

1884 
lH7'.)-«9 
1S73-80 

1879 


1  abdominal  section 

6  " 

10  " 

10 

5  " 

3 

4 

3 

3 

3 


4 
10 

11 

4 

3 

8 

17 

14 

41 
2 
7 
6 

6 

34 

8 
5 

8 
2 


3 
6 

18 
3 


2  ovariotomies . 
13»] 


250  ovariotomies 

128  "  

15 
4  ovarian  tumors  . . . . 

26  alxlominal  sections 


Per 
cent. 


5 
1 
3 
2 

2 

3 

3 

0 

8 
1 
2 

1 

4 

7 
2 

2 
2 
2 
4 
1 
237 


93 

58 
5 
2 

10 


Where  reported. 


GaUlard's  Med.  Jour,  and  Pittsburg 

Med.  Review. 
Pittsburg  Med.  Review. 


12+ 


Pittsburg  Med.  Review. 


33-f 
50 

38+ 


From  Author. 
Pittsburg  Med.  Review. 


Solowiew.  Cent.  f.  Gyn.,  1883,  p.  280. 
St. Petersburg  Med.Woch.,1883,No.  15. 

Pennsylvania  Hosp.  Rep.,  1880,  p.  164. 
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Si 

Per 

Name 

Date. 
1879-89 

Operation. 

cent. 

Where  reported. 

St.      Bartholo- 

128 ovarian  tumors  . . 

41 

32 

St.  Bartholomew's  Hosp.  Rep. 

mew's  Hosp., 

London. 

Roosevelt 

Hosp. 
St.  George's 

1879-89 

54  abdominal  sections. 

18 



Roosevelt  Hosp.  Rep. 

1879 

5  ovariotomies .   

1 

20 

Brit.  Med.  Jour.,  July  12th,  1879. 

Hosp.,    Lon- 

don. 

New     England 

1887-89 

21  abdominal  sections. 

3 

14 

New  England  Hosp.  Rep. 

Hosp.  for  Wo- 

men. Boston. 

Woman's 

Sept., 

565 

168 

29.73 

Woman's  Hosp.  Rep. 

Hosp.    State 

1881, 

of  New  York. 

to   1889 

St.  Thomas' 

1882-90 

94  ovarian  tumors    . . 

26 

27.9 

St.  Thomas'  Hosp.  Rep. 

Hosp.,     Lon- 

don. 

Vienna     Gene- 

1881 

64  ovariotomies 

25 

39-h 

Pepper's    System  of    Medicine,  vol. 

ral  Hosp. 

iv.,  p.  314. 

Edinburgh 

64            "             

13 

20.32-t- 

Edinburgh  Hosp.  Rep.,  vol.  i.,  1893. 

Hosp. 

St.  Mary's 
Hosp., 

1884-88 

11            "             

5 

45 

Hosp.  Rep. 

Brooklyn. 
Woman  "s 

1886-92 

179  abdominal  sections. 

19 

10.61-f- 

Times  and  Reg.,  1893,  p.  619. 

Hosp..  Phila. 

Woman's 

1884-89 

128 

11 

8.59 

Woman's  Hosp.  Rep.  and  Rec. 

Hosp. 

Brooklyn.  1 

Hosp.  for  Wo- 

1885 

5  ovariotomies 

1 

20 

Trans.  Med.  and  Chir.  Soc.  Maryland, 

men  of  Mary- 

1885, pp.  222-238. 

land. 

Murdock's 

1887-88 

21  abdominal  sections. 

6 

28.57 

Ann.  of  Gyn.,  18^8,  p.  507 

Hosp.  for 

Women,  Bos- 

ton    (E.    W. 
Cushing). 
Philadelphia 

1889 

45 

5 

11.11 

Phil.  Hosp.  Rep.,  vol.  i.,  1890,  pp.  201- 

Hosp.  2 

212. 

Birming&Mid. 

1882-90 

1035                " 

61 

5.894- 

Hospital  Reports. 

Hos  for  Wo- 

men, Eng. 

1  Mary  A.  D.  Jones,  94  laparatomies,  9  deaths;  C.  N.  D.  Jones,  32  laparatomies,  1  death;  W. 
Gill  Wylie,  1  laparatomy,  1  death;  William  M.  Polk,  1  exploratory  incision,  no  death. 

2  E.  E.  Montgomery,  24  abdominal  sections,  4  deaths;    Barton  Cooke  Hirst,  21  abdominal  sec- 
tions, 1  death. 

CLINICAL  NOTES.' 


BY 


THOMAS  C.  SMITH,  M.D., 
Washington,  D.  C. 


INTRAUTERINE   FRACTURE   OF   THE   HUMERUS. 

April  17th,  1895,  I  was  called  to  assist  the  attending  phy- 
sician in  a  case  of  tedious  labor.  The  cervix  -was  fully  dilated 
and  the  child's  head  well  in  the  pelvic  cavity.     I  applied  for- 

'  Read  before  the  ■Washington  Obstetrical  and  Gynecological  Society, 
November  20th,  1896. 
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ceps  and  without  much  difficulty  dehvered  the  woman  of  a 
good-sized  female  child.  Three  days  later  the  physician  re- 
quested me  to  see  the  child,  whose  humerus  he  had  discovered 
to  be  fractured.  On  examination  the  injury  was  found  to  be 
at  the  middle  of  the  shaft  of  the  humerus.  No  violence  had 
been  used  in  delivering  the  body,  nor  had  anything  occurred 
after  delivery  which  could  have  caused  the  lesion.  The  child 
had  been  fretful,  and,  the  nurse  having  invited  the  doctor's 
attention  to  the  arm,  the  injury  was  readily  made  out. 

August  4th,  1895,  I  delivered  Mrs. of  her  second  child. 

The  forceps  was  used  in  both  labors.  After  the  birth  of  the 
last  child,  a  female,  I  detected  a  fracture  of  the  humerus 
about  the  middle  of  the  shaft.  In  this  case,  as  in  that  above 
recited,  light  supports  were  applied  to  the  humerus  and  the 
child's  sleeve  fastened  to  the  dress.  The  results  were  satis- 
factory in  both  cases. 

I  have  not  met  with  any  other  cases  of  intrauterine  fracture 
in  my  practice.     I  report  these  two  because  of  their  rarity. 

HYMEN   WITH  A   PIN-HOLE   OPENING. 

In  August,  1895,  Mrs.  consulted  me  in   relation  to  an 

obstruction  in  the  vagina.  She  had  been  married  five  months, 
but  her  husband  had  never  been  able  to  perform  marital  duties. 
She  had  been  under  the  treatment  of  a  physician  in  a  neigh- 
boring city,  who  informed  her  that  atresia  of  the  vagina 
existed  and  that  a  surgical  operation  would  be  likely  to  cost 
her  her  life.  She  had  always  menstruated  regularly  and  with- 
out pain,  the  discharge  being  normal  in  quantity,  quality,  and 
duration.  Her  physician  had  declared  that  the  discharge  came 
from  the  outside  of  the  obstructing  membrane  which  closed 
the  vagina,  and  was  in  the  nature  of  a  vicarious  menstruation, 
and  that  no  opening  whatever  existed.  On  examination  I 
found  the  vagina  obstructed  at  the  depth  of  about  an  inch  and 
a  half  by  a  membrane  stretching  entirely  across  the  canal. 
However,  I  discovered  a  small  pit  in  the  centre  of  the  hymen 
and  was  satisfied  that  a  small  opening  existed;  but  I  could  not 
pass  a  small  probe  through  it  without  using  force,  and  besides 
the  slight  effort  made  to  force  a  passage  caused  more  pain  than 
the  lady  was  willing  to  submit  to,  therefore  compelling  me  to 
desist  from  further  attempts.  The  finger  in  the  rectum  revealed 
a  uterus  of  normal  size,  and  there  seemed  to  be  a  condition  of 
the  vagina  which  justified  me  in  saying  that  the  patient  could 
be  relieved  of  her  trouble.     On  the  25tli  of  August  the  lady 
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was  etherized  and,  with  the  finger  in  the  rectum  and  a  sound 
in  the  bladder,  ample  intervening  tissue  was  found  to  exist. 
A  pocket  probe  was  then  applied  to  the  bottom  of  the  pit  in  the 
hymen,  and,  with  the  exertion  of  some  little  force,  was  made 
to  pass  through  the  membrane.  Moving  the  instrument  around 
I  found  that  there  was  quite  a  large,  free  space  above  the 
obstruction.  A  uterine  sound  was  substituted  for  the  probe, 
and  then  a  dressing  forceps  was  passed  and  the  opening 
stretched  until  I  was  able  to  insert  my  finger.  The  existence 
of  a  normal  vagina  above  the  hymen  and  of  a  normal  cervix 
uteri  in  its  proper  position  was  readily  demonstrated.  There 
was  no  retained  secretion  in  the  upper  part  of  the  vagina.  The 
hymen  was  now  divided  by  radiating  incisions,  the  vagina 
douched,  and  a  hard-rubber  dilator  introduced  to  prevent  con- 
traction of  the  parts.  The  dilator  was  worn  for  several  days 
and  then  removed — Nature  being  allowed  to  "  take  her  course." 
There  was  no  further  trouble.  Speculum  examination  made 
some  months  later  showed  a  normal  cervix.  A  mild  form  of 
vaginitis  existed  which  caused  no  inconvenience  except  that 
due  to  a  slight  leucorrhea.  Pregnancy  has  not  yet  supervened. 
Interesting  points  in  this  case  are  the  painless  and  perfectly 
natural  menstruation;  the  failure  until  after  marriage  to  dis- 
cover the  obstruction;  and  the  error  in  diagnosis,  which  resulted 
in  protracted  treatment  of  the  patient  and  the  great  anxiety 
induced  by  the  information  to  the  lady  that  she  could  not  be 
relieved  of  the  existing  trouble. 

HYDRORRHEA. 

Mrs.  •  menstruated  about  the  middle  of  November,  1895, 

missed  in  December,  but  had  a  watery  discharge  which 
continued  until  I  saw  her  in  February,  189G,  at  which  time 
there  was  considerable  discharge  of  blood  and  water.  Ex- 
amination revealed  the  existence  of  pregnancy.  Rest  was 
directed  and  viburnum  given  at  frequent  intervals.  In  due 
time  the  hemorrhage  ceased,  but  the  watery  discharge  con- 
tinued, sometimes  continuously,  then  after  an  interval  it  would 
return  with  a  gush  and  gradually  taper  off,  sometimes  with  a 
free  flow  of  blood,  at  others  without  such  admixture.  In  April 
the  hemorrhage  was  so  free  and  the  os  was  so  open  that  I 
deemed  miscarriage  to  be  unavoidable  and  tried  to  hasten  it 
by  the  use  of  ergot.  The  ergot  stopped  the  hemorrhage  and 
closed  the  os,  but  the  escape  of  water  continued  as  above  de- 
scribed.    Sometimes  the  patient's  clothes  would  be  saturated 
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by  the  sudden  escape  of  a  large  quantity  of  fluid,  but  more 
generally  a  constant  dribbling  made  the  lady  very  uncomfort- 
able. I  told  her  the  trouble  could  not  be  relieved  except  by  the 
termination  of  the  pregnancy,  and,  as  rest  did  not  seem  to 
accomplish  any  beneficial  purpose,  she  went  about  and  did  as 
she  pleased.  Labor  came  on  August  13th,  and  on  examina- 
tion I  found  the  os  dilated  to  the  size  of  a  silver  half-dollar  and 
a  foot  presenting,  the  membranes  being  intact.  Two  hours 
later  the  cervix  was  fully  dilated  and  the  foot  coming  down  in 
a  stirrup  made  of  the  cord,  in  which  pulsation  was  quite  feeble. 
The  membranes  had  ruptured.  As  I  could  not  replace  the 
cord  satisfactorily,  I  grasped  the  feet  and  delivered  the  child  in 
a  few  minutes.  The  previous  pregnancies  and  labors  of  the 
lady  had  been  easy  and  uneventful,  and  her  general  health 
had  been  good.  In  this  her  third  pregnancy  everything  went 
wrong.  The  child  weighed  about  six  and  a  half  pounds,  was 
deeply  cyanosed,  and  lived  five  hours. 

The  interest  in  this  case  attaches  to  the  facts  of  the  long 
continuance  of  the  watery  discharge  (eight  months)  and  the 
repeated  and  profuse  hemorrhages,  notwithstanding  which  the 
woman  went  to  about  the  full  term  of  gestation.  The  lesson 
taught  is  that  we  should  not  regard  cases  of  this  kind  as  hope- 
less, so  far  as  the  continuance  of  the  pregnancy  and  the  life  of 
the  child  are  concerned.  In  this  connection  I  would  mention 
two  cases  which  occurred  in  my  practice  during  the  year, 
wherein  hemorrhage,  profuse  and  repeated,  threatened  to  ter- 
minate the  pregnancy,  and  yet  by  rest  and  treatment  both 
went  to  full  term  and  were  safely  delivered  of  healthy  children. 

In  The  American  Journal  of  Obstetrics  for  May,  1885 
(vol.  xviii.),  is  a  paper  read  by  me  before  this  Society  on  "  The 
Watery  Discharges  of  Pregnant  and  Puerperal  Women, ^'  and, 
although  I  have  since  met  with  several  cases  of  hydrorrhea  of 
a  mild  form,  the  above-cited  case  is  the  only  one  of  sufficient 
gravity  and  interest  to  be  recorded. 

hypertrophic  elongation  of  the  cervix  uteri 
obstructing  labor. 

In  The  American  Journal  of  Obstetrics  for  January, 
1896,  is  published  the  paper  I  read  before  this  Society  April 
5th,  1895,  entitled  "A  Case  of  Hypertrophic  Elongation  of  the 
Infravaginal  Portion  of  the  Cervix  Uteri  complicating  Preg- 
nancy and  obstructing  Labor,"  and  in  the  same  Journal 
(page  28)  a  somewhat  similar  case  is  reported  by  Dr.  George 
M.  Wells.     In  the  March  number  another  case  is  recorded  by 
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Dr.  B.  Weisenberg,  of  Milwaukee,  Wis.  Still  another  case 
having  occurred  in  my  practice,  I  desire  to  place  it  on  record. 

Mrs.  B.,  30  years  of  age,  who  had  given  birth  to  two  chil- 
dren and  had  had  one  miscarriage,  has  been  a  patient  of  mine 
for  several  years.  About  six  3'ears  ago  I  was  called  to  see  her 
in  consultation.  She  had  suffered  a  miscarriage  about  ten 
days  previously  and  was  at  the  time  of  my  visit  in  a  septic 
condition  from  retention  of  the  placenta.  At  this  time  no  ab- 
normal condition  of  the  cersax  existed.  Three  j^ears  ago  her 
husband  informed  me  that  his  wife  was  suffering  from  "fall- 
ing of  the  womb,"  and  on  making  an  examination  I  found  the 
uterus  almost  entirely  outside  of  the  vulva.  There  was  only  a 
slight  elongation  of  the  cervix.  No  treatment  served  to  retain 
the  uterus  within  the  vagina,  and  I  told  the  lady  that  surgical 
means  alone  would  relieve  her.  Early  in  this  year  I  was  called 
in  and  found  that  pregnancy  existed  at  the  fourth  month. 
The  uterus  was  protruding  as  usual,  but  when  I  endeavored  to 
replace  it  I  found  that  it  was  the  cervix  which  protruded.  It 
was  easy  to  push  it  back  into  the  vagina,  but  of  course  it 
would  not  remain  without  the  constant  use  of  a  tampon  of 
cotton.  Later  in  the  pregnancy  it  was  seen  that  the  cervix 
was  enlarging  and  elongating  synchronously  with  the  growth 
of  the  body  of  the  uterus.  Labor  came  on  June  :;ilst,  1896,  and 
the  OS  dilated  very  slowly.  The  thick  cervix  would  not  yield 
readily  to  the  contractions  ;  the  patient  became  troublesome, 
then  tired,  and  finally  began  to  have  paroxysms  of  pain  in  the 
cardiac  region.  Ether  was  exhibited  to  dull  the  pain,  and 
when  the  dilatation  had  suflSciently  progressed  she  was  com- 
pletely anesthetized  and  forceps  applied.  After  prolonged  and 
strong  efforts  delivery  was  completed.  The  child,  a  boy,  was 
large,  weighing  twelve  pounds.  Mother  and  child  did  well. 
At  the  time  of  applying  the  forceps  she  had  been  in  labor  about 
twenty-four  hours. 

The  lady  was  confined  to  her  bed  three  weeks,  in  order  that 
there  might  be  no  interruption  to  the  process  of  involution  ; 
but  it  was  not  a  great  while  before  the  old  condition  of  affairs 
was  in  full  blast,  and  at  this  time  the  cervix  protrudes  some 
two  inches  beyond  the  vulva.  After  the  next  menstrual  period 
shall  have  passed  it  is  my  intention  to  amputate  the  cervix. 

In  this  case  I  am  satisfied  that  the  long-existing  prolapsus 
favored  and  encouraged  the  hypertrophy  of  the  cervix  by 
keeping  up  congestion  induced  by  the  abnormal  position  of  the 
uterus. 

113B  Twelfth  street,  N.  W. 
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A   CASE   OF  ANTE-PARTUM   HOUR-GLASS    CONTRACTION 

OF   THE   UTERUS. 

In  1882  Dr.  Thomas  C.  Smith  read  before  the  Medical  Society 
ot  the  District  of  Columbia  a  very  complete  paper  on  ' '  Ante- 
partum Hour-glass  Contraction  of  the  Uterus,"  giving  in  detail 
the  histories  of  thirty-three  cases  of  this  condition  in  which  the 
diagnosis  was  unmistakable,  and  also  referred  to  several  other 
cases  of  uncertain  diagnosis.  One  of  the  former  cases  cited 
occurred  in  his  own  practice  and  was  of  such  great  interest 
as  to  induce  him  to  prepare  the  essay  which  has  so  often  been 
referred  to  by  others.  I  now  wish  to  add  a  case  of  my  own 
which  occurred  somewhat  more  than  a  year  ago.  Following 
is  the  history  prior  to  my  first  visit:  Mrs.  W.,  age  17,  primipara, 
of  good  physique,  last  menstruation  November  30th,  1894.  A 
physician  was  engaged  about  the  1st  of  July,  1895,  to  attend 
her  in  her  approaching  confinement.  He  saw  her  every  week 
or  ten  days;  her  general  health  was  good.  Frequent  analyses 
of  the  urine  revealed  nothing  abnormal.  Her  mother  had  given 
birth  to  several  children,  all  labors  being  normal  except  the 
first,  which  was  very  long  and  difficult,  but  she  could  give  no 
idea  of  the  nature  of  the  trouble  that  then  existed.  Patient 
has  no  sisters.  On  Thursday,  August  5th,  1895,  she  went 
into  the  surf  at  Colonial  Beach  and  was  tossed  about  consider- 
ably. Friday  evening,  August  16th,  the  doctor  was  called  in 
and  found  her  having  labor  pains.  Fearing  premature  delivery, 
he  administered  morphine  sulphate,  one-quarter  grain  hypo- 
dermatically,  with  instructions  that  she  remain  quietly  in  bed. 
Next  morning  he  was  disappointed  to  find  that  the  pain  had 
increased  in  character,  occurring  at  intervals  of  twenty  min- 
utes. He  ordered  fifteen  grains  of  chloral  hydrate  every  two 
hours  until  four  doses  had  been  taken.     On  returning  later  in 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
December  4th,  1896. 
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the  evening  he  found  her  in  the  same  condition,  pains  continu- 
ing, and  he  again  administered  morphine  sulphate,  one-quarter 
grain.  The  next  day,  Sunday,  patient  was  still  in  labor,  and  a 
second  physician  was  called  in  consultation,  who  advised  the 
use  of  a  suppository  of  belladonna  and  morphine  sulphate,  but 
without  effect.  On  Monday  and  Tuesday  patient  still  contin- 
ued to  have  labor  pains.  Tuesday  night,  August  20th,  the 
attending  physician  introduced  a  gum  catheter  between  the 
walls  of  the  uterus  and  the  membranes.  On  the  day  following, 
August  21st,  the  fifth  day  of  labor,  I  saw  the  case  and  learned 
the  history  as  cited  above.  Patient  was  in  strong  labor  and 
seemed  very  much  exhausted.  I  found  the  cervical  canal  to 
be  dilated  and  dilatable,  so  that  two  fingers  could  pass  through 
the  external  and  internal  os.  A  little  higher,  about  half  an 
inch  above  the  internal  os,  my  fingers  met  with  an  obstruction, 
a  contraction  ring,  which  felt  like  an  iron  band,  and  the  open- 
ing through  it  would  not  admit  index  finger.  By  abdominal 
palpation  the  fetus  in  utero  was  easily  mapped  out,  breech 
presenting  in  the  left  anterior  position.  I  had  the  patient 
brought  across  the  bed  in  dorsal  position,  with  an  assistant 
supporting  each  limb,  and  the  attending  physician  adminis- 
tered chloroform  to  the  surgical  degree  of  anesthesia.  Every 
effort  to  penetrate  through  this  hard  ring  seemed  in  vain.  I 
then  resorted  to  a  steel  dilator,  but  it  was  two  hours  before 
this  contraction  ring  would  admit  two  fingers,  enabling  me  to 
bring  down  a  foot.  I  tried  further  to  dilate  by  traction  on  the 
breech,  but  was  unable  in  this  way  to  make  any  progress.  I 
again  resorted  to  the  steel  dilator,  and  not  till  after  one  hour 
more  (making  three  hours  of  hard  work)  could  I  deliver  a  fetus 
which  was  stillborn.  Immediately  following  delivery  of  the 
head,  placenta  and  membranes  were  expelled;  and  very  for- 
tunate it  was,  for  by  digital  examination  five  minutes  later  the 
contraction  ring  presented  itself  as  when  I  made  my  first  exam- 
ination, and  as  before  it  would  not  admit  index  finger.  I  then 
thoroughly  irrigated  the  vagina  with  hot  sterilized  water  and 
placed  the  patient  back  in  bed.  Her  puerperal  period  was  as 
uneventful  as  that  following  a  normal  case  of  labor,  and  she  is 
now  in  good  health.  Pelvimetry  revealed  a  normal  and  well- 
developed  pelvis. 

A   CASE   OF   LARGE   VESICO-VAGINAL   FISTULA   CURED. 

Two  years  ago  I  was  consulted  by  a  patient,  age  46,  with  the 
following  history :  Four  years  previously  she  had  been  delivered 
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of  a  normal-sized  fetus  after  being  in  hard  labor  for  several 
days.     Two  physicians  had  been  called  in  and  the  child  deliv- 
ered by  version.     She  had  a  tardy  convalescence,  with  fever 
and  bad-smelling  lochial   discharge.     Knowing  the  physician 
who  had  charge  of  the  case,  I  wrote  him,  begging  for  full  par- 
ticulars, which  he  sent.     He  states  that,  being  some  distance 
away,  the  nurse,  who  had  been  in'  attendance  during  forty- 
eight  hours  of  labor,  had,  before  he  reached  the  case,  pulled 
with  great  force  upon  the  arm  until  the  shoulder  was  very 
tightly  wedged  in  the  pelvis  and  the  uterus  tightly  contracted 
round  the  body  of  the  child.     After  considerable  diflSculty  he 
succeeded  in  turning  and  delivering  a  stillborn  fetus.     Soon 
after  delivery  the  patient  was  seen  to  have  a  vesico-vaginal 
fistula  and  all  the  urine  made  its  exit  by  way  of  the  vagina. 
After  regaining    strength  she  went    to  a  hospital  in   Balti- 
more, Md. ,  and  was  there  operated  upon  for  the  closure  of  the 
fistula.     After  remaining  there  for  three  months  she  returned 
to  her  home,  suffering  with   the  same  constant  dribbling  of 
urine  through  the  vagina.     Six  months  later  she  returned  to 
the   same  hospital,  and  the  vesico  vaginal  fistula  was  again 
operated  upon,  but  after  remaining  there  six  weeks  the  con- 
dition was  as  bad  as  before.     I  examined  the  patient  in  my 
office  when  first  seen  two  years  ago,  and  by  simply  separating 
the  labia  the  urine  could  be  seen  steadily  dripping  from  the 
vagina,  no  water  having  passed  out  through  the  urethra  dur- 
ing the  four  years.     On  vaginal  examination  I  could  distinctly 
feel  the  fistula  in  the  anterior  vaginal  fornix  with  my  finger, 
and  on  passing  an  ordinary-sized  sound  into  the  urethra  could 
bring  it  through  the  fistula  into  the  vagina  at  the  point  men- 
tioned above.     I  told  patient  that  one  of  the  probable  reasons 
of  failure  in  the  operations  before  was,  owing  to  the  large  open- 
ing, the  stitches  would  tear  out  on  account  of  the  great  tension 
to  which  they  were  subjected.     She,  being  in  such  an  uncom- 
fortable condition,  consented  to  any  operation  which  might  give 
her  hope  of  cure.     The  operation  was  done  as  follows:    The 
patient  was  anesthetized  with   chloroform,    placed  in  the   left 
lateral  semi-prone  (Sims)  position,  and  the  fistula  exposed  bj' 
vaginal  retractors.     In  order  to  avoid  undue  traction  on  the 
stitches  I  concluded  to  fill  up  the  fistulous  opening  by  pushing 
the  cervix  into  the  bladder,  after  freshening  the  edges  of  the 
fistula  and  denuding  the  portio  vaginalis,  and  stitching  the  two 
together  by  means  of  silkworm-gut  sutures.     A  catheter  was 
then  inserted  into  the  bladder  through  the  urethra  for  drain- 
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•age;  the  patient  was  put  on  her  abdomen  in  bed,  and  was  kept 
constantly  in  this  position  for  three  days  and  nights.  This  was 
done  to  prevent  the  urine  as  far  as  possible  from  coming  into 
contact  with  the  stitches.  At  the  end  of  three  days  patient 
was  allowed  to  turn  upon  her  back  or  side  at  will,  and  there 
was  no  dribbling  from  the  vagina.  In  three  days  more  the 
catheter  was  removed  from  the  bladder,  patient  being  encour- 
aged to  pass  water  every  four  hours,  which  she  did  naturally. 
At  the  end  of  two  weeks  she  sat  up,  and  left  town  two  weeks 
later.  Upon  examination  no  fistulous  opening  could  be  found, 
and  the  patient  was  discharged  cured.  The  patient  was  heard 
from  only  two  weeks  ago  and  is  entirely  well.  She  stated  that 
she  menstruated  several  times  through  the  bladder  within  the 
first  six  months  after  operation. 

The  points  probably  worthy  of  mention  are: 

1.  The  large  size  of  the  vesico-vaginal  fistula. 

2.  The  method  of  closing  this  with  cervix. 

3.  Keeping  patient  lying  on  her  abdomen  until  some  amount 
of  healing  had  taken  place. 

4.  Retention  of  drainage  catheter  for  one  week. 
1228  Sixteenth  street,  N.  W. 


IN  MEMORIAM. 


WILLIAM  THOMPSON  LUSK,   A.M.,   M.D.,   LL.D. 


William  Thompson  Lusk  was  born  in  Norwich,  Conn.,  on 
May  23d,  1838.  He  entered  Yale  in  1855,  but  left  college  at 
the  end  of  the  year.  From  1858  to  1861  he  studied  medicine 
in  Berlin  and  Heidelberg,  finally  taking  his  degree  in  medicine 
from  Bellevue  Hospital  Medical  College  in  1864.  At  the  begin' 
ning  of  the  Civil  War  he  returned  to  this  country  and  entered 
the  Federal  army  as  a  private  in  a  New  York  regiment,  passing 
through  the  ranks  of  lieutenant  and  captain  to  that  of  assistant 
adjutant-general.  After  his  graduation  in  medicine  he  again 
went  to  Europe  for  eighteen  months  of  further  study  at  Paris, 
Vienna,  Edinburgh,  and  Prague.  He  received  the  honorary 
degree  of  A.M.  from  Yale  in  1877  and  of  LL.D.  from  the  same 
university  in  1893.  On  his  return  from  Europe  in  1868  he  was 
appointed  professor  of  physiology  in  the  Long  Island  College 
Hospital,  a  position  which  he  held  until  1871.  During  1870 
and  1871  he  was  also  lecturer  on  physiology  in  the  Harvard 


100  TRANSACTIONS   OF   THE    WASHINGTON 

Medical  School.  From  1871  until  his  death  he  was  professor  of 
obstetrics,  gynecology,  diseases  of  infants,  and  clinical  mid- 
wifery at  Bellevue,  and  seven  years  ago,  after  the  death  of 
Isaac  E.  Taylor,  he  became  its  president.  At  the  time  of  his 
death  he  was  a  visiting  gynecologist  to  Bellevue  and  St.  Vin- 
cent's Hospitals,  and  consulting  surgeon  to  the  New  York  Ma- 
ternity Hospital,  the  Skin  and  Cancer  Hospital,  and  the  New 
York  Foundling  Asylum.  He  was  an  ex-president  of  the  New 
York  State  Medical  Association,  the  American  Gynecological 
Society,  and  the  New  York  Obstetrical  Society;  a  correspond- 
ing fellow  of  the  Edinburgh  and  London  Obstetrical  Societies; 
and  one  of  the  founders  of  the  International  Congress  of 
Obstetrics  and  Gynecology.  For  two  and  a  half  years  he  was 
editor  of  the  New  York  Medical  Journal,  being  succeeded  by 
the  late  James  B.  Hunter.  His  treatise  on  "The  Science  and 
Art  of  Midwifery,"  the  great  merit  of  which  was  quickly 
recognized  by  the  profession,  was  his  crowning  work. 

Tall,  slight  in  frame,  active,  with  a  pleasing,  mobile  face,  a 
musical  voice,  somewhat  diffident  with  strangers,  genial  and 
warm-hearted,  frank  almost  to  bluntness,  he  possessed  a  rare 
fascination  of  manner  and  person  that  made  him  deservedly 
popular.  As  a  teacher  he  had  few  equals;  as  a  surgeon  he  was- 
careful,  judicious,  and  pronouncedly  conservative. 

Dr.  Lusk  was  twice  married  and  twice  a  widower;  he  leaves 
two  sons  and  three  daughters.  The  elder  son  is  professor  of 
physiology  at  Yale;  and  the  younger,  chief  of  the  surgical  clinie 
at  Bellevue.  
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Stated  Meeting,  Friday,  November  20th,  1896. 
The  President,  George  Byrd  Harrison,  M.D.,  in  the  Chair^ 

Dr.  Thomas  C.  Smith  read  as  the  paper  for  the  evening 

SOME   CLINICAL  NOTES.' 

Dr.  F.  S.  Nash  said  he  saw  the  case  of  elongated  cervix 
reported  b}'  Dr.  Smith.  The  uterus  was  slightly  enlarged  and 
the  cervix  protruded  from  the  vulva.  There  was  no  doubt 
about  the  cervix  being  elongated. 

'  See  original  article,  p.  91. 
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Dr.  Joseph  Taber  Johnson  said  he  recognized  the  case  of 
imperforate  hymen  reported  by  Dr.  Smith  as  one  that  had 
come  to  him  from  a  neighboring  city.  The  attending  physician 
had  said  he  could  find  no  opening  into  the  vagina,  and  Dr. 
Johnson  said  he  failed  to  find  any,  though  the  woman  was 
menstruating  at  the  time  he  saw  her.  He  considered  it  to  be  a 
case  of  atresia  of  the  vagina,  and  engaged  to  operate  for  its 
relief  at  an  early  day.  The  husband  of  the  woman  wanted  to 
know  if  pregnancy  would  result  after  the  operation.  This  Dr. 
Johnson  could  not  promise,  as  the  woman  had  atresia  and 
vaginismus,  which  prevented  his  making  a  satisfactory  exami- 
nation as  to  the  condition  of  the  pelvic  organs.  The  husband 
said  he  did  not  want  to  take  the  risk  of  an  operation  simply  for 
sexual  gratification.  Operations  for  atresia  vaginae  were  not 
usually  successful.  He  referred  to  a  case  that  had  been  ope- 
rated upon  by  another  surgeon,  in  which  the  opening  was 
gradually  closing  again.  Dr.  Johnson  did  a  subsequent  opera- 
tion, but  the  atresia  returned.  The  woman  menstruated  vica- 
riously and  he  removed  enlarged  and  painful  ovaries.  The 
uterus  was  rudimentary. 

Dr.  I.  S.  Stone  said  the  suggestion  to  remove  the  elongated 
cervix  with  the  hope  that  that  would  relieve  the  symptoms  of 
insanity  was  not  to  be  entertained.  It  would  be  all  right  to 
remove  the  cervix,  but  not  with  the  expectation  of  curing 
insanity.  He  thought  that  if  Dr.  Smith  would  investigate  his 
case  he  would  probably  find  a  predisposition  to  insanity.  In  a 
case  of  his  own  from  which  he  removed  the  diseased  ovaries, 
insanity  afterward  developed  and  the  friends  charged  that  the 
operation  was  the  cause  of  the  insanity.  Close  inquiry  devel- 
oped the  fact  that  symptoms  of  insanity  existed  prior  to  the 
operation.  He  thought  that  all  hypertrophies  of  the  cervix 
were  probably  due  to  laceration. 

Dr.  J.  W.  BovEE  said  he  had  a  patient,  a  young  woman 
who  had  never  been  pregnant,  who  had  an  elongated  cervix  pro- 
truding an  inch  and  a  half  through  the  vulva  and  complicated 
with  a  broad-ligament  cyst.  He  believed  that  elongation  of 
the  cervix  in  nulliparae  was  not  uncommon.  If  it  was  the 
vaginal  portion  of  the  cervix  only  that  was  elongated  it  would 
be  proper  to  amputate  the  cervix. 

The  President,  Dr.  George  Byrd  Harrison,  inquired  if 
elongation  of  the  cervix  was  necessarily  preceded  by  laceration. 

Dr.  I.  S.  Stone  said  there  was  good  authority  for  saying 
that  in  elongation  of  the  cervix  there  was  usually  laceration. 
If  he  had  a  case  in  which  the  cervix  was  much  elongated  he 
would  unhesitatingly  remove  it.  He  thought  that  ventral 
fixation  of  the  uterus  would  be  proper. 

Dr.  W.  S.  Bowen  said  he  had  a  case  of  elongation  of  the 
cervix  occurring  in  a  nulliparous  woman.  Dr.  H.  D.  Fry 
removed  about  an  inch  of  the  cervix  and  secured  the  body  of 
the  uterus  to  the  abdominal  wall. 

Dr.  J.  W.  BovEE  said  the  crucial  test  as  to  whether  the 
uterus  or  cervix  was  elongated  was  measurement. 
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Dr.  Thomas  C.  Smith  said  that  as  in  the  first  case  of  hyper- 
trophy of  the  cervix  which  he  reported  to  this  Society,  so  in 
this  one,  the  elongation  was  of  the  vaginal  portion.  There  was 
very  little  prolapse  of  the  body,  hence  fixation  was  unnecessary. 


Stated  Meeting,  Friday,  December  4th,  1896. 
The  President,  George  Byrd  Harrison,  M.D.,  in  the  Chair. 

Dr.  I.  S.  Stone  presented  a  number  of 

GALL   STONES, 

weighing  two  hundred  and  fiftj'-five  grains,  which  he  had  re- 
ceutl}"  removed  from  the  gall  bladder. 

Dr.  George  Byrd  Harrison  said  Dr.  Stone  had  made  a 
beautiful  differential  diagnosis  between  occlusion  of  the  cystic 
and  the  common  bile  duct.  He  referred  to  a  patient  of  his,  an 
old  lad}^,  who  had  frequent  biliary  attacks  due  to  inspissated 
bile  and  not  to  the  passage  of  gall  stones.  He  said  he  knew 
the  attacks  were  due  to  inspissated  bile,  because  she  finally 
completely  recovered  without  having  passed  a  gall  stone. 
Great  care  was  exercised  in  examining  the  stools  for  gall 
stones,  but  none  were  ever  found. 

Dr.  J.  W.  BovEE  said,  as  to  the  differentiation  between  the 
passage  of  inspissated  bile  and  gall  stones  through  the  common 
duct,  there  was  more  pain  in  the  passage  of  the  latter  than  in 
the  former.  It  was  difficult  to  explore  the  duct  in  an  operation 
for  the  relief  of  gall  stones. 

Dr.  George  N.  Acker  said  it  was  extremely  difficult  to 
make  a  diagnosis  in  such  cases.  He  referred  to  a  patient 
who  had  had  a  number  of  attacks  in  which  the  pain  was  re- 
ferred to  the  region  of  the  liver.  The  patient  finally  died. 
The  autopsy  showed  the  liver  to  be  small,  the  cyst  was  almost 
obliterated,  and  the  common  duct  was  closed. 

Dr.  S.  S.  Adams  said  he  doubted  the  ability  of  any  one  to 
positively  differentiate  between  inspissated  bile  and  gall  stones 
occluding  the  biliary  ducts.     Their  effects  were  the  same. 

Dr.  I.  S.  Stone  said  that  when  a  patient  was  having  re- 
peated attacks  like  the  passage  of  a  gall  stone,  he  thought  that 
surgery  should  come  to  the  relief  of  such  cases,  whether  it  was 
a  gall  stone  or  inspissated  bile  that  caused  the  trouble.  The 
operation  was  as  simple  as  any  the  surgeon  had  to  do. 

Dr.  W.  Sinclair  Bowen  reported  a  case  of 

ante-partum  hour-glass  contraction  of  the  uterus 
and  a  case  of 

large  vesico-vaginal  fistula  cured.' 
Dr.  Thomas  C.  Smith  said  that  Dr.  Bowen  had  failed,  in 

'  See  original  article,  p.  96. 


OBSTETRICAL  AND  GYNECOLOGICAL  SOCIETY.     108 

the  account  of  his  case  of  hour-glass  contraction,  to  state  what 
part  of  the  fetus  was  included  in  the  stricture.  Nor  did  he 
state  whether  or  not  there  was  any  sulcus  discoverable  by  ex- 
ternal examination.  He  would  also  like  to  know  what  kind  of 
a  steel  dilator  he  used.  In  a  case  of  his  own  which  Dr.  Joseph 
Taber  Johnson  saw  with  him  there  was  the  greatest  difficulty 
in  overcoming  the  stricture.  Of  this  form  of  dystocia  there 
were  about  forty  cases  recorded.  In  1881  Dr.  F.  A.  Ashford, 
in  discussing  Dr.  Smith's  paper,  recommended  dividing  the 
stricture  within  the  uterus  for  the  relief  of  the  difficulty.  He 
was  not  a  man  to  recommend  any  rash  procedure.  Dr.  Smith 
thought  that  such  a  procedure  would  amount  to  a  rupture  of 
the  uterus  and  that  Cesarean  section  would  be  preferable.  In 
one  case  reported  the  doctor  in  attendance  gave  an  emetic  with 
beneficial  effect.  In  a  case  reported  by  Dr.  Wilson,  of  Balti- 
more, Dr.  Miltenburger  effected  a  passage  of  the  constriction 
with  great  difficulty,  even  after  death  The  diagnosis  is  made 
by  the  dilated  condition  of  the  lower  portion  of  the  uterus 
while  the  upper  portion  is  actively  contracting.  The  maternal 
mortality  was  twenty-five  per  cent  and  the  fetal  fifty.  The 
interesting  point  in  Dr.  Bowen's  case  was  that  the  condition 
persisted. 

As  to  vesico-vaginal  fistulae:  In  his  practice,  extending  over 
thirty-two  years,  with  a  considerable  number  of  difficult  cases 
of  labor,  he  had  had  no  case  of  vesico-vaginal  fistula  and  had 
seen  but  one  case  in  that  time.  He  said  the  oftener  forceps 
was  intelligently  used  the  less  danger  there  was  of  fistula. 

Dr.  William  P.  Carr  asked  Dr.  Bowen  how  long  the 
constriction  persisted.  He  also  inquired  if  it  might  not  have 
been  cicatricial. 

Dr.  W.  Sinclair  Bowen  said  the  child  was  entirely  above 
the  constriction  and  he  did  not  observe  any  sulcus.  The 
dilator  he  used  was  an  ordinary  steel  cervical  one,  which  he 
continued  to  use  for  two  hours,  gradually  stretching  the  con- 
striction. The  patient  was  a  young  woman  about  17  years  old, 
and  it  was  her  first  labor.  He  knew  of  no  condition  that  could 
have  produced  cicatricial  tissue  in  this  case. 

Dr.  I.  S.  Stone  said  Dr.  Bowen  had  done  an  unusual  thing 
in  including  the  cervix  in  the  repaired  fistula,  and  he  was  to  be 
congratulated  on  having  cured  the  case.  He  said  the  day  had 
passed  for  vesico-vaginal  fistulse.  The  head  was  not  now  al- 
lowed to  remain  long  enough  to  produce  sufficient  pressure  to 
cause  sloughing.  He  had  seen  several  cases  that  had  been 
allowed  to  remain  uncured  as  long  as  twenty  years.  Bozeman 
operated  by  stretching  the  vagina  in  order  to  get  sufficient 
flaps  to  cover  the  opening. 

Dr.  S.  S.  Adams  said  that  Dr.  T.  Gaillard  Thomas  declared 
in  an  address  that  the  Woman's  Hospital  of  the  State  of  New 
York  was  no  longer  needed  for  the  purpose  for  which  it  was 
instituted — that  is,  the  treatment  of  vesico-vaginal  fistulse.  He 
asked  if  there  might  not  be  some  danger  of  the  urine  back- 
ing up  into  the  uterus  and  Fallopian  tubes  where  the  patulous 
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cervix  was  secured  inside  the  bladder.  He  also  asked  if  the 
urine  might  not  so  irritate  the  cervix  as  to  produce  cancer. 

Dr.  Thomas  C.  Smith  asked  if  the  urine  passing  over  the 
vagina  would  not  be  just  as  likely  to  produce  cancer. 

Dr.  William  P.  Carr  said  the  operation,  as  described  by 
Dr.  Bowen,  had  been  frequently  done.  He  saw  no  reason  why 
urine  should  injure  the  mucous  coating  of  the  uterus  any  more 
than  it  would  the  bladder  membrane.  Of  course  if  the  bladder 
became  diseased,  harm  might  result.  He  did  not  think  urine 
could  be  forced  from  the  bladder  up  through  the  uterus  into 
the  Fallopian  tubes.  He  said  that  vesico-vaginal  fistulas  were 
becoming  rare  Sometimes  it  was  difficult  to  find  the  opening 
from  the  bladder  into  the  vagina.  He  had  injected  a  colored 
fluid  through  the  urethra  into  the  bladder  and  then  watched 
for  its  escape  into  the  vagina. 

Dr.  J.  W.  BovEE  said  the  idea  of  placing  the  cervix  in  the 
fistula  was  practical,  but  was  open  to  the  criticism  that  it  pre- 
vented child-bearing.  It  was  not  necessary  to  put  the  cervix 
within  the  bladder;  we  should  loosen  up  the  bladder  walls  and 
then  close  the  opening  by  suture.  Suprapubic  cystotomy  had 
been  done  and  the  fistula  closed,  leaving  the  suprapubic  open- 
ing patulous  for  a  time.  There  could  be  no  danger  of  the  urine 
going  up  into  the  uterus  unless  there  was  retention. 

Dr.  J.  T.  Kelley,  Jr.,  said  he  was  present  and  saw  Dr. 
Bowen's  operation,  which  was  most  skilfully  done.  He  saw 
a  somewhat  similar  case  of  vesico-vaginal  fistula  while  he  was 
in  Columbia  Hospital.  The  woman  remained  some  time  in  the 
hospital  and  had  been  operated  upon  by  several  surgeons  with- 
out success.  He  finally  cured  her  by  the  use  of  a  shotted 
suture. 

Dr.  H.  D.  Fry  said  Dr.  Bowen's  case  was  doubtless  in  better 
condition  than  before  the  operation,  but  if  the  orifice  could  have 
been  closed  otherwise  it  would  have  been  preferable.  It  might 
have  been  done  by  dissecting  up  the  vaginal  wall  to  relieve 
tension,  or  by  a  longitudinal  incision  on  each  side  of  the  fistula 
to  obtain  a  covering  for  the  orifice  without  drawing  too  much 
on  the  sutures. 

Dr.  William  P.  Carr  said  Dr.  Fry's  suggestion  might  be 
useful  in  some  cases,  but  the  tissues  were  usually  so  much 
thickened  and  infiltrated  that  it  could  not  be  easily  done. 

Dr.  W.  Sinclair  Bowen  said  he  had  some  apprehension 
as  to  the  result,  but  the  woman  was  in  a  desperate  condition. 
The  result  thus  far  was  perfectly  satisfactory.  The  cervix 
would  not  be  more  in  contact  with  the  urine  than  before  the 
operation,  as  the  urine  was  retained  in  the  fornix  for  some  time. 
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Meeting  of  December^  10th,  1896. 
The  President,  Rufus  B,  Hall,  M.D.,  in  the  Chair. 

MANUAL  RECTIFICATION   OF    OCCIPITO-POSTERIOR    POSITIONS. 

Dr.  Stanton. — At  the  last  meeting  we  considered  the  sub- 
ject of  occipito-posterior  positions,  and  in  that  discussion  I  ex- 
pressed the  behef  that  many  of  these  cases  could  be  relieved 
by  internal  rotation — that  is,  by  placing  the  patient  under  an 
anesthetic,  lifting  up  the  fetus  in  utero,  and  turning  it  on  its 
long  axis.  Within  forty-eight  hours  after  our  last  meeting  I 
was  called  to  a  patient  who  had  had  five  stillborn  children,  and 
I  recognized  an  occipito-posterior  position.  The  pelvis  was 
small.  The  membranes  had  not  been  ruptured  very  long,  the 
uterus  was  quite  relaxed,  the  waters  not  all  discharged,  and  I 
thought  it  was  a  favorable  case  for  internal  manipulation.  I 
brought  the  patient  down  to  the  edge  of  the  bed,  gave  her 
chloroform,  and  then  introduced  my  hand.  Getting  my  hand 
upon  the  chest  of  the  fetus,  I  lifted  it  up  and  rotated  it  com- 
pletely, and  then  applied  the  axis-traction  forceps  and  delivered 
a  living  child.  The  manipulation  was  done  with  much  ease. 
I  have  used  it  in  three  cases  and  have  been  surprised  at  the 
facility  with  which  it  can  be  done.  Of  course,  if  the  mem- 
branes have  been  ruptured  for  some  time,  the  procedure  would 
be  more  hazardous;  but  where  it  can  be  done  it  is  one  of  the 
easiest  ways  of  managing  cases  of  this  kind.  Of  course  the 
entire  body  must  be  rotated.  It  would  not  do  to  only  turn  the 
head  around,  but  by  getting  hold  of  the  shoulders  of  the  child 
it  is  an  easy  matter  to  make  complete  rotation. 

Another  case  that  I  want  to  report  is  one  of 

LABOR   INDUCED   BY   THE   INJECTION  OF   GLYCERIN, 

attended  with  very  unpleasant  symptoms.  I  feel  in  honor 
"bound  to  report  this  case,  because  I  have  reported  several  cases 
of  induction  of  labor  by  this  method  attended  with  the  best 
results.  In  this  case,  when  the  injection  was  thrown  into  the 
uterus,  the  woman  at  once  complained  of  extreme  pain  in  the 
top  of  the  head  and  went  into  a  condition  of  shock.  For  some 
time  after  the  pulse  rate  was  but  30  or  40  per  minute.  It  was 
three  hours  before  it  was  anything  near  normal.  The  labor, 
however,  was  very  promptly  induced,  the  pains  came  on  in 
three  or  four  hours,  and  the  child  was  delivered  alive.  Not 
very  long  after  I  met  Dr.  Landy,  who  said  he  had  a  case  in 
"which  he  attempted  to  induce  labor,  in  which  he  had  the  same 


106  TRANSACTIONS   OF   THE 

results  as  those  I  have  just  mentioned.  I  have  since  read  of  a 
number  of  verj'  unpleasant  symptoms  following  immediately 
after  the  injection,  and  in  some  cases  there  occurred  a  nephritis 
which  was  believed  to  be  the  result  of  the  injection  of  glycerin 
into  the  uterus.  So  I  have  come  to  regard  this  as  not  a  safe 
method,  and  I  think  I  have  resorted  to  it  for  the  last  time. 

Dr.  Reed. — How  much  glycerin  did  you  use? 

Dr.  Stanton. — About  two  ounces. 

Dr.  Palmer. — Was  there  any  discharge  of  blood  or  separa- 
tion of  placenta? 

Dr.  Stanton. — Xone  at  all. 

Dr.  Palmer. — And  there  was  no  suspicion  that  there  was- 
any  air  injected  ? 

Dr.  Stanton. — Xone  at  all.  The  instrument  and  the  cathe- 
ter were  both  full  of  glj^cerin.  The  glycerin  was  forced  into 
the  catheter  until  it  was  completely  filled,  and  then  it  was  kept 
in  that  condition  until  it  was  used.  There  was  no  difficulty 
whatever  in  the  introduction  of  the  catheter;  it  was  passed 
along  the  posterior  wall  of  the  uterus  and  almost  the  entire 
length  of  the  cavity,  and  the  injection  made  high  up. 

Dr.  Zinke. — What  was  the  condition  of  the  os? 

Dr.  Stanton.— Patulous. 

Dr.  Zinke. — And  what  evidence  was  there  that  you  did  not 
introduce  the  catheter  between  the  placenta  and  the  uterine 
wall? 

Dr.  Stanton. — Only  that  there  was  no  blood  on  the  catheter 
when  it  was  removed. 

Dr.  Zinke. — Does  not  the  glycerin  usually  escape  after  the 
withdrawal  of  the  catheter? 

Dr.  Stanton. — Xo.  Where  jou  can  get  the  glycerin  five 
or  six  inches  into  the  uterus  there  is  no  danger  of  it  escaping,  if 
the  patient  is  kept  in  the  recumbent  posture. 

Dr.  Johnstone. — Do  jou  know  whether  any  of  the  glycerin 
had  escaped  before  the  symptoms  improved? 

Dr.  Stanton. — I  do  not  think  any  had.  At  any  rate,  it  cer- 
tainly had  the  desired  effect  of  prompth'  inducing  uterine  action. 
I  have  seen  recently  a  method  of  inducing  labor  hj  applying 
glycerin  to  the  cervix.  I  have  had  no  experience  with  it. 
From  what  I  have  seen  latelj^  however,  the  method  of  which 
I  have  spoken  is  not  one  to  be  used. 

Dr.  Edwin  Ricketts.— Did  these  pains  begin  before  the 
full  amount  of  glycerin  was  deposited  ? 

Dr.  Stanton. — Xo,  I  think  not.  I  used  the  largest-sized 
catheter  I  could  get,  and  used  the  catheter  point  of  the  syringe, 
which  you  know  has  a  very  small  opening  through  which 
glycerin  cannot  be  readily  drawn.  For  instance,  atmospheric 
pressure  is  not  sufficient  to  force  glycerin  up  through  such  a 
syringe.  In  this  case  the  instrument  was  filled  with  glycerin, 
and  then  the  point  screwed  on,  and  the  catheter  applied  and 
the  air  expelled,  and  then  the  piston  was  pushed  down  as  rap- 
idly as  possible.  The  pain  came  on  just  about  the  time  the  full 
quantity  of  glycerin  had  passed. 
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Dr.  Palmer. — Three  years  ago  I  stated  that  I  had  heard 
and  read  a  good  deal  about  the  injection  of  glycerin,  but  had 
not  much  faith  in  it.  and  that  I  was  determined  to  follo\y  the 
method  I  had  found  to  be  safe  and  sure.  I  think  we  can  safely 
say  that  the  solid  bougie  is  the  safest  and  best  means  we  have 
for  the  induction  of  premature  labor.  Possibl}'  one  bougie  of 
ordinary  size  maj'  fail  to  induce  uterine  contractions,  but  the 
insertion  of  a  second  one,  somewhat  larger,  and  in  another 
place  between  the  membranes  and  the  uterine  wall,  has  never 
failed  me  in  inducing  pains  and  cervical  dilatation  in  a  normal 
physiological  way.  If  a  solid  bougie,  not  a  catheter,  made 
thoroughly  aseptic,  is  employed,  it  is  perfectly  safe. 

Dr.  Johnstone. — I  think  the  condition  may  arise  from  com- 
pression of  the  nerves  of  the  pelvis.  I  believe,  no  difference 
what  you  would  have  put  into  that  uterine  cavity,  the  same 
thing  would  have  occurred,  whether  the  substance  had  been 
sweet  oil  or  water.  I  have  seen  the  same  thing  occur  from 
jamming  down  a  fibroid.  I  remember  one  day  annoying  my 
anesthetizer  considerably  in  this  way.  I  repeated  it  several 
times,  and  I  found  every  time  I  jammed  the  tumor  down  and 
put  the  broad  ligaments  on  the  stretch  the  fibroid  would  act  as 
a  cork  going  into  a  bottle,  and  this  condition  would  be  brought 
on.  The  fact  that  the  symptoms  came  on  immediately  makes 
me  believe  the  uterus  was  already  full,  and  by  the  increased 
pressure  the  nerves  were  affected.  There  was  a  uterus  filled  to 
its  utmost  capacity,  and  the  glycerin  was  like  a  wedge  driven 
into  a  full  space. 

Dr.  Re  amy. — I  do  not  think  it  would  be  impossible,  in  cer- 
tain cases,  to  inject  the  uterine  sinuses,  if  the  placenta  should 
be  partly  detached,  and  the  dehydrating  character  of  the  gly- 
cerin might  add  to  the  mechanical  condition  referred  to  by  Dr. 
Johnstone.  I  rise  more  particularly  to  renew  my  inquiry  : 
Whether  there  should  be  any  necessity,  at  any  rate  after  the 
sixth  or  seventh  month,  of  using  any  method,  except  to  intro- 
duce the  fingers  and  loosen  the  membranes  from  the  uterine 
wall.  The  fingers  may  be  introduced  after  bringing  the  pa^ 
tient  to  the  verge  of  the  couch  (lithotomy  position),  and,  if 
necessary,  the  patient  should  be  anesthetized  to  make  relaxa- 
tion more  complete.  Two  fingers  instead  of  one  might  be 
introduced.  I  do  not  remember  more  than  two  cases  in  a  great 
many  years  in  which  I  found  difficulty  in  inducing  labor  by 
this  method,  the  labor  coming  on  in  twelve  or  twentj^-four 
hours.  It  is  the  method  I  employ  in  the  late  months  when  I 
desire  to  precipitate  labor  on  account  of  deformity  of  the  pelvis. 
Of  course  it  requires  considerable  skill  to  avoid  rupturing  the 
membranes  ;  still,  it  does  not  require  more  skill  than  a  man 
should  use. 

Dr.  C.  a.  L.  Reed. — It  would  be  interesting  to  know  the 
difference  between  the  cases  Dr.  Stanton  reported  in  which 
the  results  were  so  desirable,  and  the  case  reported  by  him  this 
evening  in  which  he  had  these  unpleasant  features.  No  doubt 
the  condition  that  did  exist  was  intrapelvic  and  could  not  be 
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accurately  determined.  It  has  always  been  my  impression 
that  there  are  several  sources  of  danger  in  this  procedure.  The 
one  feature  that  commends  glycerin  is  its  hygroscopic  or  ex- 
osmotic  property,  and  any  matter  introduced  with  the  glycerin 
would  not  be  absorbed  because  the  vital  fluids  form  a  current 
outward.  That  is  an  element  of  safety.  On  the  other  hand, 
the  procedure  has  several  disadvantages.  In  the  first  place,  it 
is  a  thrust  into  the  dark.  Using  a  flexible  catheter,  one  may 
wound  the  placental  site,  and  there  then  may  not  be  a  dis- 
charge of  blood  so  soon  as  one  would  think.  It  is  entirely 
within  the  range  of  conception  to  understand  how  some  gly- 
cerin may  be  taken  up  into  the  circulation.  But  the  amount  of 
intrapelvic  pressure  that  is  induced  cannot  be  estimated  en- 
tirely by  the  amount  of  glycerin  used.  This  volume  of  fluid  is 
being  constantly  and  very  rapidly  augmented  by  the  water  it 
is  drawing  from  the  tissues.  I  believe  there  is,  for  instance, 
an  exosmotic  action  from  the  amniotic  and  the  uterine  paren- 
chyma. There  is  an  augmentation,  therefore,  of  intrauterine 
pressure  that  cannot  be  accurately  estimated.  I  feel  sure  that 
we  must  look  to  the  nervous  system  as  the  medium  through 
which  the  phenomena  were  manifested.  At  first  one  might 
think  some  glycerin  was  thrown  into  the  circulation  and  the 
cephalalgia  was  due  to  the  glycerin  passing  through  the  circula- 
tion. But  on  second  reflection  I  am  sure  that  theory  is  not 
tenable.  Now,  in  my  hysterectomies,  since  I  have  ceased 
using  the  en  masse  suture  and  have  begun  hunting  up  vessels, 
I  have  my  patients  complain  of  the  very  minimum  of  pain  and 
having  the  very  minimum  of  the  symptoms  usually  attributed 
to  shock. 

Dr.  Reamy. — We  should  not  lose  sight  of  the  fact  that  the 
injection  of  water  into  the  empty  uterus,  as  an  accidental  re- 
sult of  vaginal  injections,  very  frequently  produces  symptoms 
identical  with  those  that  have  been  reported  this  evening. 

Dr.  Palmer. — I  have  seen  repeated  instances  of  the  evil  in- 
fluence of  vaginal  injections  to  prevent  impregnation.  At  the 
beginning  of  my  practice  I  often  injected  the  uterine  cavity 
with  medicated  fluids  for  intrauterine  medication.  I  have  not 
done  so  for  the  last  fifteen  years,  unless  after  the  necessary 
preliminary  use  of  cervical  dilatation.  Now,  after  dilatation, 
and  after  the  employment  of  a  reflux  intrauterine  tube,  no  un- 
pleasant sj^mptoms  of  shock  ever  show  themselves.  When 
symptoms,  unpleasant  in  kind,  come  on  after  intrauterine  in- 
jections, the  pulse  is  always  frequent  and  there  is  intense  pelvic 
pain,  but  I  have  never  witnessed  the  pain  in  the  head  referred 
to  by  the  reporter. 

Dr.  Stanton. — Dr.  Reed  spoke  of  the  possibility  of  having 
injected  some  of  this  fluid  into  the  veins.  I  have  a  great  many 
times  introduced  catheters  or  bougies  into  the  uterus  of  preg- 
nant women,  and  I  think  I  can  tell  when  I  strike  the  placental 
site.  The  separation  of  the  placenta  is  very  different  from  the 
separation  of  the  membranes  from  the  uterus,  and  I  have 
never  introduced  an  instrument  more  easily  than  in  this  in- 
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stance  ;  so  that  explanation  could  not  hold  in  this  case.  There 
was  nothing  in  the  subsequent  history  of  the  case  that  was  at 
all  unpleasant.  The  labor  was  difficult,  but  there  was  nothing 
in  the  after-treatment  that  was  out  of  the  regular  course. 

Dr.  Palmer. — Was  there  any  disease  of  the  cervix  or  corpus 
uteri  to  give  a  patulous  condition  ? 

Dr.  Stanton. — The  woman  had  an  extensive  laceration  at 
some  previous  labor. 

ASBESTOS   DRESSING. 

Dr.  C  a.  L.  Reed. — I  have  here  a  form  of  dressing,  new  in 
my  experience,  to  which  my  attention  was  called  in  Mexico. 
It  is  asbestos  put  through  a  process  of  refinement.  It  has 
several  virtues.  In  the  first  place,  it  is  very  soft.  In  the  next 
place,  it  is  capable  of  complete  sterilization.  Place  some  of 
this  dry  on  a  plate,  put  a  few  drops  of  alcohol  on  it  and  ignite 
it,  and  the  sterilization  is  complete.  The  absorbent  properties 
are  better  than  those  of  cotton.  When  dampened  it  becomes 
very  smooth,  absolutely  non-irritating,  and  if  then  used  as  a 
sponge  you  will  not  disturb  surface  lymph  deposits  or  granula- 
tions. Enclosed  in  a  little  gauze  it  makes  a  perfect  sponge,  as 
sensitive  as  the  most  refined  of  sponges.  It  can  be  had  in 
various  forms.  For  instance,  it  is  gotten  up  in  the  form  of  a 
wick.  Here  is  a  paper  perforated,  used  for  various  dressings. 
It  is  thoroughly  sterilizable.  And  here  is  a  wick  for  intraute- 
rine packing  which  has  been  reported  very  satisfactory ;  but 
I  would  hesitate  to  use  it,  because  it  seems  to  me  you  could 
not  pull  it  out  without  breaking  it. 

FIBROIDS   REMOVED   BY   MORCELLATION. 

Dr.  Reamy. — It  is  well  known  to  all  who  have  paid  atten- 
tion to  the  subject  that  it  is  nearly  fifty  years  since  a  physician 
of  Paris  first  removed  an  interstitial  fibroma  from  the  cervix 
by  morcellation.  For  a  long  time  French  literature  was  well 
filled  with  reports  of  operations  of  this  character.  In  1853,  in 
his  prize  essay  to  the  American  Medical  Association,  Dr.  Atlee, 
of  Philadelphia,  discussed  this  subject  and  reported  cases. 
There  is  scarcely  any  accepted  text  book  on  operative  gyne- 
cology in  which  there  is  not  at  least  a  part  of  a  page  devoted 
to  the  discussion  of  this  method.  I  suppose  there  is  not  one 
present  who  has  not  removed  tumors  in  this  way.  I  make  this 
mention  of  the  matter  for  the  reason  that  in  the  last  decade 
the  brilliancj^  of  abdominal  surgery,  the  greater  facility  and 
ease  and  comparative  safety  attending  abdominal  hysterec- 
tomy, has  led  operators,  to  a  very  large  extent,  to  discontinue 
this  method  of  treating  interstitial  tumors.  Twenty  years  ago 
I  was  doing  a  large  number  of  operations  by  morcellation  and 
enucleation.  Then  I  allowed  the  operation  to  fall  into  disuse 
in  my  own  work  until  about  nine  years  ago.  In  the  last  two 
years  I  have  revived  it  with  a  good  deal  of  vigor.  These 
masses  of  fibroid  tissue  represent  what  was  saved  from  a  tumor 
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quite  as  large  as  a  fetal  head,  and  which  with  the  uterus 
filled  the  entire  pelvis,  and  was  not  only  interstitial,  but  so 
filled  the  posterior  and  upper  portion  of  the  uterus  that  the 
uterine  cavity  was  only  about  three  inches  in  depth,  the  ante- 
rior lip  being  very  much  attenuated  and  thin  and  the  posterior 
lip  not  recognizable.  The  tumor  filled  the  posterior  part,  so 
that  posteriorly  it  was  impossible  to  distinguish  by  visual  ex- 
amination or  by  touch  the  commencement  of  the  uterine  tissue 
proper.  The  woman  was  49  years  of  age,  a  resident  of  a  city 
in  Missouri— a  woman  in  the  upper  walks  of  life  and  the  mother 
of  several  children.  I  attempted  to  dilate  by  carrying  my 
finger  back  and  forth  and  trying  to  separate  the  uterine  tissue, 
but  found  I  made  little  progress  in  this  way.  I  also  attempted 
to  dilate  with  a  steel  uterine  dilator,  but  the  walls  were  so  thin 
there  was  danger  of  lacerating  them.  I  put  the  patient  under 
an  anesthetic,  brought  the  uterus  down  as  well  as  I  could — 
for  the  OS  was  under  the  pubic  arch — and,  by  carrying  the  finger 
into  the  rectum  and  pushing  the  fundus  forward  as  much  as 
possible,  I  took  the  site  which  I  thought  was  about  the  proper 
position  for  the  posterior  lip,  cut  through  with  a  bistoury  and 
made  a  posterior  lip,  cutting  the  capsule  at  the  lower  segment 
of  the  tumor,  seized  the  tumor  with  a  volsella,  and  dragged 
upon  it  until  I  got  the  uterus  down.  Then  with  an  ordinary 
pair  of  curved  scissors  I  cut  out  a  small  piece  from  the  centre 
of  the  tumor  just  beyond  the  incision.  This  incision,  of  course, 
cut  off  the  vascular  supply  largely  from  the  lower  portion. 
You  are  all  aware  that  these  tumors  are  supplied  largely 
from  the  periphery.  I  gave  the  patient  no  ergot.  I  then 
waited  several  weeks,  and,  under  that  stimulation  and  the  sur- 
gical procedure  of  cutting  off  the  blood  supply  and  separating 
the  tumor  for  the  distance  of  probably  an  inch,  the  uterine  ac- 
tion— for  she  several  times  had  severe  pain — separated  it  still 
further.  Afterward  I  was  able  to  do  the  final  operation,  which 
consisted  in  the  removal  of  the  tumor  by  morcellation.  Every 
operator  who  recommends  this  operation  regards  it  a  very  im- 
portant matter  to  bring  the  masses  out  entire.  In  a  case  I 
reported  to  this  Society  I  bisected  the  tumor,  then  quartered 
it  and  brought  out  one  quarter  at  a  time.  In  a  tumor  as  large 
as  this  one,  and  especially  when  you  are  certain  the  walls  of 
the  uterus  are  thin,  you  cannot  remove  it  in  that  way  even  if 
you  were  to  incise  the  cervix  bilaterally  to  the  os  internum. 
It  is  better  to  remove  it  piecemeal.  I  find,  by  attempting  this 
method,  that  following  as  far  up  as  I  had  succeeded  in  cut- 
ting the  cervix  and  tumor  detached  by  an  operation  I  have 
before  mentioned  and  by  the  changes  that  occurred  subse- 
quently as  the  result  of  that  procedure — and  it  is  to  that  I  wish 
to  call  especial  attention — I  then  seized  it  and  took  away  from 
the  uterus  all  I  had  separated.  Instead  of  retaining  the  smaller 
end  of  the  cone,  I  amputated  it  so  as  to  give  me  a  larger  com- 
mand of  the  tumor.  I  then  hollowed  it  out.  Of  course  I 
had  dilated  the  cervix  as  much  as  possible  under  an  anesthetic. 
I  hollowed  out  the  tumor  and  did  not  seek  to  enucleate  it. 
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Then,  instead  of  having  the  large  mass,  I  had  the  tumor  hol- 
lowed almost  to  the  fundus.  I  then  seized  it  with  the  Pean 
forceps,  slipped  my  finger  between  the  tumor  and  the  uterus, 
enucleated  and  cut  away.  When  you  have  this  operation  about 
half  done  you  have  the  uterus  inverted  about  half.  When  the 
uterine  walls  are  attenuated  you  can  make  the  separation 
under  the  eye.  There  is  in  every  one  of  these  cases,  at  every 
part  of  the  periphery  of  the  tumor,  always  the  well-known 
anatomical  structure  of  a  capsule.  It  is  not  true  that  in  any 
of  these  cases  the  fibres  of  the  tumor  destroy  entirely  the  uterine 
fibres,  so  there  is  only  the  peritoneal  covering  left.  It  is  im- 
material if  the  uterus  is  so  thin  that  when  you  have  it  away 
it  falls  as  if  there  were  only  left  the  peritoneum.  The  safety 
of  the  operation  consists  in  the  recognition  of  that  condition 
and  in  removing  only  little  pieces  at  a  time.  This  larger 
round  mass  was  the  last  I  got  from  the  fundus  of  the  uterus. 
The  onl}^  objection  is  that  it  takes  too  long  to  dilate  ;  but  no- 
thing can  take  too  long  when  we  are  dealing  with  a  case  of  this 
kind.  If  you  get  the  centre  of  the  tumor  well  removed  the 
dilatation  need  not  be  so  extensive  as  when  you  remove  a  tumor 
in  halves  or  quarters.  You  can  bring  the  uterus  down  and 
know  when  you  have  all  the  tumor  removed  and  that  you  have 
not  ruptured  the  uterus.  When  I  had  this  tumor  all  removed 
by  this  method  I  mopped  the  uterus  out  with  sterilized  gauze 
and  put  in  two  yards  of  iodoform  gauze — carrying  it  in  in  two 
separate  pieces,  not  rolling  it  up  very  tight — and  filled  the  cav- 
ity thoroughly.  Drs.  Bonifield  and  Gillespie  were  kindly 
present  and  assisted  me.  An  interesting  feature  is  that  follow- 
ing each  one  of  the  preliminary  operations  the  patient  showed 
signs  of  sepsis.  On  the  evening  of  the  third  day  after  the  final 
operation,  when  I  removed  the  gauze,  many  parts  of  it  were 
dry — not  even  stained. 

This  second  specimen  is  from  a  woman  set.  45  who  has  never 
borne  children.  She  is  quite  fleshy,  but  otherwise  in  good 
health.  When  she  first  came  to  me  there  appeared  to  be  a  pro- 
nounced cachexia.  I  examined  her,  and  when  I  found  the  dis- 
charge was  offensive  and  the  uterus  enlarged  I  inferred  she 
had  a  carcinoma  or  sarcoma  of  the  corpus  uteri.  I  made  up  my 
mind  that  as  a  preparatory  step  I  would  thoroughly  curette  the 
uterus.  When  I  dilated  and  introduced  the  curette  I  found  a 
submucous  fibroma.  I  was  very  greatly  gratified  at  the  simpli- 
fication of  the  difficulty  and  the  facility  with  which  I  had  got- 
ten rid  of  what  I  believed  to  be  a  malignant  disease.  The  ope- 
ration was  done  about  four  weeks  ago  and  the  uterus  is  now 
reduced  one-half  in  size.  I  report  the  case  because  I  was  by  no 
means  clear  in  my  diagnosis. 

Dr.  Zinke. — I  did  not  come  here  this  evening  with  the  ex- 
pectation of  making  any  remarks,  but  when  I  listened  to  the 
case  reports,  especially  the  first  one,  I  sometimes  felt  as  if  I 
must  get  up  at  once.  Whatever  I  maj^  have  to  say  adverse  to 
the  procedure  in  that  case  I  certainly  say  with  the  greatest 
respect.     But  I  do  not  believe  that  the  operation  which  was 
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done  on  that  patient  has  been  unjustly  forgotten.  Even  if  the 
fibroid  be  pedunculated  and  the  pedicle  be  the  size  of  the  tumor 
itself — that  is,  a  tumor  which  does  not  exceed  in  size  a  goose  egg- 
or  an  orange — enucleation  per  vaginam,  with  or  without  incision 
of  the  cervix  (if  we  get  sufficient  dilatation  without  incision  of 
the  cervix  I  believe  it  is  best  to  do  it  without),  is  perfectly 
justifiable  and  is  to  be  preferred  to  hysterectomy.  But  if  the 
procedure  is  generally  adopted  as  was  recommended  to-night 
where  there  is  no  pedicle  at  all  and  the  uterine  wall  is  as  thin 
as  the  one-tenth  of  an  inch,  I  am  afraid  that  the  same  record  of 
myomectomy  that  existed  up  to  the  last  ten  or  fifteen  years 
will  be  repeated.  Many  will  die  of  hemorrhage  before  the 
tumor  is  entirely  enucleated.  I  do  not  countenance  the  pro- 
cedure, notwithstanding  it  comes  from  such  a  distinguished 
authority.  The  majority  of  cases  will  not  be  saved.  I  think 
the  doctor  is  to  be  congratulated  that  he  succeeded  in  saving- 
his  patient  in  this  instance. 

Dr.  C.  A.  L.  Reed. — I  saw  one  of  these  operations  performed 
by  Richelieu  in  Paris,  and,  while  it  was  certainly  done  with 
great  dexterity,  I  was  far  from  being  impressed  with  its  general 
application.  It  was  the  removal  of  a  large,  diffuse  myoma.  In 
that  instance  there  was  a  very  considerable  loss  of  blood,  and 
I  was  much  interested  in  getting  the  after- history  of  the  pa- 
tient. She  had  a  pronounced  septic  manifestation  about  the 
second  week  after  the  enucleation,  which  had  been  carried 
quite  as  far  as  the  attenuated  walls  would  permit.  Attention 
was  called  to  the  fact  that  there  were  distinct  myomatous  de- 
posits that  could  not  be  dealt  with  because  of  the  thin  walls. 
Of  course  this  is  only  one  exception  to  a  rule.  We  have  all 
been  educated,  as  the  speaker  stated  in  his  opening  remarks,  in 
the  direction  of  abdominal  hysterectomy,  and  perhaps  we  have 
gone  a  little  far  in  that  direction.  Yet  I  would  be  a  little  re- 
luctant, in  view  of  the  splendid  results  from  abdominal  hyste- 
rectomy, to  abandon  it  for  the  French  procedure,  notwithstand- 
ing the  dexterity  with  which  they  do  it  and  the  dexterity  with 
which  it  was  done  in  this  case.  At  the  meeting  of  the  Inter- 
national Periodic  Congress  at  Geneva  a  gentleman  made  an 
assault  upon  the  record  of  this  operation,  claiming  priority  for 
the  very  instruments  referred  to  this  evening;  and,  while  his 
claim  was  made  in  the  presence  of  Pean,  Richelieu,  and  others, 
it  was  not  disputed. 

Dr.  Bonifield. — It  seems  to  me  one  of  the  strongest  argu- 
ments against  this  operation  is  the  fact  that,  as  the  essayist 
himself  tells  us,  each  time  he  manipulated  the  tumor  before  the 
operation  the  manipulation  was  followed  by  sepsis.  Now,  how 
he  can  know,  or  how  anybody  else  can  know,  that  the  sepsis  is- 
going  to  be  of  a  mild  character,  as  it  was  in  this  case,  and  that 
it  will  in  a  few  days  subside  and  leave  the  patient  in  condition 
to  proceed  with  this  operation  by  stages,  is  more  than  I  can 
comprehend.  The  primary  danger  of  the  operation  is  hemor- 
rhage, but  1  was  very  much  surprised,  at  the  time  of  this  ope- 
ration, to  see  how  little  hemorrhage  there  was.     I  think  this- 
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depended  on  two  things:  first,  ttie  way  he  removed  the  tumor — 
that  is,  in  small  sections  and  rather  slowly;  and,  secondly,  on 
the  very  fortunate  circumstance  that  the  tumor  was  not  very 
vascular. 

Dr.  Reamy. — They  never  are. 

Dr.  Bonifield. — Well,  about  a   month  or   six  weeks  ago  I 
had  a  patient  from  whom  Dr.  Reamy  removed  several  fibroid 
polypi  one  or  two  years  apart.     She  came  to  me  with  a  sub- 
mucous fibroid.     My  first  impression  was  to  remove  the  uterus, 
but  when  I  asked  one  of  my  friends  to  see  her  he  thought  the 
removal  by  morcellement  would  be  less  dangerous.     I  did  so, 
but  I  shall  never  do  so  again.     There  was  extreme  hemorrhage. 
Fortunately   1  had  ten  or  twelve  yards  of  iodoform  gauze  at 
hand  and  managed  to  control  the  hemorrhage.     I  think  my 
judgment  was  bad  in  this  case,  for  there  were  other  fibroids 
present,    and  in   such  cases   you  can   get  the   contraction  of 
the   muscular   fibres  of  the   uterus  to  stop  the  hemorrhage. 
In  Dr.  Reamy's  procedure  he  went  slowlj'  enough  to  give  the 
uterus  time  to  readjust  itself  to  the  diminishing  bulk  of  the 
tumor.     I    unfortunately  tried  to  take  one   out  a  good  deal 
quicker,  and  had  a  uterus  that  could  not  contract.     One  ex- 
perience of  that  kind  is  enough  for  me. 

Dr.  Edwin  Ricketts. — A  few  years  ago  I  reported  to  this 
Society  a  case  of  a  large  fibroid  poh'pus  removed  in  this  way, 
I  never  in  all  my  experience  had  as  many  abscesses  on  the 
buttocks  and  along  the  thighs  to  open  as  in  that  case.  It  is 
true  I  saved  my  patient,  but,  as  Mr.  Tait  used  to  say,  "it  was 
by  the  skin  of  her  teeth."  The  last  speaker  on  the  floor  ex- 
pressed it  very  well  when  he  said  the  doctor  fortunately  had  a 
very  mild  case  of  sepsis  to  deal  with  in  this  instance.  I  do  not 
think  anything  can  be  done  to  re-establish  this  procedure. 
Another  thing,  we  often  do  not  know  whether  we  have  one  or 
more  polypi  or  tumors  to  deal  with,  and  then  there  are  at  times 
adhesions  within  the  cavity  and,  it  may  be,  of  the  intestine 
itself.  For  instance,  a  writer  of  some  distinction  attempted  to 
remove  a  tumor  by  morcellation  in  the  presence  of  a  friend  of 
mine,  and  finalh'  had  to  open  the  abdomen  and  release  some 
adhesions  before  he  could  complete  the  operation.  That  patient 
came  near  dying  on  the  table  from  hemorrhage.  Even  if  the 
exploratory  incision  is  only  large  enough  to  admit  the  index 
finger  to  see  if  the  way  is  clear,  it  is  of  advantage.  Although 
we  do  not  have  adhesions  in  all  cases,  still  there  are  cases  in 
which  we  do  have  them.  I  consider  the  operation  of  morcella- 
tion a  much  more  dangerous  procedure  than  total  hysterectomy 
per  abdominal  section. 

Dr.  a.  W.  Johnstone. — This  recalls  to  me  what  was  a 
nightmare  in  my  early  gynecological  experience.  I  never  saw 
more  profound  shock  than  the  condition  I  used  to  see  Goodell 
put  his  patients  to  bed  in  after  this  operation.  Some  died  from 
hemorrhage  and  some  died  from  sepsis.  That  was  in  1883. 
In  1886  the  only  case  I  saw  Tait  lose  from  fibroid  was  in  the 
preliminary  step  of  splitting  the  capsule,  as  described  here 
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to-night.  The  patient  promptly  died  of  sepsis  in  less  than  a 
week.  I  have  known  of  other  cases  in  which  the  woman  died 
after  such  a  procedure  with  the  whole  thing  gangrenous.  You 
must  remember  the  vitality  of  fibroid  tissue  is  very  low  and  it 
will  readily  slough.  After  a  long  experience  in  watching  other 
men  do  this  operation  I  am  really  glad  that  the  procedure  is 
almost  obsolete.  I  believe  we  have  heard  to-night  one  of  the 
echoes  of  an  operation  that  is  passing  off  the  field.  Whete  the 
tumor  may  be  easily  inanipulated  it  is  much  simpler,  of  course, 
to  take  it  out.  But  where  you  have  to  burrow  down  and  do 
not  really  know  where  you  are  going,  I  believe  the  procedure  is 
absolutely  dangerous  and  will  never  be  recognized  again. 

Dr.  Rufus  B.  Hall. — I  want  to  congratulate  the  essayist 
on  two  facts:  first,  that  he  succeeded  in  enucleating  this 
tumor;  and,  second,  that  his  patient  lived.  I  think  th^se 
should  be  sources  of  great  congratulation.  My  sentiments 
have  been  so  graphically  expressed  by  one  or  two  speakers  that 
I  hardly  need  to  refer  to  them.  In  this  particular  case,  while 
the  patient  has  recovered  and  still  has  her  uterus  and  her  ova- 
ries at  49  years  of  age,  she  has  been  subjected  to  a  very  much 
graver  operation  than  an  abdominal  hysterectomy  would  have 
been,  with  a  very  much  greater  chance  of  dying  from  hemor- 
rhage or  sepsis.  Why  should  we  subject  her  to  such  an  opera- 
tion to  save  her  uterus  and  ovaries  when  she  has  no  further 
use  for  them?  I  can  appreciate  how  different  it  might  be  in  a 
woman  of  fewer  years  who  was  anxious  to  bear  a  child;  I  can 
understand  how  anxious  any  of  us  would  be  to  gratify  such  a 
wish,  and  the  patient  might  be  willing  to  take  an  additional 
risk  for  the  possibility  of  being  granted  the  privilege  of  becom- 
ing a  mother.  But  I  cannot  understand  why  we  should  do  an 
operation  which  is  more  dangerous  simply  to  save  some  useless 
organs.  The  operation  must  be  done  at  separate  sittings,  split- 
ting the  capsule,  and  taking  away  parts  of  the  tumor  to  get 
ready  for  the  final  operation,  and  sepsis  is,  of  course,  what  we 
should  expect  in  such  a  case.  Nobody  can  tell  whether  such  a 
sepsis  would  be  fatal  or  not.  While  I  have  many  times  re- 
moved intrauterine  polj'pi,  I  have  never  attempted  an  operation 
like  this,  and  I  am  certain  I  never  will  on  a  patient  that  is 
near  or  past  the  menopause.  I  do  not  say  that  I  never  will 
do  the  operation  in  a  woman  during  the  child-bearing  period, 
because  I  believe  under  certain  circumstances  it  would  be 
justifiable.  I  believe  this  operation  will  not  come  into  general 
use  and  will  be  resorted  to  only  on  very  rare  occasions. 

Dr.  Zinke. — Do  you  think  a  uterus  from  which  such  a  mass 
has  been  removed  would  be  a  safe  uterus  for  pregnancy  ? 

Dr.  Hall. — If  that  were  the  only  tumor  I  think  it  would  be 
safe. 

Dr.  Ricketts. — In  nearly  five  out  of  six  of  these  cases  the 
ovaries  are  in  a  diseased  condition  and  the  operator  knows  no- 
thing of  their  condition.  For  that  reason  I  wish  to  emphasize 
the  advantage  of  an  exploratory  incision. 

Dr.  Reamy. — I  have  been  amused  at  the  delicacy  with  which 


CINCINNATI   OBSTETRICAL   SOCIETY.  115 

the  gentlemen  have  introduced  their  criticisms.  I  do  not  un- 
derstand it.  If  I  were  a  youngster  speaking  here  for  the  first 
time  it  might  excite  me  to  have  my  methods  opposed,  or  if  I 
were  advocating  a  method  new  and  to  be  tried  only  at  the  risk 
of  human  life.  I  think  nobody  here  would  remove  the  uterus 
for  an  intrauterine  fibroid  polyp.  I  take  it  for  granted  there 
are  few  here  who  would  remove  the  uterus  even  if  the  attach- 
ment of  the  polyp  was  somewhat  sessile.  You  remind  me 
very  much  of  the  story  of  an  Irishman  employed  to  trim  an 
orchard.  When  asked  if  he  could  trim  apple  trees  he  said  : 
"Yes,  your  honor.  I  can."  The  Irishman  was  employed,  and 
in  the  evening  the  owner  of  the  orchard  returned  and  asked 
how  he  got  along,  Patrick  replied  that  he  got  along  very  well. 
The  man  asked  :  "  Did  you  get  them  all  trimmed?"  Patrick 
replied  :  ' '  No ;  I  haven't  got  them  all  cut  down  yet. "  And 
you,  gentlemen,  who  propose  to  remove  the  uterus  because  it 
has  a  fibroma  in  it,  remind  me  of  the  Irishman. 

I  will  take  up  the  criticisms  in  the  order  in  which  they  were 
made.  First,  as  to  the  question  of  sepsis.  The  cases  to  which 
my  friend  Dr.  Johnstone  referred,  operated  on  by  Goodell, 
were  operated  upon  in  1883  when  antiseptic  surgery  amounted 
to  nothing. 

Dr.  Johnstone. — As  I  saw  it  carried  out  it  was  just  as 
good  as  at  the  present  day. 

Dr.  Reamy. — Well,  then,  he  was  the  only  man,  because  we 
had  not  at  that  time  formulated  methods  by  which  asepsis 
could  be  carried  on  as  well  as  now.  From  what  sources  must 
the  sepsis  come  in  such  an  operation  ?  My  friend  Dr.  Boni- 
field  said  I  had  a  little  sepsis  when  I  made  the  preliminary 
incisions.  I  expected  a  little  sepsis  then,  because  it  was  in  the 
vagina,  and  although  the  instruments  were  sterile  and  the 
parts  were  thoroughly  sterilized  before  the  operation  was  com- 
menced, and  although  antiseptic  treatment  was  continued,  nec- 
essarilj^,  from  the  location,  there  was  a  slight  amount  of  sepsis  ; 
but  I  had  no  fear  that  sepsis  would  go  to  any  considerable  de- 
gree. These  preliminary  steps  are  only  taken  in  cases  in  which 
the  lower  segment  of  the  uterus  is  involved  in  the  growth. 
And  what  is  the  objection,  suppose  this  sepsis  should  continue, 
an  almost  impossible  thing  in  a  properly  selected  case,  for  this 
was  not  a  soft  tumor  ?  I  would  not  subject  a  soft  myoma  or 
vascular  tumor  to  such  treatment.  If  you  should  find  grave 
sepsis  established  in  an  individual,  what  is  to  hinder  a  hyste- 
rectomy and  the  removal  of  the  source  of  sepsis  ?  But  I  have 
never  had  fatal  sepsis  in  thirty  cases  except  in  a  solitary  in- 
stance, and  in  that  one  the  sepsis  was  from  the  old  practice  of 
making  the  dilatation  with  tents.  At  the  time  that  Dr.  John- 
stone refers  to,  Goodell  himself,  in  a  large  number  of  these 
cases,  used  tents  in  addition  to  a  dilatation  with  instruments. 
This  I  have  seen  him  do. 

Dr.  Johnstone. — He  did  not  use  tents  in  the  cases  I  saw. 

Dr.  Reamy. — Goodell  also  used  in  his  cases  Good  ell's  di- 
vulsion   forceps,    and  dragged   these    tumors  away,    and   he 
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recommended  that  procedure  in  his  lectures.     He  did  not  at- 
tempt to  cut  them  away. 

Dr.  Johnstone. — Yes,  he  did,  and  I  have  seen  him  do  it. 
Dr.  Re  amy. — He  dragged  them  away.     I  know  what  I  speak 
of,  notwithstanding  Dr.  Johnstone's  remark  to  the  contrary. 
Goodell  left  a  large  part  of  the  tumor  in  the  uterus.     If  you 
attempt  to  remove  the  tumor  in  that  way  in  such  a  case  as 
this,  of  course  you  will  destroy  the  woman's  life      A  man  who 
is  not  accustomed  to  working  in  the  uterus  should  not  attempt 
this  operation.     But  I  beg  you  to  remember  that  when  you  say 
it  is  a  neat  thing  and  easier  and  safer  to  remove  the  uterus 
than  it  is  to  remove  only  the  diseased  tissue,  it  is  not  the  high- 
est surgical  science.     The  fact  that  a  woman  is  49  or  59  years  of 
age  is  not  against  this.     Your  objections  are  purely  theoretical. 
Because  abdominal  hysterectomy  has  been  perfected,  and  be- 
cause advances  have  been  made  in  vaginal  hysterectomy,  do 
you  think  it  is  reviving  a  nightmare    to  consider  an  opera- 
tion that  is  more  conservative,  which  leaves  the  uterus  healthy, 
and  leaves  the  woman  not  mutilated  ?    Wait  until  you  find  out 
whether  these  women  live  or  not ;  wait  until  you  have  tested 
whether  the  mortality  from  morcellation,  in  properly  selected 
cases,   is  any  greater    than    from  hysterectomy,   before  you 
condemn   it.     As  to   danger   from   hemorrhage,  I  would  not 
touch  a  soft  myoma  or  any  case  which  I  could  not  dilate  be- 
fore operation.     In  a  large  per  cent  of  these  cases  the  operation 
can  be  finished  at  a  single  sitting.     In  conclusion,  I  would  like 
to  say  this  woman  may  have  a  recurrence,  another  tumor  may 
grow.     So  may  another  cancer  appear  in  the  other  breast  after 
one  breast  has  been  removed,  and  so  may  a  sarcoma  in  any 
part  of  the  body  after  a  sarcoma  has  been  removed,  and  so  may 
a  patient  die  of  tuberculosis  after  he  has  once  recovered  from 
tuberculosis  ;  and  should  you  cut  out  a  woman's  uterus  because 
she  might  have  a  tumor  in  it  some  time  in  the  future  ?     I  beg 
to  say  the  time  is  coming  when  not  only  myself  but  a  large 
percentage  of  those  present  will  be  doing  this  operation.     You 
will  be  compelled  to  do  it,  for  the  practicability  of  this  opera- 
tion will  impress  not  only  you  but  the  women  themselves,  who 
will  demand  it.     The  women  will  object  to  having  you  take 
away  one  of  the  constituents  of  their  make-up  when  it  is  not 
necessary,  and  if  you  do  not  resort  to  this  operation,  gentle- 
men, you  will  not  be  as  smart  in  this  as  you  have  been  in  the 
past.     The  blood  supply  of  these  tumors  is,  in  almost  every 
case,  in  the  periphery  of  the  tumor,  and  the  reason  this  woman 
did  not  bleed  was  because  it  was  a  hard  tumor  and  the  larger 
vessels  were  cut  off  before  I  incised  it.     The  uterus  will  con- 
tract and  you  can  crowd  it  with  gauze,   if  necessary.     But 
there  is  practically  no  danger  from  that  nor  from  sepsis. 
Dr.  Johnstone. — What  is  the  mortality  of  this  operation? 
Dr.  Reamy. — During  the  last  twenty  years  I  have  done  the 
operation  on  thirty  cases,  and  have  lost  only  one  case,  which, 
was  due  to  sepsis  from  the  use  of  tents. 
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Dr.  Zinke. — What  was  the  nature  of  the  case  which  I  saw 
with  you,  that  died  from  hemorrhage  before  we  left  the  room? 

Dr.  Re  amy. — That  was  a  case  that  died  from  shock  and  has 
been  reported  by  the  doctor  who  had  charge  of  the  case. 

A  large  ovarian  cyst. 

Dr.  a.  W.  Johnstone. — There  were  many  adhesions,  and 
the  difficulties  of  the  operation  made  it  long  and  tedious.  The 
reason  I  want  to  put  it  on  record  is  because  it  is  the  first  case  of 
the  kind  I  have  seen.  The  patient  is  a  woman  aged  25,  who 
has  never  menstruated,  although  she  is  thoroughly  developed 
in  every  way.  She  has  never  been  pregnant.  Here  is  the 
opposite  ovary  with  a  little  dermoid.  This  is  a  proof  of  what 
Bland  Sutton  says,  that  these  tumors  are  never  found  except  in 
the  Graafian  follicle.  You  will  observe  that  both  the  ovaries 
are  diseased. 

Dr.  Palmer. — It  would  be  interesting  to  know  whether,  if 
this  patient  had  become  pregnant,  she  would  have  menstruated 
during  the  pregnancy.  I  had  one  case  in  which  pregnancy  has 
occurred  three  times  and  the  patient  never  menstruates  until 
she  is  pregnant,  and  then  she  continues  to  menstruate  during 
the  period  of  gestation. 

Dr.  Re  amy. — I  have  two  cases  in  which  menstruation  oc- 
curred only  during  pregnancy. 

Dr.  Johnstone. — It  would  have  been  impossible  for  preg- 
nancy to  have  occurred  in  her,  because  the  Fallopian  tubes 
were  plugged. 

Dr.  Rufus  B.  Hall  reported  a 

hysterectomy  for  double  pyosalpinx. 

Mrs.  K.,  Troy,  O.,  age  30,  married  twelve  years,  a  child  11 
years  old  ;  gave  a  history  of  specific  infection.  In  November, 
1895,  had  an  attack  of  inflammation  confining  her  to  bed  three 
weeks.  At  this  time  had  a  discharge  of  pus  per  rectum. 
March  1st,  1896,  was  anesthetized  and  the  uterus  curetted  by 
her  physician,  Dr.  Wright.  She  entered  my  private  hospital 
November  18th,  1896,  and  was  operated  upon  the  21st.  You 
will  observe  the  specimen  consists  of  both  tubes  and  ovaries 
with  the  uterus.  Both  tubes  contained  pus;  there  was  an  ab- 
scess in  the  left  ovary  holding  an  ounce  or  more  of  very  offen- 
sive pus,  and  the  right  ovary  contained  about  a  drachm  ;  the 
adhesions  in  the  pelvis  were  extensive.  The  fact  that  the  ute- 
rus was  almost  denuded  of  peritoneum  led  me  to  select  hyste- 
rectomy, in  connection  with  the  removal  of  the  suppurating 
tubes  and  ovaries,  as  offering  the  best  chance  for  recovery.  I 
feel  convinced  that  in  all  cases  of  suppuration  of  both  sides,  the 
uterus  being  denuded  of  peritoneum,  the  best  operation  to  per- 
form is  hysterectomy.  The  patient  has  made  an  easy  and 
satisfactory  recovery. 
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Dr.  Hall  also  reported  a 

HYSTERECTOMY  FOR   MULTIPLE   FIBROMA. 

The  patient,  Mrs.  D.,  Glendale,  O.,  age  33,  two  children, 
youngest  9  years  old,  has  been  conscious  of  something  wrong  in 
her  pelvis  for  three  or  four  years.  She  suffered  from  profuse 
menstruation  and  severe  pain  at  times  in  the  abdomen.  She 
entered  the  Presbyterian  Hospital  November  26th,  1896,  and 
was  operated  on  the  30th.  Both  ovaries  and  tubes  were  bound 
down  by  adhesions.  The  specimen  consists  of  both  ovaries  and 
tubes,  with  the  uterus  which  is  studded  with  multiple  fibromata; 
the  largest,  size  of  a  large  orange,  is  in  the  posterior  wall. 
This  patient  is  also  convalescing  nicely. 
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Meeting  of  April  13th,  1897. 

The  Vice-President,  J.  Whitridge  Williams,  M.D.,  in  the 

Chair. 

STRICTURE    OF   THE   INTESTINE. 

Dr.  B.  B.  Browne. — I  should  like  to  relate  a  case  which  oc- 
curred in  my  practice  recently  and  which  is  still  under  my 
care.  The  patient  complained  of  intrapelvic  trouble  and  indi- 
gestion, lasting  for  seven  or  eight  months,  and  always  worse 
at  her  period.  I  examined  her  on  the  15th  of  March  and  made 
out  an  anteflexion  and  what  I  supposed  was  an  enlarged  ovary 
on  the  right  side,  movable,  although  very  hard.  I  thought  the 
symptoms  that  she  complained  of  were  caused  by  the  ante- 
flexion. I  operated  upon  her  a  few  days  later  and  straightened 
the  uterus,  but  I  found  that  she  had  a  very  severe  attack  of 
colic;  the  bowels  became  very  much  distended  and  the  passages 
were  v^ery  small.  A  few  days  later  she  had  fecal  vomiting  and 
there  was  complete  obstruction  of  the  bowel.  I  made  an  ab- 
dominal section  and  found  that  what  I  had  supposed  to  be  an 
enlarged  ovary  was  a  cicatricial  mass  over  the  jejunum  on  the 
right  side.  The  small  intestine  was  very  much  enlarged — 
about  three  and  one-third  to  four  inches  in  diameter.  There 
Avas  also  another  constriction  at  the  sigmoid  flexure.  She  was 
in  bad  condition,  and,  concluding  to  make  an  artificial  anus,  I 
sewed  the  gut  to  the  abdominal  wall  and  opened  it  that  night. 
She  was  relieved  and  has  gotten  along  fairly  well  ever  since. 

The  point  of  interest  was  that  the  constriction  simulated  so 
very  much  an  enlarged  ovary.     I  found  that  the  ovary,  instead 
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of  being  enlarged,  was  atrophied.  The  space  between  the  two 
constrictions  was  too  large  to  connect  them  by  an  anastomosis. 
At  the  present  time  the  bowels  are  controlled  by  compress  and 
discharge  at  intervals.  The  lower  bowel  is  completely  closed 
from  the  opening  down,  and  water  will  not  pass,  nor  can  I  pass 
a  line  probe.  I  have  not,  of  course,  manipulated  very  much 
yet.  When  she  gets  in  better  condition  I  will  probably  try  to 
make  an  anastomosis. 

Dr.  J.  Whitridge  Williams.— I  should  like  to  report  a 
case  which  I  saw  last  year — not  a  counterpart  of  Dr.  Browne's, 
but  one  which  was  a  cause  of  considerable  confusion  in  the 
diagnosis.  The  woman,  who  had  a  cavity  at  the  apex  of  one 
lung  and  had  been  complaining  of  more  or  less  abdominal  pain, 
aborted  at  the  seventh  month.  Her  pains  were  very  unsatis- 
factory, and,  after  the  head  had  been  down  on  the  perineum 
for  some  time,  I  delivered  with  forceps.  She  did  well  until  the 
third  day,  when  she  complained  of  intense  pain  in  the  abdo- 
men. There  was  no  temperature  and  the  pulse  was  not  high. 
The  pain  continued  in  spite  of  the  use  of  various  remedies,  and 
I  was  rather  alarmed  about  her.  Dr.  Neale  saw  the  case  with 
me,  and  we  concluded  that  she  was  probably  suffering  with 
intestinal  colic.  The  pain  became  more  intense,  however,  dur- 
ing the  next  two  days,  and,  the  bowels  not  having  moved,  I 
began  to  give  remedies  to  act  on  them,  but  found  that  nothing 
had  any  effect.  The  abdomen  became  more  or  less  distended, 
and  at  the  end  of  five  days  after  the  birth  of  the  child  diagnosis 
of  obstruction  of  the  bowel  was  made.  An  operation  was  pro- 
posed, but  the  family  refused.  The  condition  went  on  about 
the  same  for  forty-eight  hours  longer,  and  she  began  to  have 
fecal  vomiting,  after  eighteen  hours  of  which  the  family  con- 
cluded to  have  the  operation  performed.  I  told  them  prognosis 
was  not  so  good  at  that  time,  as  not  more  than  one  out  of 
twenty  recovered,  but  I  would  perform  it  after  proper  consulta- 
tion. The  consultation  was  held,  my  opinion  sustained,  and 
the  operation  was  performed.  We  found  an  intussusception 
involving  twenty  inches  of  the  gut.  This  portion  of  the  gut 
was  excised  and  the  ends  brought  together.  She  died  twelve 
hours  after  the  operation.  This  was  an  unusual  occurrence  in 
obstetrical  cases,  and  I  do  not  remember  to  have  met  with  a 
similar  case  in  literature. 

Dr.  T.  C.  Cullen. — The  case  I  am  going  to  speak  of  does 
not  happen  to  be  a  woman,  but  has  some  bearing  upon  the 
subject  under  discussion.  I  found  in  this  patient  a  constric- 
tion about  six  inches  from  the  anus,  which  did  not  implicate 
the  mucosa.  I  decided  not  to  do  anything  at  the  time,  but  he 
grew  worse  and  soon  came  back  for  operative  treatment.  We 
tirst  thought  of  doing  a  colotomy,  but  when  we  cut  into  the 
abdomen  we  found  that  he  had  had  an  old  peritonitis,  and 
there  were  distinct  adhesions  of  the  intestines  until  the  canal 
for  the  passage  for  feces  was  in  size  not  larger  than  a  blood 
vessel.  We  straightened  it  out  and  since  that  time  he  has 
had  no  trouble.     I  only  mention  this  case,  because  if  we  had 
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not  cut  in  the  median  line,  but  made  an  artificial  anus,  we 
should  have  done  an  operation  that  was  entirely  unnecessary 
in  this  case. 

Dr.  B.  B.  Browne. — I  believe,  too,  that  the  median  line  is 
the  best  for  the  operation.  The  pain  in  my  patient  was  on  the 
left  side,  and  I  at  first  thought  of  making  an  incision  on  that 
side,  but  finally  did  it  in  the  median  line,  which  was  very  for- 
tunate, because  the  trouble  was  principally  on  the  right  side, 
I  think  the  incision  in  the  median  line,  unless  you  know  you 
are  going  to  do  a  colotomy,  is  the  best,  for  it  gives  a  better 
chance  to  handle  the  intestines  and  remedy  the  trouble.  The 
principal  point  of  interest  in  my  case  was  the  great  similarity 
of  this  nodule  of  intestine  to  an  enlarged  ovary.  I  was  almost 
sure,  although  it  was  very  movable,  that  it  was  an  enlarged 
ovary. 

The  length  of  time  a  patient  may  go  with  complete  obstruc- 
tion of  the  gut  without  being  in  direct  danger  of  dying  is  of 
interest.  In  this  case,  no  doubt,  obstruction  had  been  going  on 
for  several  years.  The  attacks  at  first  came  on  at  the  men- 
strual period,  but  why  it  is  hard  to  say.  She  was  usually 
relieved  by  an  attack  of  vomiting,  and  would  then  go  on  hav- 
ing slight  movements  of  the  bowels  which  seemed  to  keep  her 
in  comfortable  condition.  That  complete  closure  should  take 
place  so  very  suddenly  seemed  rather  strange,  and  that  there 
can  be  no  passage  of  fine  probe  into  the  opening  is  also  strange. 
I  have  since  the  operation  tried  to  force  water  through  either 
way,  but  failed.  One  point  of  interest  in  these  cases  is  that  in 
the'  greatest  degree  of  sloughing  of  the  bowel  the  safest  thing 
is  to  make  an  artificial  opening,  allow  the  patient  to  recover, 
and  then  do  a  prolonged  operation  afterward.  This  woman 
could  not  have  stood  a  prolonged  operation  at  first,  but  now — 
it  is  two  weeks  to-morrow  since  she  first  sat  up  in  bed — she  is 
in  much  better  condition,  and  in  two  weeks  more  will  be  able 
to  undergo  any  operation. 

Dr.  Charles  O'Donovan. — Two  remarks  in  what  Dr. 
Browne  has  just  said  appeal  forcibly  to  me  because  of  an 
experience  which  I  recently  encountered  and  another  which  I 
had  about  two  years  ago.  One  point  was  that  a  constriction 
may  exist  in  the  bowel  for  an  indefinite  time,  and  when  the 
final  complete  occlusion  occurs  it  is  almost  sure  to  be  of  sudden 
moment.  About  two  months  ago  I  had  occasion  to  see  a  young 
married  woman,  about  36,  who  had  for  several  months  been 
having  considerable  difficulty  with  the  bowels.  She  was  per- 
fectly healthy  in  every  other  way  except  that  she  was  losing 
weight.  The  only  difficulty  we  could  make  out — and  it  was 
searched  for  very  carefull}^ — was  that  some  fifteen  years  before 
she  had  had  a  very  severe  attack  of  what  must  have  been  lo- 
calized peritonitis  as  the  result  of  eating  a  large  quantity  of 
indigestible  food.  From  the  history  she  must  have  been  ex 
ceedingly  ill,  for  she  was  laid  up  six  or  eight  weeks  under  the 
care  of  a  very  competent  physician.  She  was.  so  far  as  she 
knew,  perfectly  well  after  that.  For  the  past  six  months  she 
had  had  difficulty  with  the  bowels,  had  been  always  worse 
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'when  constipated,  and  the  paroxysms  were  becoming  more  and 
more  frequent.  It  required  active  purgation  to  relieve  the  con- 
dition of  affairs  several  times.  After  treatment  for  several 
weeks  I  found  the  constipation  more  aggravated  and  the  pain 
becoming  more  localized,  just  a  little  below  the  region  of  the 
gall  bladder.  The  pain  radiated  across  the  body,  but  always 
from  the  right  side,  and  there  was  suspicion  of  appendicitis. 
There  was  great  difficulty  in  arriving  at  a  diagnosis,  and  it  was 
not  absolutely  made  until  the  operation.  Dr.  Tiffany  consulted 
with  me,  and,  as  she  was  at  that  time  very  much  relieved  by  a 
purgative,  he  thought  it  was  not  a  case  of  very  serious  import- 
ance. Things  went  along  pretty  well  for  four  or  five  days, 
although  she  insisted  that  she  was  growing  worse.  The  pain 
became  excessive,  and  finally  her  bowels  closed  up  suddenly 
and  permanently  after  having  had  free  movements  for  a  few 
days.  ]^o  purgatives  could  be  made  to  act  and  she  began  to 
have  fecal  vomiting.  A  second  consultation  was  held  and  Dr. 
Tiffany  agreed  that  it  was  occlusion  of  the  intestine.  At  this 
last  examination — she  was  very  thin  at  the  time — I  felt  sure  I 
could  make  out  a  localized  spot  of  tenderness  at  the  point  which 
she  insisted  was  the  locality  of  the  pain. 

The  second  point  referred  to  by  Dr.  Browne  was  the  advan- 
tage of  an  operation  in  the  median  line.  When  Dr.  Tiffany 
determined  upon  an  operation  he  made  his  incision  just  over  the 
spot  where  he  thought  he  could  detect  the  trouble.  It  proved 
to  be  a  wise  thing,  for  the  constriction,  which  was  a  carcinoma 
of  the  intestine,  was  right  under  the  knife.  An  anastomosis 
was  done  and  the  strangulation  relieved.  If  the  incision  had 
been  done  in  the  median  line  nothing  would  have  been  gained 
and  a  great  deal  of  searching  would  have  been  necessary;  but, 
as  it  was,  he  cut  right  down  upon  the  spot.  This  case  was 
rather  peculiar  in  its  outcome.  She  was  in  a  state  of  collapse 
at  the  time  of  operation,  and  it  was  thought  best  not  to  do  a 
resection  then,  but  an  anastomosis,  and  leave  the  carcinoma  for 
future  removal.  For  the  first  two  days  we  thought  there  would 
be  no  result,  as  the  intestines  were  completely  paralyzed.  A 
strong  purgative  in  the  form  of  croton  oil  was  given,  and 
within  a  few  hours  she  had  free  evacuations,  and  everything 
pointed  to  a  favorable  result  until  the  ninth  day,  when  sud- 
denly she  went  to  pieces,  the  pulse  flew  up,  the  temperature 
became  subnormal,  and  fourteen  hours  later  she  died.  No 
post-mortem  was  held,  there  was  no  evidence  of  hemorrhage, 
and  we  are  in  doubt  as  to  the  cause  of  death. 

About  fifteen  years  ago  Dr.  Michael  operated  upon  a  case 
where  there  was  complete  occlusion  of  the  large  intestine  below 
the  brim  of  the  pelvis  on  the  left  side  near  the  upper  part  of 
the  rectum.  He  operated  in  the  median  line  and  had  great 
difficulty  in  getting  at  the  constriction.  In  this  case  the  pain 
was  excessive,  but  it  was  diffused  over  the  entire  abdomen. 
The  constriction  was  relieved,  the  man  had  a  passage  soon 
after,  but  he  died  within  a  few  hours.  If  the  pain  can  be  local- 
ized I  think  it  is  the  best  point  for  operation,  and  can  see  no 
advantage,  in  such  cases,  in  a  median  incision. 
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Meeting  of  May  5th,  1897. 
The  President,  C.  J.  Cullingworth,  M.D.,  in  the  Chair. 

Specimens. — Mr.  Bland  Sutton:  A  lantern  demonstra- 
tion on  myoma  of  the  cervix  uteri,  Mr.  Targett  :  A  lantern 
demonstration  on  accessory  adrenal  bodies  in  the  broad  liga- 
ments. 

Dr.  Thomas  Wilson  read  a  paper  on 

CHRONIC   AXIAL  ROTATION  OF   AN   OVARIAN   CYST   GIVING 
RISE   TO   EXTREME   TWISTING   OF   THE   ELONGATED 

UTERUS. 

The  patient  was  a  multipara,  age  55,  whose  abdomen  had 
been  gradually  increasing  in  size  for  four  years  ;  for  two  years 
there  had  been  frequent  attacks  of  pain  and  vomiting,  many  of 
which  were  caused  by  lifting  a  heavy  invalid  husband.  By 
operation  a  tumor  was  removed,  after  tapping,  by  tying  and 
dividing  a  pedicle  as  thick  as  the  thumb  and  two  inches  long. 
The  tumor  was  a  strangulated  multilocular,  glandular  cyst  of 
the  left  ovary  weighing  about  five  pounds.  To  the  lower  part 
of  the  cyst  were  attached  the  fundus  uteri  and  the  right  ovary, 
tube,  and  broad  ligament,  all  strangulated.  The  cyst  had  a 
very  broad  and  thick  attachment  to  the  left  side  of  the  uterus, 
and  the  latter  organ  had  been  twisted  almost  through  in  a 
direction  from  right  to  left.  Both  tubes  were  occluded  and 
adherent,  the  right  forming  a  distinct  hydrosalpinx  ;  the  left 
was  nine  inches  long.  The  patient  made  an  excellent  recovery 
and  has  continued  well. 

Dr.  Peter  Horrocks  pointed  out  that  in  most  cases  of 
axial  rotation  there  had  been  effort  or  exertion  whilst  in  a  bent 
position.  He  quoted  a  case  where  it  occurred  suddenly  when 
a  lady  was  pulling  on  a  boot  which  was  rather  tight.  He 
thought  that  great  force  must  be  exerted  upon  a  tumor  in  the 
direction  of  axial  rotation  when  effort  was  made  in  a  bent 
position  of  the  body. 

Mr.  Do  ran  was  surprised  to  hear  that  in  Dr.  Wilson's  three 
cases  where  the  uterus  was  involved  in  the  rotation  the  cyst 
was  of  the  multilocular.  glandular  type.  In  twisting  of  the 
pedicle  alone  the  tumor  was  dermoid  in  a  considerable  propor- 
tion of  cases.  Much  remained  to  be  learned  about  axial  rota- 
tion. Mr.  Doran  had  operated  on  patients  where  all  the  clinical 
symptoms  pointed  to  twisted  pedicle,  yet  nothing  was  found 
except  soft  parietal  and  perhaps  omental  adhesions.     He  had 
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found  the  pedicle  short  and  sHghtly  twisted  in  cases  where  the 
patient  had  nothing  to  complain  of  except  the  presence  of  an 
abdominal  tumor.  On  the  other  hand,  he  had  found  a  long 
pedicle  moderately  twisted  in  cases  where  there  were  typical 
symptoms,  including  severe  pain. 

Mr.  John  W.  Taylor  then  read  a  paper  on 

A  SECOND  CASE  ILLUSTRATING  THE  TREATMENT  OF   SO-CALLED 

ABDOMINAL  OR  VENTRAL  PREGNANCY   AT   FULL   TERM 

BY    THE   OPERATIVE    REMOVAL   OF    CHILD    AND 

PLACENTA;   OPERATION   AT   THE   TWELFTH 

MONTH;   RECOVERY. 

The  author  gave  a  detailed  account  of  the  previous  history  of 
the  case  and  of  the  condition  of  the  abdomen  and  pelvis  at  the 
time  of  examination.  The  patient  believed  she  became  preg- 
nant twelve  months  before  operation.  She  felt  exactly  as  in 
former  pregnancies,  but  the  movements  of  the  child  were  un- 
usually distinct  and  painful.  Except  for  an  attack  of  hemate- 
mesis,  the  patient  was  up  and  about  during  the  whole  time. 
At  no  period  was  there  any  acute  pain,  sudden  illness,  or 
fainting.  A  description  is  given  of  the  operation  of  abdominal 
section  for  the  removal  of  the  child  and  placenta.  The  placenta 
was  of  ordinary  size  and  covered  the  pelvic  inlet  "  like  the  lid  of 
a  saucepan  incompletely  closed,"  the  edge  of  the  placenta  being 
exposed  and  free  on  the  left  side  of  the  pelvis,  but  closely  ap- 
plied to  the  abdominal  wall  on  the  right  side  where  the  cord 
was  situated.  Its  attachments  were  :  (1)  a  thick  band  or  rope 
of  omentum,  firmly  attached  to  the  upper  or  serous  edge  of  a 
placenta  on  the  left  side;  (2)  several  thin  attachments  or  adhe- 
sions of  small  intestine  and  cecum  to  the  same  surface;  (3)  the 
deep  pelvic  attachments  of  the  under-surface  of  the  placenta. 
The  author  describes  his  bloodless  method  of  removing  the 
placenta.  The  paper  concludes  with  a  short  commentary  on 
the  origin,  growth,  and  history  of  the  case. 

After  remarks  by  Dr.  Lea,  Dr.  Heywood  Smith  asked 
whether  the  medical  man  who  first  saw  the  case  when  labor 
pains  came  on  had  made  any  examination,  as  the  condition 
might  have  been  recognized  and  the  child's  life  saved  by  an 
earlier  operation. 

Mr.  Alban  Doran  thought  this  case  seemed  an  argument  in 
favor  of  postponing  operation,  when  ectopic  gestation  was  ad- 
vanced, till  some  time  after  term.  The  removal  or  the  leaving 
behind  of  a  nine-months  placenta  was  a  more  serious  matter 
than  the  removal  of  the  degenerate  structure  which  repre- 
sented it  several  months  later.  Operation  seemed  more  urgent 
at  term,  however,  in  a  class  of  cases,  first  distinguished  by 
Freund,  where  continuous  intestinal  catarrh  denotes  the  in- 
timate attachment  of  placenta  to  intestine.  This  histological 
union  involved  immediate  danger  from  sepsis  as  well  as  from 
hemorrhage. 
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Mr.  Taylor  said  in  reply  that  the  attachments  of  the  pla- 
centa were  very  vascular  and  that  the  vessels  could  be  felt 
pulsating  before  the  forceps  was  applied.  The  main  point, 
however,  was  that,  as  each  vascular  connection  was  controlled 
before  separation,  the  same  operation  might  have  been  per- 
formed at  any  previous  period  of  the  pregnancy,  and  if  the 
patient  had  come  to  the  hospital  at  the  time  of  the  supposed 
labor  it  might  have  been  quite  possible  to  save  the  life  of  the 
child  as  well  as  that  of  the  mother.  The  collection  of  caseous 
masses  found  below  the  placenta  was  at  the  extreme  lower 
pole  of  the  pregnancy  sac.  This  reached  to  the  bottom  of  the 
pelvis  on  the  right  side,  and  the  reflexion  of  the  sac  could  be 
traced  upward  from  the  floor  of  the  pelvis  along  the  broad 
ligament  to  the  under-surface  of  the  placenta,  and  it  was  in 
this  lower  pocket  of  the  sac  that  the  caseous  masses  had  ac- 
cumulated. The  author  said,  in  reply  to  Mr.  Doran,  that  he 
would  always  prefer  to  operate  at  term,  and  under  no  circum- 
stances would  he  purposely  wait  for  the  death  of  the  child 
before  opening  the  abdomen. 
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OBSTETRICS. 

Uncontrollable  Vomiting  of  Pregnancy. — Dorff  '  reports 
an  interesting  case  in  which  the  persistent  vomiting  was  trace- 
able to  a  hysterical  origin.  A  woman  22  years  old,  of  nervous 
parentage,  became  pregnant,  and  in  the  fifth  week  nausea 
and  vomiting  made  their  appearance.  She  had  difficulty  in 
walking,  and,  an  examination  showing  retrodisplacement  of  the 
uterus,  a  pessary  was  introduced.  General  improvement  fol- 
lowed. Some  time  after  this,  paralysis  of  both  hip  joints,  ac- 
companied by  loss  of  sensation,  appeared  without  premonition; 
globus  hystericus  present,  also  very  distressing,  dry,  spasmodic 
cough,  which,  in  the  absence  of  all  physical  symptoms,  was  be- 
lieved to  be  of  purely  nervous  origin.  Three  weeks  later  spon- 
taneous disappearance  of  hip- joint  paralysis,  followed  by  par- 
alysis of  knee  joints  and  feet.  In  the  fourth  month  patient's 
condition  very  alarming  :  no  food  retained  ;  temperature  lower; 
pulse  rapid  and  small ;  urine  scanty,  free  from  sugar  and  albu- 
min. Hypnotism  without  result.  The  induction  of  premature 
labor  was  considered  to  be  indicated.  For  this  purpose  a  lami- 
naria  tent  was  introduced.     Pains  did  not  occur,  but  all  bad 
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symptoms  improved  and  the  patient  was  able  to  carry  her  child 
to  full  term. 

Third  Stage  of  Labor. — Glockner'  observed  the  expulsion 
of  the  placenta  in  68  cases,  and  found  that  as  a  rule  the  pla- 
centa enters  and  passes  through  the  internal  os  with  the  lower 
margin  presenting.  The  position  of  inversion  in  which  it  is 
often  expelled  is  assumed  after  its  passage  from  the  internal  os, 
and  is  caused  by  coherence  of  a  relatively  short  amnion. 

Strassmann  ^  states  that  two  symptoms  are  important  as 
showing  attachment  of  the  placenta:  While  the  placenta  is 
still  adherent  a  tearing-off  of  the  cotyledons  can  plainly  be 
felt  when  an  attempt  is  made  to  express  the  placenta,  and 
pressure  upon  the  fundus  will  transmit  a  wave  of  fluctuation 
from  the  placenta  to  the  vessels  of  the  cord.  If  the  latter  can 
be  plainly  felt  during  an  existing  hemorrhage,  the  source  of 
blood  is  the  cervix. 

Superinvolution  of  the  Uterus. — Papelin  '  reports  a  case  of 
superinvolution  of  the  uterus  in  which  that  organ  formed  one 
compact  mass  without  a  trace  of  uterine  cavity.  The  woman 
was  delivered  ten  years  ago,  after  which  she  had  no  uterine 
treatment.  Vaginal  hysterectomy  was  performed  on  account 
of  double  affection  of  the  ovaries.  It  is  interesting  to  note  that 
the  woman  menstruated  regularly,  probably,  as  is  observed 
after  hysterectomy,  from  the  vaginal  fornices. 

Acetone  in  the  Urine  during  Pregnancy  or  Labor  a 
Symptom  of  Intrauterine  Fetal  Death. — Acetone,  of  which 
only  traces  are  present  in  the  normal  urine,  increases  if  a  rapid 
disintegration  of  albuminous  substances  occurs  in  some  part  of 
the  body,  and  aldehydes  of  secondary  alcohols,  especially  di- 
methyl-acetone, appear  in  the  blood,  urine,  and  the  expired  air. 
Vicarelli  first  showed  that  acetonuria  was  a  positive  proof  of 
fetal  death,  which  statement  Knapp '  has  verified  by  a  number 
of  observations 

Age  of  Fetus  in  Miscarriages. — Lambinon  '  gives  the  fol- 
lowing figures,  obtained  at  the  Liege  Maternity,  as  a  contribu- 
tion to  the  study  of  the  determination  of  the  age  of  the  fetus 
from  the  weight  of  the  placenta  in  cases  of  miscarriage  :  The 
av^erage  weight  of  the  placenta  at  6  weeks  was  30  grammes  ; 
at  90  days,  (57  grammes;  120  days.  111  grammes;  165  days, 
^63  grammes  ;  335  days,  330  grammes. 

Axis  of  the  Fetal  Head.— W.  H.  Ford  '  believes  that  the 
description  of  the  mechanism  of  labor  may  be  simplified  by 
assuming  an  axis  of  the  fetal  head  as  a  fixed  quantity  and  con- 
sidering it  in  relation  to  that  of  the  parturient  canal.  The  axis 
which  he  describes  is  a  curved  line  passing  through  the  middle 
of  the  head,  lying  wholly  in  the  sagittal  plane  of  the  head,  and 
constituted  by  connecting  the  middle  points  of  successive  planes 
passed  divergingly  in  a  transverse  direction  through  the  skull 
and  face  from  the  suboccipital  region,  as  this  point  during 
labor  becomes  fixed  beneath  the  pubic  arch,  from  which  planes 
are  passed  for  the  determination  of  the  axis  of  the  parturient 
canal.     By  comparing  these  axes  he  lays  down  the  law  that 
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labor  is  most  easily  and  physiologically  accomplished  when  the 
axis  of  the  fetal  head  lies  in  the  same  plane  as  that  of  the  par- 
turient canal  and  is  as  nearly  as  possible  synclinal  with  it. 

Ectopic  Gestation. — Extrauterine  pregnancy,  whether  in 
progress  or  ruptured,  demands,  according  to  Henrotay,*  inter- 
vention by  laparatomy.  A  slight  affection  of  the  tube  or  ovary 
of  the  other  side  does  not  justify  the  removal  of  these  organs 
in  ectopic  pregnancy.  Vaginal  celiotomy  can  replace  lapara- 
tomy only  when  it  permits  a  complete  operation.  Vaginal 
hysterectomy  should  be  reserved  for  those  cases  of  ectopic 
pregnancy  with  large  bilateral  lesions  of  the  appendages,  espe- 
cially gonorrheal.  Vaginal  incision  and  drainage  are  advisable 
only  with  suppurating  hematoceles  or  those  situated  in  the 
broad  ligament. 

The  report  of  a  case  of  tubal  pregnancy  in  which  rupture 
occurred  before  the  fifth  week  is  given  by  J.  F.  W.  Ross.' 
The  patient  was  in  a  state  of  collapse,  but  the  operation  was 
followed  by  recovery. 

Thiebaut  *  reports  a  case  of  tubal  pregnancy  operated  upon 
by  Jacobs.  The  tube  was  adherent  to  an  ovarian  abscess,  which 
ruptured  during  the  operation,  and  to  the  intestine.  Recovery 
followed  removal  of  the  tube  and  ovary  and  resection  of  the 
intestine. 

J.  Henrotay  *  presents  an  interesting  case  of  ruptured  ectopic 
pregnancy.  Vaginal  examination  showed  a  small  tumor  on 
the  right  side  of  the  uterus,  supposed  to  be  a  ruptured  tubal 
gestation  sac,  but  which  proved  to  be  a  large  cystic  ovary.  At 
the  isthmus  of  the  tube  was  a  small  laceration  situated  over  a 
slight  swelling.  This  contained  an  ovum  which  evidently  had 
not  passed  the  third  week,  yet  had  caused  such  hemorrhage 
that  the  patient  was  collapsed.     Recovery. 

Another  successful  operation  for  ruptured  tubal  pregnancy 
is  described  by  D.  B.  D.  Beaver.' 

^Martin  '  has  demonstrated  a  specimen  of  simultaneous  preg- 
nancy in  both  Fallopian  tubes.  The  ovum  in  that  of  the  right 
was  about  one  month  old,  while  the  left  tube  contained  a  fetus 
of  the  third  month  of  pregnancy.  The  left  tube,  which  ap- 
peared healthy,  was  opened,  and,  after  removal  of  the  ovum, 
sutured,  while  the  right  appendages  were  extirpated. 

Eclampsia. — Volhard"  has  made  a  large  series  of  experi- 
ments to  prove  or  disprove  the  correctness  of  Riviere's  eclampsia 
theory,  which  holds  that  the  cause  of  eclampsia  is  a  retention  of 
poisonous  substances  which  should  normallj^  be  excreted.  Ac- 
cording to  Riviere  the  serum  in  eclampsia  has  an  increased  toxic 
character,  while  the  poisonous  power  of  the  urine  is  lessened  ; 
this  points  to  a  greater  accumulation  of  poison  in  the  body. 
Volhard  found  that  eclamptic  serum  was  no  more  poisonous 
than  in  the  normal  state.  He  observed  convulsions  after  its 
mjection,  and  also  symptoms  of  suffocation  with  accompanying 
hemoglobinuria,  all  of  which  is  ascribed  to  the  deleterious  effect 
of  the  human  serum  upon  the  red  blood  corpuscles  of  the  rab- 
bit.    The  experiments  of   Riviere   and   several  other  authors 
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regarding  the  degree  of  toxicity  of  eclamptic  urine  are  faulty  and 
non-reliable.  The  bad  effects  obtained  vary  according  to  the 
rapidity  with  which  venous  infusion  of  urine  is  performed. 
Death  occurring  after  injections  of  urine  is  frequently  caused 
by  venous  thrombosis,  probably  due  to  the  presence  of  an  in- 
creased amount  of  fibrin  ferment. 

W.  H.  Thayer  "  believes  that  veratrum  viride  is  destined  to 
supersede  all  other  methods  of  treatment  of  eclampsia,  in  which 
affection  the  condition  of  the  nervous  system  is  said  to  produce 
a  tolerance  of  the  drug,  so  that  the  official  dose  has  no  effect. 
A  single  large  dose,  with  smaller  doses  repeated  at  intervals, 
should  be  used,  keeping  the  pulse  below  60. 

Placenta  Previa. — The  effect  of  temporizing  in  placenta 
previa  is  well  illustrated  by  a  case  reported  by  F.  L.  Frink.'" 
The  patient,  who  had  repeated  and  profuse  hemorrhages,  was 
treated  with  ergot  and  viburnum  prunifolium,  induction  of 
premature  labor  being  refused.  When  labor  began  it  was 
hastened  by  podalic  version,  after  perforating  the  central  pla- 
centa previa,  but  the  patient  soon  died  in  spite  of  careful  stimu- 
lation and  infusion  of  salt  solution. 

Laceration  of  the  Perineum. — F.  Garcelon  "  says  that  35 
per  cent  of  all  primiparse  are  lacerated;  this  is  unavoidable  in 
only  15  per  cent. 

Closure  of  Ventral  Hernia  in  Pregnancy. — In  a  series  of 
41  peritoneal  operations,  with  1  death,  G.  E.  Shoemaker'* 
includes  the  history  of  a  case  of  ventral  hernia  caused  by  preg- 
nancy which  occurred  shortly  after  celiotomy.  During  a 
second  pregnancy  two  years  later  the  hernial  orifice  extended 
to  the  pubes  and  the  sac  contained  part  of  the  uterus,  bladder, 
and  intestines.  Micturition  was  possible  only  when  the  hernia 
was  raised.  The  hernial  sac  was  dissected  out,  the  sheaths  of 
the  recti  opened,  and  buried  sutures  of  silkworm  gut  used  to 
unite  muscle  and  aponeurosis.  Labor  occurred  at  term  and 
the  hernia  did  not  recur. 

Conception  after  Curettage  for  Cancer  of  the  Cervix.— 
Leinziger"  adds  a  new  case  to  the  seven  published  cases  of 
conception  after  operations  for  cancer  of  the  uterus.  A  wo- 
man 41  years  old  came  under  observation  with  inoperable 
cancer,  and  after  curettage  she  was  discharged  as  improved. 
About  one  j^ear  later  she  reappeared  with  a  recurrence  of  the 
growth  and  an  enlarged  uterus  ;  she  was  again  curetted.  Soon 
after  this  she  gave  birth  to  a  macerated  fetus,  and  finally  died 
from  sepsis.     Pregnancy  had  been  mistaken  for  hydrometra. 

Cancer  of  the  Uterus  in  Pregnancy. — Olshausen '  states 
that  the  prognosis  of  its  treatment  is  unfavorable  and  that  a 
cure  of  three  months'  duration  has  been  only  exceptionally  ob- 
served. Of  Olshausen's  cases  4  are  at  present  free  from  recur- 
rence after  two  and  a  half,  five  and  three-quarters,  six  and  a 
half,  and  seven  and  a  half  years  respectively.  Up  to  the  third 
or  fourth  month  of  pregnancy  vaginal  hysterectomy  is  feasible 
and  recommended.  Olshausen  removed  three  uteri  without 
previous  emptjang.     Of  these  one  was  five  and  another  six 
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months  pregnant.  So  far  25  cases  of  hysterectomy  of  the  preg- 
nant carcinomatous  uterus  are  recorded,  with  not  a  single  death. 
If  the  uterus  is  too  large  to  permit  its  removal  per  vaginam  and 
the  fetus  non-viahle.  the  pregnancy  should  be  interrupted,  fol- 
lowed by  the  immediate  performance  of  vaginal  hysterectomy. 
The  rule  holds  good  after  full- term  deliveries.  To  await  involu 
tion  in  these  cases,  as  formerly  recommended,  is  both  danger- 
ous and  unnecessary.  Supravaginal  amputation  and  subsequent 
removal  of  the  cervix  per  vaginam  does  not  give  the  same 
favorable  results  as  vaginal  hysterectomy.  To  postpone  the 
radical  operation  until  the  child  is  viable  is  absolutel}^  con- 
demned by  Olshausen.  Should  the  uterus  contain  a  viable 
fetus,  and  radical  removal  of  the  malignant  growth  be  impos- 
sible, Cesarean  section  is  advised.  The  accessible  portions  of 
the  cancer  should  previously  be  removed.  If,  however,  radical 
extirpation  of  the  cancer  is  possible.  Cesarean  section  is  indi- 
cated, followed,  after  closure  of  the  uterine  wound,  by  a  vagi- 
nal hysterectomy.  The  uterine  incision  should  be  in  the  fundus 
— that  is.  furthest  away  from  the  malignant  growth. 

Nephrorrhaphy  during  Pregnancy. — Merkel '"  reports  a 
nephrorrhaphy  in  a  young  woman  who  was  four  months  preg- 
nant. She  had  suffered  from  movable  kidne}'  for  about  two 
years  which  affection  seemed  to  be  caused  by  hard  work. 
Torsion  of  the  pedicle,  causing  a  kinking  of  the  ureter,  and 
other  sj^mptoms  had  been  observed.  As  there  was  danger  of 
gangrene,  nephrorrhaphy  was  performed,  in  spite  of  the  exist- 
ing pregnancy,  and  the  patient  made  a  good  recovery.  The 
pregnancy  continued  undisturbed. 

Gunshot  Wounds  of  the  Pregnant  Uterus. — Neugebauer.'" 
A  woman  about  eight  months  pregnant  received  at  a  short 
distance  a  number  of  small  shot  into  the  pregnant  uterus.  Suf- 
fering from  pain  and  loss  of  blood,  she  was  transported  by 
wagon  to  the  nearest  hospital,  about  twenty  miles  distant. 
Upon  arrival  it  was  found  that  the  child  was  dead  and  that 
the  major  portion  of  the  shot  had  entered  the  fundus,  there 
forming  a  round  opening  from  which  a  piece  of  omentum  pro- 
jected. Labor  pains  were  present  and  the  patient  presented 
symptoms  of  beginning  peritonitis.  The  abdomen  and  uterus 
were  opened,  the  dead  child  removed,  and,  after  cleaning  the 
edges  of  the  wound,  the  uterus  was  closed.  The  woman's  life 
was  threatened  by  the  existing  septic  peritonitis,  but  she  finally 
recovered  perfect  health.  The  child  presented  a  number  of  in  - 
juries  to  the  heart,  lungs,  and  liver. 

Cesarean  Section, — Baker  '°  reports  two  cases  of  Cesarean 
section.  In  the  first,  contracted  kyphotic  pelvis  was  an  abso- 
lute indication;  OS  dilated  about  one  centimetre;  silk  ligatures 
were  used,  penetrating  the  whole  uterine  wall;  smooth  recov- 
ery ;  death  occurred  from  pulmonary  edema  two  months  later. 
Contracted  pelvis  and  eclampsia  formed  the  indication  in  the 
second  case  ;  the  woman  was  in  labor  two  and  a  half  days; 
living  child  ;  recovery. 

Antistreptococcus  Serum  in  Puerperal   Sepsis. — W.    B. 
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Walsh ''  publishes  notes  of  a  case  of  puerperal  infection.  The 
patient's  condition  grew  worse  after  curettage  and  irrigation  of 
the  uterus.  Four  days  later  an  injection  of  antistreptococcus 
serum  was  given,  repeated  the  next  day.  On  three  occasions  a 
pencil  of  iodoform  was  introduced  into  the  uterus.  Improve- 
ment followed  the  injections  of  serum,  and  recovery  took  place. 

Thyroid  Gland  Extract  as  a  Galactagogue. — Reasoning 
from  the  effect  of  the  ingestion  of  thyroid  gland  extract  upon 
other  metabolic  processes,  R.  R.  S  to  well"  has  employed  this 
substance  in  9  cases  of  nursing  mothers  whose  milk  supply  was 
deficient.  In  all  but  2  cases  it  proved  an  efficient  galactagogue, 
and  the  milk  secreted  was  of  good  nutritive  quality. 

Cleanliness  in  Obstetrics. — A  plea  for  greater  cleanliness 
of  surgeons  and  accoucheurs  is  made  by  F.  W.  Talley,"  who 
urges  the  use  of  clean  linen  obstetrical  suits. 

Obstetrical  Nursing. — In  an  article  on  this  subject  C. 
King  "  describes  the  conduct  of  pregnancy,  preparations  for 
labor  and  its  after-treatment,  also  that  of  the  new-born  child. 
He  does  not  advise  examination  of  every  patient  during  the  last 
month  of  pregnancy,  with  reference  to  the  presentation,  as  he 
says  that  in  only  a  small  proportion  of  the  five  per  cent  of  cases 
in  which  the  vertex  does  not  present  can  the  faulty  presenta- 
tion be  remedied  before  labor.  Such  an  examination  should  be 
made  if  a  former  child  has  presented  b}^  the  breech  or  shoulder. 
He  uses  an  antiseptic  vaginal  douche  before  labor,  but  employs 
it  post  partum  only  when  especially  indicated— e.f/.,  instrumen- 
tal cases,  those  in  which  the  hand  has  been  introduced  into  the 
uterus,  and  when  any  odor  is  detected  in  the  lochia. 

Deciduoma  Malignum. — Schmitf'has  demonstrated  pul- 
monary deciduoma  metastases  which  appeared  after  hysterec- 
tomy for  deciduoma  malignum.  The  woman  died  three  months 
after  the  operation.  The  metastases  ranged  in  size  from  that 
of  a  hazelnut  to  that  of  an  orange,  and  presented  microscopi- 
cally all  the  characteristics  of  a  deciduoma. 

A.  Martin  "  describes  a  case  occurring  in  a  woman  28  years 
old  who  had  had  an  abortion  fourteen  months  prior  to  admis- 
sion. The  extirpated  uterus  showed,  in  spite  of  the  long  time 
elapsed,  chorionic  villi  in  the  lumen  of  the  veins,  partly  intact, 
partly  in  a  condition  of  malignant  degeneration. 

Zondeck  "  reports  a  case  of  deciduoma  malignum  preceded 
by  a  hydatidiform  mole. 

Hydatidiform  Mole. — Schauta'"  draws  attention  to  the  fact 
that  there  exists  some  etiological  relation  between  hydatidiform 
moles  and  deciduoma  malignum.  Cases  examined  in  his  clinic 
show  that  some  of  the  cellular  elements  of  the  mole  are  identi- 
cal with  the  structures  of  the  deciduoma,  and  a  recent  clinical 
observation  proves  the  correctness  of  this  theory.  Schauta  ob- 
served a  woman,  five  months  pregnant,  who  suffered  for  some 
time  from  bloody  discharge,  and  whose  vagina  showed  a  small 
nodular  growth,  dark  blue  in  color,  and  resembling  a  varicose 
vein.  He  believed  it  too  hard  for  a  varicose  vein,  and  its  micro- 
scopical examination  showed  that  it  contained  the  same  cellular 
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elements  as  a  h ydatidif orm  mole  to  wbicli  tbe  woman  gave  birth 
soon  after.  This  case  proves  that  hydatidiform  moles  should 
be  classed  among  the  malignant  tumors,  because  they  may  be 
succeeded  by  malignant  deciduomata  and  may  also  form  metas- 
tases in  the  surrounding  organs. 

Malignant  Tumor  of  Chorion. — The  tumor,  observed  by 
Gebhard,'  made  its  appearance  seven  weeks  after  a  normal  con- 
finement, and  necessitated  vaginal  hysterectomy.  The  glandu- 
lar epithelium  showed  syncytial  transformation. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Homosexuality  in  Woman.  — KeiflPer  '  describes  a  person  25 
years  old  who  dresses  in  feminine  clothiug  and  wears  her  hair 
long;  the  whole  habitus,  however,  is  masculine.  She  has  a 
prominent  nose,  moustache,  and  a  strong  beard  necessitating 
frequent  shaving:  there  is  also  a  strong  growth  of  hair  over  tbe 
whole  bodv.  The  mammie  are  masculine,  surrounded  bv  hair, 
and  the  subcutaneous  fat  so  characteristic  of  the  female  is 
absent.  The  genitals  consist  of  a  pair  of  rudimentaiy  labia 
covering  a  narrow  introitus  and  surmounted  by  an  erectile 
organ  resembling  the  penis  of  a  lU-year-old  boy.  The  orih- 
cium  vulvfe  is  contracted  by  a  strong!}'  developed  levator  ani; 
vagina  narrow:  small  uterus  present,  but  ovaries  cannot  be  de- 
tected even  by  examination  under  chloroform  anesthesia.  Pel- 
vis is  masculine  in  contour  and  dimensions.  Irregular  men- 
struation began  at  10  years  of  age.  at  intervals  of  seven  to  eight 
months,  which,  however,  owing  to  treatment,  finallv  became 
quite  regular. 

Congenital  Malformation. — Maygrier  and  Coville"  de- 
scribe a  monster  whose  lower  extremities  were  united  for  a 
distance  of  ten  and  a  half  centimetres  by  a  musculo-cutaneous 
band.  The  anus  was  absent,  its  situation  being  occupied  by  a 
tab  of  skin,  at  whose  base  was  a  small  depression.  The  exter- 
nal genitals  were  represented  by  only  a  small  tubercle  below 
the  pubes.  The  transverse  and  descending  colon  and  rectum, 
the  bladder,  urachus,  and  ureters,  were  wanting.  The  uterus 
was  bicornate.  the  vagina  absent.  Xo  anomalies  of  the  pla- 
centa were  noted. 

A.  Martin  "'  reports  the  absence  of  an  anus,  and  the  opening 
of  the  rectum  into  the  vulva  in  front  of  the  hymen,  in  a  girl  5 
weeks  old. 

P.  Petit "  records  a  case  of  congenital  vulvar  anus  in  a  child 
of  10,  upon  which  he  operated.  The  sacnmi  and  ilia  were 
normal,  the  coccyx  absent.  The  anus  opened  a  little  above 
the  fourchette  and  was  limited  by  a  crescentic  hymen.  The 
feces  were  imperfectly  retained.  Petit  performed  Rizzoli's 
operation,  making  an  incision  from  the  fourchette  to  the  nor- 
mal site  of  the  anus,  separating  rectum  and  vagina,  fixing  the 
anal  orifice  in  the  posterior  angle  of  the  wound  and  suturing  its 
mucosa  to  the  skin,  and  closing  the  perineum.  Union  by  first 
intention   occurred,    with   good  control  of  feces.     The  writer 
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discusses  the  etiologv,  pathology,  symptoms,  and  treatment  of 
vulvar  anus,  advocating  RizzoH's  method  and  describing  modi- 
fications which  he  employs. 

Apioline  for  Amenorrhea  and  Dysmenorrhea. — L.  Garner** 
records  several  instances  in  which  apioline  has  given  most  satis- 
factory results  in  cases  of  scanty  and  painful  menstruation. 

Death  from  Menorrhagia. — Two  cases  of  death  from  men- 
orrhagia  are  reported  in  ^\'ratch.  So.  41,  1S90,*'  by  Rakeeff. 
Case  1.  Peasant,  age  15,  menstruating  for  the  third  time  :  the 
first  time  the  flow  was  very  abundant  and  lasted  eight  days  ; 
the  second,  it  was  moderate ;  the  third,  she  died  after  fifteen 
days,  of  menorrhagia.  Case  2.  Peasant,  16  years  old,  who 
had  menstruated  very  abundantly  for  two  years,  and  had  had 
occasional  epistaxes  and  gingival  hemorrhages.  Brought  to 
the  hospital  on  the  fourth  day  of  menorrhagia,  profoundly  ane- 
mic :  ergotin.  hot  injections,  vaginal  tamponade,  and  intra- 
uterine injections  of  iodine  were  tried  without  success,  and 
death  occurred  on  the  fifteenth  dav.  In  both  case^  the  genital 
organs  were  found  normal. 

Tumors  of  the  Breast. — Lambret"  reports  the  removal  of 
a  sebaceous  cyst  of  the  breast,  a  tumor  of  whose  occurrence  in 
this  organ  he  has  been  able  to  find  but  four  published  allu- 
sions. Leleux  "  records  a  case  of  hydatid  cyst  of  the  breast. 
P.  Coudray  *'  rep>orts  a  case  of  carcinoma  of  the  breast  with  in- 
volvement of  the  axillary  glands.  Operation  being  refused,  he 
employed  injections  of  chloride  of  zinc  around  the  periphery  of 
the  growths,  which  disappeared  almost  completely,  and  the  pa- 
tient is  hving  five  years  and  four  months  after  the  treatment 
was  begun. 

Cystoscopic  Examination. — F.  B.  Carpenter--  advocates 
Kelly's  method  of  cystoscopic  examination,  but  has  found  local 
anesthesia  vrixh.  cocaine  usually  sufficient  for  exploration  vrith 
a  tube  of  moderate  size. 

Cystoscopy  and  Catheterization  of  the  Ureters. — The 
technique  of  cystoscopy  in  woman  differs  from  that  in  man  in 
that  the  bladder  assumes  with  difficulty  a  globular  form  ;  it 
becomes,  therefore,  necessary  to  illuminate  the  lateral  portion 
of  the  bladder.  Tumors  which  alter  the  shape  and  dislocate 
the  floor  of  the  bladder  increase  this  condition.  "Winter" 
recommends  ^itze's  cystoscope  Xo.  1,  "-iO  centimetres  in  length 
and  6.5.  millimetres  thick,  with  a  somewhat  flattened  back. 
Of  the  diseases  of  the  urinary  apparatus,  catarrh  of  the  blad- 
der, with  the  changes  in  the  mucovLS  membrane,  has  received 
a  more  detailed  description.  He  points  out  that  in  the  very 
chronic  conditions — for  instance,  those  due  to  gonorrhea — 
circumscribed  capillary  injections  can  be  seen  in  the  fundus  of 
the  bladder.  Cystoscopy  is  of  great  value  in  recognizing  the 
size  and  position  of  fistulse,  and  also  in  differentiating  between 
vesical  and  ureteral  fistulse.  The  diagnosis  of  diseases  of  the 
kidney  is  made  exact  by  direct  observation  of  the  urine  as  it 
makes  its  exit  from  ureteral  opening.  By  these  means  tumors 
may  be  diagnosed  at  an  early  stage  when  palpation  gives  more 
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or  less  uncertain  results.  Altered  positions  of  the  uterus  may" 
with  ease  be  recognized  by  a  cystoscopic  examination  Retropo- 
sition  of  the  uterus  produces  an  exaggerated  roundness,  while  in 
retroflexion  the  floor  of  the  bladder  is  pressed  forward  and  the 
ureteral  openings  are  situated  inore  laterally  than  normal.  In 
cases  of  prolapse  the  transition  to  cystocele  is  plainly  recog- 
nizable. In  gravid  women  Winter  observed  an  inversion  of 
the  fundus  of  the  bladder,  a  frequent  injection  of  the  fundus, 
and  a  thickening  of  the  ureteral  openings.  These  changes  he 
ascribes  to  the  enlarged  uterus.  Similar  conditions  are  found 
in  tumors  of  the  uterus  or  appendages.  Deep  folds,  thicken- 
ing, and  edematous  vesicles  (bullous  edema)  are  found  in  the 
portion  of  the  vesical  mucosa  in  direct  contact  with  a  pelvic 
exudate  or  pyosalpinx  ;  they  precede  perforation,  and,  if  the 
latter  occurs,  the  pus  empties  itself  through  a  small  fistulous 
opening.  The  same  changes  are  seen  in  cancer  approaching 
the  bladder,  except  that  the  formation  of  vesicles  is  rarely  met 
with.  Direct  invasion  of  the  bladder  by  cancer  is  not  frequent; 
Winter  observed  this  only  in  cases  where  the  new  growth  was 
either  in  the  anterior  portion  of  the  cervix  or  vaginal  wall,  and 
even  then  noticed  it  so  late  that  the  time  for  operation  had 
passed.  Winter  considers  cystoscopy  quite  valuable  for  the 
diagnosis  of  cancer,  preferable  to  palpation  of  the  vesico-cervi- 
cal  septum,  and  much  more  exact  than  the  clinical  symptoms 
of  catarrh  and  bladder  disturbances.  The  latter  were  found 
absent  when  the  cj'stoscope  showed  plainly  the  characteristic 
changes  in  the  bladder  wall.  In  Germany  catheterization  of 
the  ureters  is  performed  by  the  aid  of  the  cystoscope  either  of 
Xitze  or  that  of  Casper.  Winter  considers  this  method  more 
simple  than  the  indirect  endoscopy  of  Howard  Kelly  or  Paw- 
lik.  The  author  uses  exclusively  the  c^'stoscope  of  Casper, 
which  he  warmly  recommends.  Catheterization  of  the  ureters 
is  indicated:  1.  To  obtain  the  urine  separately  from  each  kid- 
ney in  cases  of  p3'elitis,  and  to  investigate  the  working  capacity 
of  one  kidney  preparatory  to  removal  of  the  other.  2.  To  test 
the  permeability  of  the  ureter  in  cases  of  calculus,  ligations,  re- 
tention, tumor  of  the  kidney,  and  strictures  of  the  ureter. 
3.  To  distinctly  map  out  the  ureter  in  difficult  extirpation  of 
the  uterus  or  tumors  of  the  adnexa. 

Vesico-vaginal  Fistula. — Tauffer'"  describes  two  cases  of 
vesico-vaginal  fistula.  In  one  of  these  the  uterus  was  used  ta 
fill  the  defect,  and  from  the  small  labia  he  formed  a  new  ure- 
thra. Tauffer  states  that  he  has  used  the  uterus  in  several 
cases  to  close  large  vesico-vaginal  fistula?. 

Course  of  the  Ureters. — Funke  ^°  has  made  a  large  num- 
ber of  dissections  of  injected  and  non-injected  pelves,  and  finds 
that  the  descriptions  of  most  anatomical  text  books  need  some 
corrections.  The  resection  of  the  rectum  b}'  the  sacral  method 
excludes  the  possibilitj'  of  an}"  injury  to  the  ureters.  The  inci- 
sion in  the  fornix  of  the  vagina  in  supravaginal  hysterectom}' 
should  be  as  high  up  as  possible  and  close  to  the  cervix.  The 
ureters,  in  the  normal  position  of  the  uterus,  are  about  6  centi- 
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metres  distant  at  the  level  of  the  os  externum  ;  they  approach 
the  lateral  walls  of  the  vagina  2  centimetres  below  the  exter- 
nal OS. 

Infection  of  the  Bladder  by  Catheters. — Possner  and 
Frank  '°  have  made  a  series  of  experiments  to  determine  the 
liability  to  infection  in  actual  practice.  Catheters  which  had 
been  used  in  a  cystitis  case  were  thoroughly  cleaned  by  rub- 
bing and  rinsing  in  three  per  cent  carbolic-acid  solution,  after 
which  they  were  kept  in  a  clean  place  for  about  two  weeks. 
After  this  perioi  the  investigators  were  able  to  obtain  virulent 
cultures  of  the  bacillus  coli,  which  shows  that  such  a  method 
of  disinfection  is  unreliable  and  that  thorough  sterilization  is 
indispensable.  New  catheters  were  found  to  contain  no  specific 
bacteria  and  only  harmless  micro-organisms. 

Atresia  of  the  Vulva. — A  congenital  atresia  of  the  vulva  in 
a  girl  3  years  old  is  described  by  Stouffs.'  The  urine  escaped 
by  a  small  opening  below  the  symphysis  Incision  of  the 
median  raphe,  with  formation  of  labia  majora  and  fourchette, 
■showed  normal  vagina,  hymen,  ureter,  and  bladder ;  the  labia 
minora  were  rudimentary,  the  clitoris  absent. 

Primary  Vaginal  Sarcoma. — P.  M.  Ashburn  "  reports  a 
case  of  primary  sarcoma  of  the  vagina  in  a  woman  59  years  of 
age,  who  had  had  four  children  and  one  miscarriage.  The 
growth  was  first  seen  five  years  ago,  and  recurred  three  times 
after  removal  by  other  surgeons.  It  has  since  been  twice  re- 
moved by  the  writer  and  has  again  recurred.  No  metastases 
have  been  observed.  In  reviewing  45  cases  which  he  has  been 
able  to  collect,  he  notes  that  forty-five  per  cent  occurred  be- 
fore the  fifth  3^ear.  The  next  great  period  of  development  was 
the  fourth  decade.  Fourteen  of  the  16  cases  over  30  years  of 
age  had  borne  children.  From  these  facts  Ashburn  thinks  it 
not  impossible  that  in  some,  if  not  all,  of  these  cases  the  matrix 
was  post  natal  in  origin  and  possibly  isolated  in  the  healing  of 
lacerations.  The  cases  occurring  in  children  were  probably 
due  to  the  inclusion  of  embryonic  cells  during  development. 

Malignant  Adenoma  of  Uterus,  Vagina,  and  Rectum. — 
Several  operations  for  this  condition  are  reported  by  M.  H. 
Hichardson. '^  He  has  had  but  one  recurrence  in  cases  of 
malignant  adenoma,  and  that  was  due  probably  to  delay  in 
accepting  surgical  treatment. 

Cancer  of  the  Uterus. — G.  R.  Adam  "  has  found  the  result 
of  early  removal  of  the  uterus  for  cancer  very  encouraging. 
He  has  operated  upon  8  cases  without  a  death.  One  was  in 
good  health  five  years  after  operation,  and  another  after  two 
and  one-half  years.  The  others  he  considers  of  no  value  for 
statistical  purposes,  as  they  have  been  operated  upon  within 
eighteen  months. 

Uterine  Fibroids. — C.  Jacobs  ^  feels  justified  in  stating  that 
degenerative  changes  in  uterine  fibroids  are  the  more  marked 
the  nearer  the  patient  is  to  the  menopause.  In  27  such  tu- 
mors removed  in  1896  he  observed  the  following  degenerations : 
•calcareous,  7  ;   sarcomatous,  1 ;  epitheliomatous,  2 ;  fatt}-,  2 ; 
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cystic,  1  ;  gangrenous,  2,  due  to  calcareous  degeneration  of 
surrounding  tissue.  Seven  of  medium  size  were  removed  hy 
partial  or  total  morcellation  through  the  vagina,  with  no  deaths. 
The  others,  all  large,  were  removed  by  abdominal  hysterec- 
tomy— supravaginal  in  two,  total  in  the  remainder;  two  deaths- 
from  pneumonia  and  pre-existing  peritonitis.  The  same  jour- 
nal contains  an  article  upon  the  degenerations  observed  by 
Lauwers  in  about  200  cases  of  fibroids. 

Cittadini  ^  reports  a  case  as  favoring  total  ablation  of  the 
fibroid  uterus  by  laparatomy  or  vaginal  morcellation.  The 
latter  method  was  employed  for  the  removal,  from  a  woman  of 
60,  of  a  uterus  containing  fibroids,  abscesses  of  the  uterine 
wall,  and  carcinoma  confined  to  the  cavity  of  the  organ.  Re- 
covery. 

J.  R.  Chadwick  '^  presents  a  report  of  a  case  of  suppurating 
interstitial  uterine  fibroid  for  which  he  performed  supravaginal 
amputation.  The  kidneys  eventually  became  infected,  and 
death  occurred  two  months  after  operation. 

R.  B.  Duncan"  reports  the  removal,  through  the  abdomen, 
of  an  intraligamentous  fibromyoma.  Although  the  intestines 
were  handled  as  carefully  as  possible,  the  patient  died  suddenly 
on  the  fourth  day  from  acute  adynamic  intestinal  obstruction. 
He  also  records  a  recovery  after  supravaginal  hysterectomy^ 
with  extraperitoneal  treatment  of  the  stump,  for  a  large  inter- 
stitial fibroid.     He  favors  this  operation  in  such  cases. 

Rosenthal '  performed  vaginal  myomotoni}'  on  an  anemic 
woman  40  j^ears  old,  during  which  operation  he  made  a  large 
hole  in  the  posterior  uterine  wall.  The  abdomen  was  opened 
and  the  uterus  removed.     The  patient  recovered. 

Displacements  of  the  Uterus. — In  an  article  upon  displace- 
ments of  the  uterus  J.  E.  Gemmell "  characterizes  ventral 
fixation  for  retroversion  without  inflammatory  fixation  as  un- 
justifiable and  impracticable.  He  questions  its  advisability  in 
cases  of  prolapsus,  on  account  of  the  possibilit}^  of  subsequent 
pregnane}'. 

Prolapse  of  the  Uterus. — C.  G.  Cumston ''  believes  that 
abdominal  h^'steropexy  for  prolapse  of  the  uterus  will  fail  com- 
pletely unless  combined  with  a  plastic  operation  upon  the  vagi- 
nal wall  It  should  be  employed  only  after  the  child-bearing 
period  and  when  the  uterus  and  appendages  are  non-adherent. 

R  B.  Duncan  "  reports  a  rapid  recovery  after  fixation  of  the 
right  broad  ligament  near  the  ovar}',  by  catgut  sutures,  to  the 
edges  of  an  abdominal  wound  which  was  made  to  the  right  of 
the  linea  alba.  The  prolapse  so  treated  was  of  long  standing. 
Curettage  preceded  the  operation.  Duncan  prefers  this  method 
to  all  others 

Krauze '  describes  a  case  of  complete  uterine  prolapse  in  a 
new  born  child  in  which  also  spina  bifida  was  present.  Only 
four  cases  of  pnjlapsus  uteri  in  infants  are  on  record,  all  of 
which  had  spina  bifida.  Krause  explains  the  prolapse  through 
bad  nutrition  of  the  pelvic  organs,  resulting  in  a  loss  of  fat  and 
a  weakening  of  the  supporting  ligaments. 
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Intrauterine  Drainage  Tube. — H.  Rothstein"  states  his 
objections  to  the  use  of  pessaries,  and  describes  an  intrauterine 
tube  which  he  has  employed  in  cases  of  flexion  of  the  uterus 
and  stenosis  of  the  cervix.  It  is  of  glass,  hollow,  with  openings 
at  each  end  and  along  the  sides.  At  its  vaginal  end  is  a  flange 
perforated  with  a  small  opening,  through  which  is  passed  a 
silver  wire,  by  which  it  is  attached  to  the  anterior  lip  of  the 
cervix  after  introduction.  For  flexions  a  bent  tube  is  employed; 
for  stenosis  of  the  cervix,  one  which  is  straight.  He  describes 
the  technique  of  their  use,  and  claims  GS  cures  by  this  treat- 
ment, his  other  7  discontinuing  it  as  soon  as  symptoms  were 
relieved. 

Oxychloride  of  Silver  for  Uterine  Affections. — Reynier" 
advises  the  use  of  oxychloride  of  silver,  obtained  by  electroly- 
sis, in  metrorrhagias  after  ovariotomy,  small  fibroids,  and  slight 
grades  of  metritis.  The  positive  pole  is  formed  by  a  silver  stem 
in  the  uterine  cavity,  the  negative  being  placed  on  the  abdomi- 
nal wall,  and  a  current  of  one  to  ten  milamperes  is  employed. 

Regeneration  of  the  Uterine  Mucosa  after  Cauterization 
with  Zinc  Paste. — Jung'^  has  examined  an  extirpated  uterus 
in  which,  for  the  arrest  of  constant  flooding  caused  by  sub- 
mucous fibroids,  cauterization  with  zinc  paste  was  employed. 
Although  the  mucous  membrane  had  apparently  been  thor- 
oughly destroyed,  j^et  a  regeneration  was  noticeable  in  parts, 
which,  however,  showed  the  same  pathological  changes  as  the 
destroyed  membrane.  Jung,  like  Sanger  and  others,  con- 
demns the  application  of  chloride  of  zinc  in  the  form  of  intra- 
uterine injections  or  paste,  and  believes  that  it  should  be  em- 
ployed only  in  gonorrheal  affections,  and  then  in  the  form  of 
Playfair's  sounds. 

Hernia  of  the  Ovary. — Stouffs*  describes  a  case  of  inguinal 
hernia  of  the  ovary  in  process  of  suppuration  in  a  woman  68 
years  old.  Recovery  followed  its  excision.  The  infection 
probably  came  from  the  vagina,  from  which  there  was  a  green- 
ish discharge. 

Foreign  Body  in  the  Ovary. — Liebenau '  removed,  through 
a  vaginal  incision,  a  darning  needle  which  was  embedded  in  the 
uterus  and  left  ovary  of  a  multipara.  This  foreign  body,  prob- 
ably introduced  for  the  purpose  of  criminal  abortion,  caused 
only  a  hyperemia  of  uterus  and  ovary. 

Rupture  of  Ovarian  Cyst. — A.  Boursier^'  reports  the  spon- 
taneous rupture  of  a  multilocular  colloid  cyst  of  the  left  ovary, 
producing  a  gelatinous  ascites.  After  ovariotomy  recovery 
occurred.  He  reviews  the  literature  of  the  subject  to  show  that 
rupture  of  such  cysts  is  rarely  a  serious  accident. 

Tumors  of  the  Fallopian  Tube.— Jacobs  "  reports  a  case  of 
bilateral  pyosalpinx,  The  right  tube  was  large,  tortuous,  and 
contained  much  pus.  The  fimbriated  extremity  was  closed. 
Immediately  below  and  attached  to  it  was  a  thick- walled  tumor, 
of  the  size  of  a  large  nut,  containing  pus.  After  microscopic 
examination  the  writer  concludes  that  the  tumor  was  formed 
from  some  of  the  fimbriae  which  were  left  free  when  the  tube 
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closed.  He  refers  to  a  case  of  Tliiebaut  in  which  a  similar 
tumor  with  blood}'  contents  was  found  in  a  case  of  ectopic  ges- 
tation. He  also  "  reports  the  removal  of  a  primary  sarcoma  of 
the  muscular  layer  of  the  left  tube,  the  mucosa  being  appa- 
rently^ health}'.  This  condition  is  so  rare  that  Pozzi  quotes  only 
one  such  case. 

Intraligamentous  Cysts. — Wertheim  '°  reports  two  cases  of 
intraligamentous  cysts  which  he  removed  through  the  vagina. 
In  the  first  case  there  existed  a  parovarian  cyst  extending  to 
the  ensiform  cartilage  and  containing  10  litres  of  fluid.  The 
lateral  fornix  was  opened,  the  lower  part  of  the  cyst  exposed, 
and  the  parametria  pushed  anteriorly  and  posteriorly.  After 
this  the  cyst  was  aspirated.  There  was  no  hemorrhage.  The 
uterus  was  also  removed,  being  both  flattened,  elongated,  and 
deprived  of  support.  The  second  case  consisted  of  an  ovarian 
C3'st  the  size  of  a  child's  head.  Its  enucleation  was  also  easy 
and  was  done  extraperitoneally,  except  at  one  part  where  the 
peritoneum  was  strongly  adherent.     Recover}'  in  both  cases. 

L.  Dubar^'  reports  a  large  parovarian  cyst,  enclosed  and 
almost  free  in  a  collection  of  fluid  between  the  folds  of  the 
broad  ligament  formed  by  compression  of  the  veins  of  the  pedi- 
cle. A  case  of  unilocular  cysts  of  both  ovaries  and  of  the 
broad  ligament,  removed  successfully  through  the  abdomen,  is 
recorded  by  Dervaux.^^ 

Pelvic  Abscess. — Vaginal  incision  for  pelvic  abscess  is 
favored  by  J.  J.  Berry  "  as  the  safest  method,  avoiding  dan- 
ger to  other  organs,  not  increasing  the  danger  or  affecting  the 
prognosis  of  a  subsequent  laparatomy,  and  being  feasible  when 
abdominal  section  is  not. 

Nerves  of  the  Peritoneum. — An  article  by  Byron  Robin- 
son ^'  on  the  nerves  of  the  peritoneum  contains  a  description  of 
these  structures  and  of  methods  for  their  examination. 

Aseptic  Foreign  Bodies  in  the  Peritoneal  Cavity. — In  dis- 
cussing the  tolerance  of  the  peritoneum  to  aseptic  foreign 
bodies,  H.  C.  Coe "  states  that  he  employs  the  following  pre- 
cautions in  abdominal  operations  :  never  to  introduce  any  but 
long-handled  clamps  into  the  peritoneal  cavity  ;  to  use  pads 
sterilized  in  packages  of  a  dozen,  each  set  being  counted  sepa- 
rately immediately  after  using  and  before  the  sutures  are  tied. 
As  few  as  possible  are  used,  and  they  are  counted  at  the  time 
of  insertion. 

Celiotomy. — J.  Price  *^  advocates  the  use  of  glass  drainage 
tubes  and  irrigation  in  abdominal  sections  in  order  to  avoid  the 
danger  of  non  absorption  of  exudate  by  the  peritoneum.  He 
does  not  believe  that  the  employment  of  the  drainage  tube 
leads  to  ventral  hernia,  which  he  thinks  results  in  most  cases 
from  a  long  incision,  getting  up  too  soon,  and  abandoning  the 
abdominal  support  too  early.  R  Waldo  "  advises  the  use  of 
an  elastic  abdominal  bandage  over  the  wound  for  a  year.  No 
pad  should  be  employed,  as  the  pressure  this  exerts  would  cause 
absorption  of  the  cicatrix.  J.  M.  Withrow^^  reports  oo  ab- 
dominal sections  without  a  death. 
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DISEASES  OF  CHILDREN. 

Anesthetization  of  Children. — George  Rowell '  states  that 
the  percentage  of  mortality  of  chloroform  anesthesia  among 
children  is  much  lower  than  that  of  older  patients,  but  there  is 
no  reason  for  supposing  that  symptoms  dangerous  to  life  do 
not  occur  as  often  in  children  as  in  adults  under  its  use.  It  is, 
however,  a  well-recognized  fact  that  children  displaying  such 
sj^mptoms  are  far  more  amenable  to  the  ordinary  methods  of 
restoration  than  adults.  For  operations  requiring  only  a  few 
minutes  the  author  prefers  pure  nitrous  oxide  gas  given  with 
small  quantities  of  air.  The  A.  C.  E.  mixture  is  well  taken  by 
children.  Its  administration  need  not  differ  from  that  of  chlo- 
roform, except  that,  if  the  child  is  strong,  the  vapor  given  off 
from  a  single  fold  of  material  is  not  powerful  enough  for  ease 
in  managing  the  patient.  In  children  we  can  never,  judging 
from  the  flaccidity  and  the  lid  reflex,  be  sure  that  the  anes- 
thesia is  complete;  a  more  certain  test  is  the  absence  of  reflexes 
connected  with  the  act  of  respiration  when  fresh  ether  vapor  is 
applied.  The  author  administers  the  anesthetic  according  to 
the  following  method:  The  A.  C.  E.  mixture  is  first  given,  by 
the  drop  method,  with  a  Skinner's  mask  or  a  towel.  When  the 
respiration  becomes  fairly  free  a  Rendle's  mask  is  quickly 
substituted,  containing  a  iponge  upon  which  one-half  to  two 
drachms  of  the  A.  C.  E.  mixture  has  been  poured.  The  respi- 
rations now  become  uneasy  and  interrupted  again,  but  the 
mask  is  kept  closely  applied  until  the  breathing  is  not  interfered 
with  by  coughing,  straining,  or  swallowing.  After  perhaps 
from  one  and  a  quarter  to  one  and  a  half  minutes  the  respira- 
tion will  become  fairly  free  and  regular,  without  embarrassment 
or  interference  by  the  action  of  the  reflexes.  When  this  hap- 
pens he  rapidly  pours  one  to  three  drachms  of  ether  upon  the 
sponge,  and,  as  soon  as  the  child  again  becomes  able  to  breathe 
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the  vapor  without  difficulty,  a  fresh  sponge  with  two  to  four 
drachms  of  ether  is  placed  in  the  mask  and  the  first  one 
removed.  In  this  way  every  child  can  be  rendered  ready  for 
operation  in  four  minutes. 

Appendicitis. — F.  W.  Taylor*  reports  a  case  in  a  male  child 
1  year  old,  in  which  operation  was  followed  b}^  death. 

Atresia  of  the  Nasal  Fossae. — George  C  Stout'  presents  a 
case  with  unusualh^  rapid  respiration — 105 — and  occasional  at- 
tacks of  laryngismus  stridulus.  The  nasal  contraction  was- 
cured  by  dilatation,  after  which  the  respirations  became  easy 
and  about  50. 

Cleft  Palate. — W.  Arbuthnot  Lane  *  believes  that  the  best 
age  for  operative  interference  is  the  fifth  week,  providing  there 
is  no  special  indication  to  the  contrary,  such  as  bronchitis, 
diarrhea,  or  the  results  of  bad  feeding.  The  advantages  of 
operating  at  this  early  period  are:  (a)  the  child  bears  the  ope- 
ration well;  (6)  it  experiences  but  little  subsequent  discomfort, 
and  will  take  its  food  with  satisfaction  within  an  hour  or  two 
after  the  operation;  (c)  the  hemorrhage  is  very  slight  and  is 
readil}'  controlled. 

Congenital  Dislocation  of  the  Hip.— A.  H.  Tubby,'  in  a 
discussion  of  this  subject,  states  it  as  his  belief  that  the  advan- 
tages of  securing  reduction  by  manipulation  instead  of  operation 
are  obvious,  apart  from  the  avoidance  of  risks  pertaining  to  all 
major  operations.  There  is  no  scar,  no  possibility  of  later 
V  contracture  or  of  osseous  ankylosis,  and  the  after-treatment  is 
so  simple  that  the  cases  can  be  regarded  as  out-patients.  Ope- 
rative measures  should  be  restricted  to  those  cases  in  which 
manipulative  measures  have  failed  after  repeated  attempts. 

Convulsions. — In  the  treatment  of  this  ailment  J.  Madison 
Taylor  °  applies  a  hot  pack  at  once,  to  which  a  httle  mustard 
has  been  added,  a  teaspoonful  to  the  quart  of  tepid  water,  75° 
or  80°.  In  the  meantime  administer  chloroform  or  ether  to  the 
nose,  and  give  a  large  injection  of  hot  water,  95°  or  100°,  by 
the  bowel.  While  the  child  is  thus  resting  one  can  proceed 
into  the  history  of  the  case,  explore  the  lungs  and  heart,  and, 
when  possible,  get  a  specimen  of  urine  for  examination.  Look 
into  the  nose  and  ears  for  a  foreign  bodj'",  and  examine  the 
penis  for  phimosis.  If  the  temperature  is  subnormal  use  stimu- 
lants. The  hot  injections  can  be  followed  later  by  cold  ones, 
70°  or  55°,  if  the  temperature  is  high.  Also  in  hyperpyrexia, 
and  indeed  in  most  cases  except  shock,  it  is  well  to  apply  cold 
to  the  head.  If  the  convulsion  is  unduly  prolonged  or  exces- 
sive, a  hypodermatic  of  morphine  may  be  given,  one  forty- eighth 
of  a  grain  to  a  G-months-old  baby,  onetwenty-fourth  to  a  1- 
year  old,  or  one-sixth  to  a  child  2  years  old.  This  may  be 
repeated  in  one  or  two  hours  if  no  effect  is  gained.  The  second 
dose  may  be  double  the  size  of  the  first.  When  there  is 
asphyxia  oxygen  is  a  valuable  agent.  Chloral  may  be  given, 
by  the  rectum.     It  is  proper  in  most  cases  to  give  a  purgative. 

Diphtheria. — T.  H.  Halsted'  presents  an  account  of  his  ex- 
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perience  before  and  since  the  use  of  antitoxin,  with  the  reports 
of  57  intubations  in  private  practice.  His  conchisions  are  as 
follows:  1.  Laryngeal  diphtheria  in  any  epidemic  is  never 
mild,  but  has  always  had  a  mortality  of  from  90  to  95  per  cent, 
reduced  by  intubation  or  tracheotomy  to  from  72  to  76  per  cent. 
2.  The  report  of  the  author's  cases  shows  a  mortality,  without 
serum,  of  75  per  cent.  In  conjunction  with  the  serum  treat- 
ment there  was  a  mortality  of  2b  per  cent;  and  eliminating 
cases  of  death  within  twenty-four  hours  of  injection,  a  mortal- 
ity of  10  per  cent.  3.  Antitoxin  should  always  be  administered 
as  early  as  possible,  and,  in  laryngeal  cases,  without  waiting 
for  the  bacteriological  report.  4.  No  child  should  be  allowed 
to  die  of  laryngeal  stenosis  without  an  operation,  preferably 
intubation,  and  serum  should  be  injected  at  once,  regardless  of 
the  stage  of  the  disease.  W,  C.  Wendel  "^  gives  the  reports  of 
35  cases  of  diphtheria  treated  with  antitoxin.  There  were  only 
3  deaths.  The  writer  concludes  that  the  serum  treatment  has 
given  the  best  results  of  all  the  methods.  The  effects  of  anti- 
toxin were  usually  noted  within  twenty-four  hours  in  the  ame- 
lioration of  all  the  symptoms.  The  dose  in  all  severe  cases 
should  be  2,000  units  of  extra  potent,  even  in  infants.  If  im- 
provement is  not  noted  in  from  eight  to  ten  hours  this  dose 
should  be  repeated  The  younger  the  child  the  more  suscept- 
ible it  is  to  the  poison  of  diphtheria,  and  the  more  vigorous 
should  be  the  treatment.  Heroic  doses,  repeated  heroically  if 
improvement  is  not  observed,  will  j-ield  marvellous  results.  R, 
C.  Hill  *  reports  12  cases  of  diphtheria.  Of  these  8  received 
injections  of  antitoxin  and  recovered,  while  4  who  did  not  re- 
ceive the  serum  treatment  died. 

Dyspeptic  Diarrhea. — This  common  affection  is  frequently 
neglected,  says  Langford  Symes,"  until  it  has  existed  for  a  long 
time  or  has  become  alarming.  It  may  be  produced  by  improper, 
excessive,  irregular,  or  unwholesome  feeding;  in  most  cases, 
also,  fermentative  changes  are  present  from  the  toxic  effects 
of  bacterial  organisms  which  abound  in  the  food.  A^iolent  irri- 
tation may  also  produce  it.  The  chief  symptoms  are  restless- 
ness, abdominal  pain,  frequent  stools  which  are  grass-green 
and  usually  contain  undigested  food  and  curdy  flakes  of  casein, 
thirst,  and  the  '"facies"  of  diarrhea.  There  may  also  be 
vomiting,  convulsions,  twitching  of  the  hands,  some  smell  from 
the  mouth,  and,  in  severe  cases,  collapse  with  a  depressed  fon- 
tanelle.  In  diagnosis  everj^  organ  should  be  examined  to  ex- 
clude other  affections,  and  we  should  never  forget  the  possibil- 
ity of  there  being  an  intussusception.  Its  duration  may  be 
from  a  few  hours  to  a  week  or  ten  days.  In  the  chronic  cases 
the  child  is  brought  only  after  months  of  diarrhea  and  ema- 
ciation. It  is  popularly  said  to  have  "consumption  of  the 
bowels.^'  It  is  sometimes  associated  with  chronic  wasting  dis- 
orders. These  cases  exhibit  a  different  and  more  miserable 
aspect.  They  become  emaciated,  have  frequent  stools,  are 
fretful,  have  edema,  or  even  general  anasarca,  and  pains  of  a 
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griping,  colicky  nature,  witli  flatulence.  All  the  symptoms 
designated  ' '  spurious  hydrocephalus  "  may  be  present  before 
death.  Coexistence  of  disease  renders  recovery  doubtful. 
The  older  the  child  the  better  the  chance.  Edema  signifies 
a  severe  case. 

The  author  also  discusses  infective  diarrhea.  The  complaint 
sometimes  rages  as  an  epidemic,  but  is  usually  caused  by  in- 
fected milk.  It  practically  never  occurs  in  breast-fed  children. 
The  symptoms  are  collapse  and  stupor,  sudden  vomiting,  purg- 
ing, thirst,  rapid  wasting,  and  albuminuria.  These  patients 
almost  invariabh'  die. 

Empyema. — T.  F.  Prewitt '"  writes  that  in  any  case  of  effu- 
sion into  the  chest,  whether  serum  or  pus,  an  early  evacuation 
of  fluid  should  be  practised.  If  it  be  serum  a  single  aspiration 
will  usually  suffice.  To  wait  for  Xature  to  remove  the  large 
amount  of  fluid  we  often  meet  with,  is  to  tax  the  powers  of  the 
subject  needlessly  and  run  the  risk  of  streptococcus  infection. 
On  the  other  hand,  if  there  be  pus  from  the  onset,  or  as  the  re- 
sult of  later  infection,  aspiration  is  not  sufficient  and  never  cures 
empyema  (in  the  adult,  at  least).  It  requires  the  opening  of 
the  chest  and  thorough  drainage  to  secure  a  cure.  It  has  been 
said  that  in  young  children  empyema  is,  in  many  instances,  a 
pneumococcus  culture  solely,  while  that  of  adults  is  a  mixed  or 
streptococcus  infection.  A  few  of  this  class  have  come  under 
the  author's  care  in  which  cures  resulted  from  simple  aspira- 
tion. In  opening  the  chest  the  author  invariably  makes  a 
counter-opening  posteriorly  and  resects  a  rib  there  as  well. 

Gavage.— John  W.  Bartol  "  writes  that  the  infant,  like  the 
adult,  often  has  in  its  morbid  conditions  of  body  and  mind  a 
certain  distaste  for  nourishment  of  any  kind,  but,  unlike  the 
adult,  is  not  able  to  call  to  its  aid  the  power  of  will  so  often 
essential  for  the  obedient  execution  of  the  physician's  directions. 
It  is  obviously  our  duty  to  feed  these  patients  against  the  will. 
In  another  class  of  cases  there  is  a  certain  type  of  obstinate 
vomiting,  the  children  taking  food  readih^  enough,  but  being 
unable  to  retain  it  even  in  small  quantities  It  will  often  be 
found  in  these  cases  that  the  reflex  vomiting  is  much  less  liable 
to  be  excited  by  the  passage  of  the  tube  than  by  the  food  itself 
taken  in  the  natural  wa}^;  in  some  of  these  instances,  in  which 
there  is  a  prospect  of  steadily  advancing  failure,  the  trouble 
may  be  tided  over  until  a  slight  gain  in  tone  enables  the  patients 
to  resume  their  normal  habit. 

Lateral  Curvature. — In  discussing  the  prevention  of  this 
disorder  Henric  Sparre  '^  states  that  the  nervous  diseases  which 
are  the  causes  of  lateral  curvature  are  infantile  paralysis,  spinal 
meningitis,  and  spinal  irritation.  At  the  first  indication  of 
checked  growth  in  the  leg  as  a  result  of  one  of  these  disorders, 
an  even  sole  (not  wedge-shaped)  should  be  placed  under  the 
shoe  to  prevent  tilting  of  the  pelvis.  The  thickness  should  be 
in  proportion  to  the  disparity;  a  difference  of  three  thirty-seconds 
of  an  inch  should  not  be  allowed.  By  pressing  with  the  thumb 
on  each  side  of  the  spinous  processes  in  the  angles  formed  with 
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the  transverse  processes,  the  venous  blood  from  both  dorsal 
veins  may  be  prevented  from  entering  the  ring.  The  flow  in 
the  longitudinal  veins  continues,  but  the  circle  will  soon  contain 
less  blood  and  considerable  suction  will  ensue.  Hence  the  ve- 
nous circulation  will  be  hastened  and  the  influx  of  arterial  blood 
will  be  increased.  This  pressure  should  be  continued  systema- 
ticall}"  for  about  ten  seconds,  between  each  pair  of  vertebrae. 
In  the  majorit}^  of  cases  the  blood  is  impoverished,  the  body  in- 
sufficiently nourished,  and  increased  assimilation  is  demanded. 
This  is  accomplished  by  methodic  manual  pressure  and  manip- 
ulation of  the  abdomen.  The  following  precautionary  mea- 
sures will  prevent  paralysis.  The  operator,  while  sitting,  should 
take  the  affected  foot  of  the  reclining  patient  and  hold  the 
ankle  lightly  with  his  left  hand,  grasp  the  foot  with  his  right 
hand  and  bend  it  upward  in  the  direction  of  the  extensors.  In 
the  meantime  the  patient  should  resist  this  movement  as  strongly 
as  possible.  This  should  be  continued  until  the  patient's  power 
is  exhausted.  Then  direct  the  patient  to  contract  the  extensors^ 
while  the  operator  resists  this  movement  nearly  as  strongly  as 
the  patient  can  easily  overcome  it,  by  pressing  his  hand  above 
the  foot;  the  resistance  should  be  in  the  direction  of  a  tangent, 
the  patient  being  considered  as  the  radius.  Immediately  after, 
the  outflow  of  venous  blood  from  the  extensors  should  be  pro- 
moted by  rubbing  them  upward  with  the  fingers  of  one  hand, 
this  being  followed  by  massage. 

Malignant  Tumors  of  Infancy,  Childhood,  and  Youth. — 
W.  Roger  Williams  "  presents  a  very  exhaustive  article  upon 
this  subject.  He  thinks  that,  notwithstanding  the  large  num- 
ber of  instances  lately  recorded  of  malignant  disease  in  early 
life,  it  will  be  gathered  from  the  following  data  that  fewer 
cases  originate  during  infancy  and  childhood  than  at  later 
periods  of  life.  Of  941  cases  of  malignant  neoplasms  under 
the  author's  own  observation,  only  25  (2.6  per  cent)  commenced 
under  the  age  of  20  years.  Of  these,  8  started  in  the  first  quin- 
quenniad,  2  in  the  second,  6  in  the  third,  and  s  in  the  fourth. 
The  subject  is  further  illustrated  by  the  following  tables  from 
the  Register-General's  report  of  1886,  which  shows  a  lower  pro- 
portion of  cases  at  early  periods  (1.15  per  cent)  under  20  years 
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During  the  last  decennium  the  mortality  due  to  malignant 
disease  in  early  life  showed  a  decided  increase  for  the  first 
time.  This  is  illustrated  by  the  following  table  from  the  Regis- 
ter-General's recently  issued  decennial  supplement: 

Table  II. — Number  of  Deaths  from  Malignant  Disease  in   Early 
Life  per  Million  Persons  Living  at  Each  Age  Period. 
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The  author  has  been  impressed  with  the  large  number  of 
neoplasms  that  obviously  arise  in  connection  with  embrj'onic 
developmental  aberrations.  He  has  found  that  the  proportion 
•of  cases  in  which  a  history  of  heredity  is  recorded  is  consider- 
abl}'  smaller  than  in  the  corresponding  neoplasms  of  adult  life. 
The  newl3"-born  infants  of  mothers  themselves  the  subject  of 
malignant  diseases  are  hardly  ever  thus  affected.  Nearly  all 
malignant  tumors  of  early  life  are  of  a  sarcomatous  nature  ; 
true  cancers  at  this  period  are  exceedinglj^  rare.  Of  the  au- 
thor's 9-41  neoplasms,  80G  were  cancerous  and  loG  sarcomatinis  ; 
in  only  one  of  the  former  did  the  disease  begin  under  the  age  of 
20  years,  whereas  the  latter  furnished  24  cases.  The  localiza- 
tion of  the  disease  depends  largely  upon  the  age  at  the  onset. 
In  early  life  the  uterus  and  breasts  are  hardly  ever  attacked. 
The  chief  feature  of  the  neoplastic  pathology  of  the  vagina  in 
early  life  is  the  great  relative  frequency  with  which  multiple 
polypoid  sarcomata  arise  from  its  mucosa.  They  are  fre- 
■quently  congenital,  and  a  considerable  portion  of  them  contain 
striped  muscular  fibres.  A  large  proportion  of  the  malignant 
neoplasms  of  the  ovary,  which  are  rare,  occur  in  infants  and 
■children.  They  are  almost  invariably  sarcomatous,  and  both 
ovaries  are  often  affected.  The  malignant  growths  of  the, tes- 
tis, especially  those  of  early  life,  are  remarkable  for  their  great 
frequency  ;  heterotopic  structures,  such  as  cartilage,  striped  and 
unstriped  muscle  and  epithelial  elements,  often  ciliated,  are 
found  in  these  growths.  In  no  part  of  the  body  in  infancy  do 
malignant  neoplasms  originate  so  frequently  as  in  the  e3^e  ; 
nearly  all  tumors  of  this  kind  aregliomata,  but  sarcomata  of  the 
uveal  tract,  both  pigmented  and  unpigmented,  are  now  and 
then  met  with.  In  addition,  a  number  of  malignant  neoplasms 
arise  in  the  orbit  independent  of  the  eyeball.  Next  to  the  eye 
i;he  kidney  is  the  locality  in  infants  whence  malignant  growths 
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•most  often  originate.  Thej^  are  invariably  sarcomata,  and  are 
frequently  bilateral,  multiple  ab  initio,  and  congenital,  but 
most  cases  are  first  noticed  during  early  infancy.  Although 
malignant  disease  so  rarely  originates  in  the  suprarenals,  yet 
of  36  cases  of  which  the  author  has  records  one  third  belong  to 
the  period  of  infancy  and  childhood  ;  they  are  occasionally  met 
with  at  birth,  and  may  be  bilateral.  Sarcomatous  growths  in 
the  bladder  are  occasionally  noted  in  early  life.  Of  9G  cases 
of  primary  malignant  neoplasms  tabulated  by  Engelback,  10 
per  cent  originated  in  early  life,  all  of  them  being  sarcomata. 
Cancer  of  the  epidermoidal  type  has  been  reported  by  a  few 
observers  ;  the  author  considers  the  morphological  diagnosis  of 
such  cases  as  still  in  limine.  In  early  life  malignant  disease 
of  any  part  of  the  gastro-intestinal  tract  is  of  the  greatest 
rarity ;  the  intestine  is  more  often  attacked  than  the  stomach  ; 
the  rectum,  however,  is  remarkable  for  the  large  number  of 
malignant  neoplasms  that  arise  from  it  in  early  life.  The  liver 
has  iDeen  invaded  in  a  considerable  number  of  cases,  the  pan- 
creas very  rarely.  The  spleen  seems  to  possess  immunity  from 
malignant  disease,  as  do.  though  to  a  lesser  degree,  the  lymph 
glands.  Multiple  jjapillomata  of  the  larynx  are  very  common 
in  j^oung  infants,  and  the}^  occasionally  manifest  malignant 
properties  ;  they  are  often  congenital.  Sarcoma  and  "cancer  " 
of  the  lung  and  pleura  have  been  reported.  Malignant  disease 
of  the  skin  has  been  recorded  in  a  considerable  number  of  cases 
in  early  infancy.  Of  31  primary  malignant  intracranial  tu- 
mors, in  t'  the  patients  were  under  20  years  of  age.  Very  few 
cases  are  met  with  in  the  ear.  A  considerable  number  of  cases 
of  malignant  disease  of  the  superior  and  inferior  maxilla  arise 
in  early  life,  most  of  them  being  myeloid  sarcomata.  The  skele- 
tal bones  are  rarely  the  seat  of  malignant  tumors  until  the  third 
quinquenniad,  when  a  large  number  of  cases  occur. 

Rachitis,  A  Study  of  the  Blood  in. — J.  Lovett  Morse  "  feels 
justified  in  drawing  the  following  conclusions  from  results  ob- 
tained in  20  cases  of  his  own,  together  with  those  obtained  by 
other  observers.  Most  cases  of  rickets  are  accompanied  by  ane- 
mia. This  anemia  may  be  of  any  form  or  of  any  grade  of 
severity.  The  severity  of  the  anemia  varies,  in  a  general  way, 
with  the  severit}^  of  the  process.  The  most  common  form  is 
that  in  which  the  number  of  red  blood  corpuscles  is  normal,  or 
nearly  so,  and  the  percentage  of  hemoglobin  is  both  relatively 
and  absolutely  diminished.  The  anemia  may  or  may  not  be 
accompanied  by  leucocj^tosis.  Leucocytosis  occurs  more  fre- 
quently in  the  cases  with  splenic  tumor  than  in  those  without. 
It  may  be  due  to  an  increase  in  any  or  all  of  the  varieties  of 
white  corpuscles.  The  specific  gravitj'-  varies  with  the  amount 
of  hemoglobin.  Finally,  there  is  no  form  of  anemia  found  in 
rachitis  which  may  not  be  found  in  any  other  condition,  and 
no  form  of  anemia  found  in  other  conditions  which  may  not  be 
found  in  rachitis. 

Retronasal  Adenoids. — James  J.  Concannon^  favors  the 
removal  of  these  growths  without  anesthesia.     The  rapid  ope- 
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ration,  in  a  conscious  patient,  renders  necessary  an  instrument 
that  can  be  properly  applied  to  the  anterior  part  of  the  pharyn- 
geal vault  close  to  or  even  slightly  projecting  into  the  nares,  so 
as  to  grasp  without  displacing  the  adenoid  mass  and  sever  it  at 
one  cut,  without  injury  to  the  bones.  Eustachian  tubes,  pha- 
rynx, soft  palate,  or  uvula  The  author  has  devised  an  instru- 
ment which  seems  to  meet  these  requirements. 

Spinal  Caries,  Early  Diagnosis  of. — In  an  article  upon  this 
subject  Noble  Smith  "  states  that,  with  regai-d  to  angular  cur- 
vature, tuberculosis  is  undoubtedly  the  chief  constitutional 
disturbance  which  gives  rise  to  the  affection,  whereas  in  the 
case  of  lateral  curvature  opinions  differ  considerably  as  to  the 
etiology.  Many  believe  that  lateral  curvature  is  due  chiefly  or 
entirely  to  weakness  of  the  muscles  of  the  back.  This  view 
will  not  bear  the  test  of  practical  experience,  and  it  is  probably 
true  that  the  muscles  are  only  weak  coexistently  with  the 
weakness  of  other  tissues  of  the  body.  However,  as  a  rule,  it 
is  among  the  weakly  children,  and  especially  those  who  have 
a  family  history  of  tuberculosis,  and  in  whom  we  might  natu- 
rally expect  to  meet  with  caries,  that  we  also  find  weakness  of 
the  back  leading  to  lateral  curvature,  and  therefore  the  con- 
stitutional condition  of  the  patient  will  be  no  safe  guide  in 
forming  our  diagnosis.  On  the  other  hand,  should  there  be 
no  sign  of  tuberculosis,  and  should  the  patient  be  robust  and 
apparently  healthy  and  yet  give  signs  of  giving  way  of  the 
spine  in  its  posterior  or  lateral  aspect,  we  shall  yet  not  be  jus- 
tified in  excluding  caries  as  a  possible  condition. 

Stenosis  of  the  External  Auditory  Meatus  after  Opera- 
tions for  Middle-ear  Disease. — A.  G.  Miller  "  writes  that  in 
many  of  the  earlier  cases  in  which  he  had  to  operate  for  septic 
middle-ear  disease  and  its  complications,  he  noticed  that  after 
free  drainage  had  been  established  from  the  wounds  behind 
the  ear  there  was  a  tendency  to  contraction  of  the  meatus.  To 
prevent  this  he  ties  in  a  tube  made  of  flexible  metal  bent  to  the 
normal  curve  of  the  canal. 

Umbilical  Hernia. — Knauer'' reports  an  operation  for  um- 
bilical hernia  in  a  baby  ten  hours  after  birth.  The  hernia  was 
ten  centimetres  high,  five  centimetres  wide,  and  contained  be- 
sides the  appendix  coils  of  large  and  small  intestines,  which  in 
part  were  adherent  to  each  other.  The  sac  was  opened,  and, 
after  separating  the  adhesions,  its  contents  were  replaced  in 
the  abdominal  cavity.  Three  stages  of  sutures  completed  the 
operation,  which  effected  a  complete  cure. 
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The  importance  of  pelvimetry  is  unfortunately  not  as  much 
appreciated  in  this  country  as  it  should  be;  many  physicians  of 
years^  experience  do  not  as  much  as  possess  a  pelvimeter,  and 
when  a  difficult  case  of  labor  comes  to  them,  which  they  finally 
have  to  terminate  by  forceps  or  version,  they  are  content  to  do 
the  operation  and  entirely  disregard  the  condition  of  the  pelvis, 
which,  to  say  the  least,  may  be  of  interest  from  an  etiological 
standpoint. 

While  this  state  of  afPairs  does  not  prevail  in  most  of  our 
larger  obstetrical  clinics,  yet  there  is  by  no  means  as  much 
importance  attached  to  pelvimetry  as  there  should  be ;  for 
reports  of  these  clinics  show  that  it  is  their  custom  to  measure 
only  the  operative  cases,  and  to  take  no  account  of  the  con- 
dition of  the  pelvis  in  normal  labors  and  premature  births,  and 
we  see  in  these  reports  pelves  spoken  of  as  "contracted"  or 
10 
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"  contracted  antero- posteriorly,"  without  any  mention  as  to  the 
variety  or  degree  of  deformity. 

This  being  the  state  of  affairs,  it  is  hardly  surprising  that  the 
opinion  as  to  the  extreme  rarity  of  contracted  pelves  in  this 
country,  and  particularly  among  native-born  women,  is  so 
prevalent.  In  looking  over  the  subject  it  is  impossible,  with 
one  or  two  exceptions,  to  find  any  valuable  statistics  on  the 
occurrence  of  contracted  pelves  in  this  country.  Many  authors 
may  be  found  who  say  that  contracted  pelves  are  rare,  or  who 
in  a  very  large  practice  of  years  have  met  with  only  a  few 
cases,  but  almost  no  one  has  done  any  systematic  work  on  the 
subject,  and  it  is,  therefore,  extremely  difficult  to  find  accurate 
measurements  based  upon  any  great  number  of  cases. 

At  the  meeting  of  the  Medical  and  Chirurgical  Faculty  of 
Maryland,  held  in  Baltimore  during  May  of  1896,  Dr.  J.  Whit- 
ridge  Williams"  read  a  paper  on  contracted  pelves,  with 
special  reference  to  their  frequency  in  Baltimore,  and  published 
the  result  of  the  routine  measurement  of  100  consecutive  cases. 
In  this  number  of  cases  there  were  15  which  presented  more  or 
less  marked  degrees  of  contraction;  and  while  he  laid  particular 
emphasis  on  the  fact  that  no  general  conclusions  could  be  drawn 
from  so  small  a  number  of  cases,  he  was  of  the  opinion  that  the 
only  reason  that  more  contracted  pelves  were  not  found  was 
because  they  were  not  looked  for,  and  that  if  routine  pelvimetry 
were  more  carefully  practised  in  other  parts  of  the  country  it 
would  be  found  that  the  condition  was  by  no  means  so  rare  as 
is  generally  supposed. 

In  the  obstetrical  clinic  of  the  Johns  Hopkins  Hospital 
during  the  last  year  we  have  continued  the  work  outlined  by 
Dr.  Williams,  and  have  been  able  to  add  250  more  cases  to  the 
100  already  reported  by  him.  And  while  our  percentage  is  not 
so  high  in  our  350  cases  as  it  was  in  the  first  100,  yet  it  is  very 
much  higher  than  that  given  by  any  other  observer  in  this 
country,  and  does  not  fall  so  far  below  the  figures  given  by 
some  of  the  large  German  and  French  clinics. 

We  propose  to  report  the  results  of  our  investigations  from 
time  to  time,  and  hope  before  very  long  to  have  a  large  enough 
number  of  cases  to  give  us  definite  ideas  as  to  the  different 
forms  of  contracted  pelvis  seen  and  the  frequency  of  their 
occurrence  in  Baltimore. 

Before  going  into  our  own  work  on  the  subject  it  would  be 
well  to  look  into  the  work  done  by  others,  in  this  country  and 
in  other  parts  of  the  world. 
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In  a  paper  upon  the  frequency  of  contracted  pelves  it  is 
hardly  proper  to  go  into  the  history  and  development  of  the 
subject.  Suffice  it  to  say  that  since  the  work  of  Baudelocque* 
in  France,  and  Stein,"  Michaelis/'  and  Litzmann'  in  Germany, 
the  study  of  pelvic  deformity  has  been  taken  up  to  a  greater  or 
less  extent  all  over  the  world,  and  the  percentages  of  the  fre- 
quency of  its  occurrence  given  by  different  authors  vary  greatly. 
Dr.  Williams,  in  his  paper  last  year,  quoted  the  results  of  the 
various  German  clinics  as  seen  by  the  work  of  Leopold,*  Wei- 
denmiiller/'  Fischl,'  Miiller,'*  Litzmann,"  Michaelis,"  Gonner,' 
and  others,  which  show  a  percentage  ranging  from  8  to  24.  In 
France,  Pinard  reports  107  contracted  pelves  in  2,000  cases,  or 
5  per  cent.  And  in  this  country,  according  to  the  opinion  of 
Lusk''  and  Reynolds,"  the  percentage  is  very  low;  Reynolds 
placing  it  at  1.7  per  cent  by  actual  count,  but  saying  that  he 
thinks  that  this  percentage  would  probably  reach  G.  8  per  cent 
had  all  of  his  cases  been  measured. 

This,   then,    was  the  general  opinion   at    the  time   of   Dr. 
Williams'  paper.     During  the  last  year  we  have  been  able  to- 
find  reports  of  a  number  of  observers,  and  a  short  resume  of 
their  work  will  not  be  out  of  place. 

The  most  general  article  on  the  subject  is  the  report  of  the 
International  Gynecological  Congress "  which  met  in  Geneva 
during  the  summer  of  189G.  Here  we  have  statistics  from  the 
principal  clinics  in  all  parts  of  the  world;  and  it  will  be  seen 
that  while  the  figures  as  a  rule  run  quite  high,  there  is  still  a 
marked  difference  of  opinion.  F.  Barnes,^  of  Loudon,  finds  in 
38,065  cases,  which  were  all  measured  by  the  same  methods  of 
pelvimetry,  195  contracted  cases,  or  0.5  per  cent.  Fochier,'  in 
France,  for  Lyons  and  the  surrounding  countries,  finds  21.11 
per  cent.  Kufferath,"  for  Belgium,  mentions  no  figures,  but,  as 
he  reports  a  great  number  of  contracted  cases,  deformed  pelves 
cannot  be  a  rarity  in  that  country.  Pestalozza,*  of  Florence, 
reporting  for  Italy,  finds  in  7,962  pregnancies  18.13  per  cent 
which  present  a  greater  or  less  degree  of  pelvic  contraction,  as 
indicated  both  by  pelvimetry  and  the  course  of  labor.  Pawlik,* 
of  Prague,  for  Austria  and  Hungary,  in  29,615  cases  finds  7.08 
per  cent  presenting  contraction.  Treub,*  of  Amsterdam,  for 
Holland,  finds  3.51  per  cent.  Dohrn,°of  Konigsberg,  for  Ger- 
many, puts  the  percentage  at  12.18,  which  he  says  would  prob- 
ably rise  to  20  with  routine  and  accurate  pelvimetry. 

Pinard, '°  in  his  report  of  the  symphyseotomies  done  during 
the  last  year  in  the   Baudelocque   Clinic  in   Paris,  says  that. 
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during  that  time  he  has  noted  95  contracted  pelves;  he  gives  no 
percentage,  but  as  he  has  a  clinic  of  about  2,000  cases  a  year  it 
would  fall  a  trifle  below  5  per  cent. 

An  excellent  statistical  report  has  recently  been  made  by 
Knapp,'  in  Prague.  He  bases  his  conclusions  upon  4,289  cases 
occurring  in  his  clinic  between  the  years  1891  and  1895.  In 
this  number  he  finds  2.14  per  cent  contracted  pelves,  and  argues 
from  it  that  contracted  pelves  are  rarer  in  Bohemia  than  in  the 
neighboring  countries.  His  work  is  excellent  and  includes 
some  very  good  tables,  the  scheme  of  which  has  been  followed 
in  preparing  the  tables  for  this  report. 

Turning  to  the  work  done  in  this  country  during  the  last 
year,  we  find  that  the  general  opinion  as  to  the  extreme  rarity 
of  pelvic  deformity  among  our  women  is  about  as  it  was  at  the 
time  of  Dr.  Williams'  report.     Lusk,'^  in  the  last  edition  of  his 
text  book,  makes  the  statement  that  pelvic  deformity  is  very 
rare  among  native-born  women,  but  he  is  fully  aware  of  the 
fact  that  it  is  frequently  overlooked,  as  is  shown  by  the  follow- 
ing statement :    "  It  is  impossible  to  study  the  cases  of  vesico- 
vaginal fistula  reported  by  Dr.  T.  A.  Emmet  without  arriv- 
ing at  the  conclusion  that  the  existence  of  contracted  pelves  is 
frequently  overlooked.     Certainly  the  immunity  of  American 
women  is  by  no  means  so  absolute  as  to  justify  the  neglect  into 
which  the  study  of  pelvic  deformity  has  so  generally  fallen.'' 
This  statement  of  Lusk  is  certainly  in  accordance  with  the 
views  that  we  expect  to  bring  out  in  this  report;  but  since  the 
writing  of  his  book  he  has  not  changed  his  original  opinion,  for 
at  the  Congress  in  Geneva  above  referred  to  he  still  believes  in 
the  rarity  of  contracted  pelves  in  this  country,  and  makes  the 
statement,  which  we  cannot  indorse,  that  rachitic  pelves  are 
almost  unknown  and  osteomalacia  is  not  seen. 

The  statistics  of  Reynolds,"  of  Boston,  which  are  based  upon 
2,227  cases  of  labor,  show  30  cases  of  contracted  pelves.  This 
would  put  his  percentage  at  1.6  for  American  women,  which  he 
says  would  probably  rise  to  6. 8  per  cent  if  the  minor  grades  of 
pelvic  deformity  were  included  by  routine  pelvimetry.  His 
statistics  fail  to  prove  anything  definite;  for  in  only  100  cases  of 
this  series  was  routine  pelvimetry  practised,  and  in  this  number 
be  found  5  contracted  cases,  or  one-sixth  of  the  total  number 
(30)  found  in  2,227,  which,  I  think,  goes  to  prove  that  in  the 
remaining  2,127  cases,  in  which  he  admits  that  only  the  ope- 
rative cases  were  measured,  many  minor  grades  of  contraction 
were  overlooked. 


I 
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Dr.  Reynolds  is  of  the  opinion  that  the  difference  between  his 
figures  and  those  of  Dr.  Wilhams  (15  per  cent)  is  due  to  the 
fact  that  Dr.  Williams  has  included  in  his  count  the  negro  race 
as  American-born  women.  This  is  to  a  certain  extent  true,  as 
our  figures  will  show,  but  I  do  not  see  how  we  can  avoid  in- 
cluding them  in  that  category.  At  any  rate,  in  the  Southern 
States  they  form  a  very  large  part  of  our  population,  and,  when 
pregnant,  a  very  important  part  of  our  clinical  material,  and 
thus,  I  think,  should  be  included. 

In  Philadelphia,  Norris,'"  in  his  report  of  the  year's  work  at 
the  Preston  Retreat,  states  that  he  finds  8  cases  of  minor  de- 
grees of  pelvic  contraction  in  245  pregnant  women;  but  as  he 
makes  no  mention  of  routine  pelvimetry,  nor  says  anything  as 
to  the  varieties  of  pelvic  deformity  found  in  his  8  cases,  simply 
calling  them  "  contracted  pelves,''  we  cannot  consider  his  sta- 
tistics as  being  either  reliable  or  scientific. 

Harris,*  in  an  article  on  pelvimetry,  says,  as  regards  the  fre- 
quency of  contracted  pelves,  that  there  are  probably  4  or  5 
cases  in  every  thousand  which  will  require  operative  interfer- 
ence; while  Hirst,  ^  on  the  other  hand,  is  of  the  opinion  that 
contracted  pelves  are  much  more  frequent  than  is  generally 
supposed,  for  in  an  article  on  the  inclination  of  the  pelvis  he 
says:  "It  has  been  repeatedly  asserted  that  deformed  pelves 
are  rare  in  this  country,  but  this  assertion  as  regards  our  large 
cities  is  refuted  by  my  own  experience  and  by  that  of  any  one 
who  takes  the  trouble  to  observe  the  pelves  of  his  pregnant  and 
parturient  patients." 

It  is  thus  seen,  excepting  the  work  of  Reynolds,  that  the 
opinions  of  most  observers  have  been  based  upon  general  con- 
clusions rather  than  on  any  systematic  work,  and  we  do  not 
doubt  that  if  the  German  and  French  authorities  reported  only 
the  cases  which  had  to  be  terminated  by  operative  measures, 
their  percentages  would  likewise  be  small.  In  view  of  this 
fact,  and  in  order  to  get  a  more  definite  idea  of  our  individual 
cases,  we  have  made  pelvimetry  a  part  of  the  examination 
of  every  pregnant  woman  applying  for  treatment  in  the  obstet- 
rical service  of  the  Johns  Hopkins  Hospital.  The  results  of 
the  first  100  cases  were  published  by  Dr.  Williams  last  year, 
and  since  that  time  we  have  studied  250  more  cases,  making 
350  in  all. 

While  we  are  perfectly  aware  that  we  can  draw  no  definite 
conclusions  from  so  small  a  number  of  cases,  yet  we  consider 
that  the  routine  measuring  of  all  cases,  be  they  either  normal  or 
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abnormal,  is  the  only  way  to  approach  a  correct  solution  of  the 
problem,  and  we  hope  before  many  years  to  get  at  a  definite 
understanding  as  to  the  frequency  of  contracted  pelves,  at 
least  in  Baltimore. 

Litzmann  '°  considered  as  contracted  all  flat  pelves  which 
have  a  conjugata  vera  of  9  centimetres  or  less,  and  all  gene- 
rally contracted  pelves  falling  below  9.5  centimetres.  These 
limits  are  adhered  to  by  most  observers;  however,  in  an  obstet- 
rical examination,  it  being  neither  practical  nor  easy  to  accu- 
rately measure  the  true  conjugate,  we  have  taken  the  oblique 
conjugate  as  our  standard  and  placed  the  limit  at  11  centime- 
tres for  flat  pelves  and  11.5  for  generally  contracted  cases. 
In  one  or  two  cases  in  our  series  we  have  not  conformed  strictly 
to  these  limits,  but  these  cases  were  both  exceedingly  difficult 
ones  and  only  terminated  by  operative  means  at  the  expense 
of  the  child's  life. 

In  the  350  cases  which  I  am  about  to  report  we  found  40 
pelves  which,  under  the  limits  above  mentioned,  can  be  desig- 
nated as  contracted,  thus  giving  a  percentage  of  11.45,  which, 
while  not  as  high  as  the  percentage  (15)  in  the  first  100  cases, 
is  very  much  higher  than  any  figures  given  by  other  American 
observers,  and  in  itself  serves  to  prove  that  contracted  pelves 
are  much  more  common  than  is  generally  supposed. 

Comparing  this  percentage  with  the  results  of  other  ob- 
servers, we  see  that  it  comes  closest  to  the  figure  given  by 
Dohrn,'  of  Germany,  which  is  12.18  per  cent.  This  fact  might 
lead  one  to  suppose  that  our  high  percentage  is  due  to  our 
German  population;  but  I  might  here  say  in  advance  that  only 
3  of  our  40  contracted  cases  occurred  in  foreign-born  women, 
and  only  1  of  these  was  a  German -born  patient. 

With  reference  to  the  different  forms  of  contracted  pelves 
with  which  we  have  met  in  our  40  cases,  we  may  divide  them 
as  follows:  generally  contracted  pelves,  14;  simple  flat  pelves, 
9;  flat  rachitic  pelves,  14;  irregular  forms  of  pelvic  deformity, 
3.  The  first  three  divisions  require  no  explanation,  but  under 
the  irregular  forms  of  pelvic  deformity  I  have  classified: 

One  transversely  contracted  pelvis  conforming  to  the  male 
type. 

One  obliciuely  contracted  pelvis  due  to  old  coxalgia  of  the 
left  hip. 

One  osteomalacic  pelvis. 

The  following  table  will  show  the  percentage  of  each  of  these 
varieties  to  the  whole  number  and  to  the  number  of  contracted 
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pelves;  and  will  also  show  that  generally  contracted  and  flat 

rachitic  pelves  are    the    most    frequent    forms    met  with  in 

Baltimore : 

Table  I. 


Pelvis. 

Number  in  350. 

Per  cent  of  350. 

Per  cent  of  40. 

Generally  contracted 

14 
9 

14 
3 

4.0  fo 

2.6  % 

4.0  % 

.85^ 

35.0^ 

Simple  flat 

23.5^ 

Flat  rachitic 

35.0^ 

Irregular  forms 

IM 

Total     

40 

11.45.^ 

100.0^ 

The  population  of  Baltimore  is  by  no  means  so  rich  in  the 
foreign  element  as  some  of  our  Northern  cities,  as  New  York 
and  Boston,  and,  while  we  have  a  fair  number  of  Germans, 
Poles,  and  Bohemians,  the  population  consists  mainly  of 
American-born  women  and  negroes. 

Dr.  Reynolds,  as  said  above,  thinks  that  the  marked  differ- 
ence between  his  figures  and  those  of  Dr.  Williams  is  due  to 
the  fact  that  the  latter  has  included  the  negro  in  the  category 
of  American-born  women.  As  our  figures  will  show,  this  is 
true  to  a  certain  extent;  but  the  negro,  to  my  mind,  is  certainly 
an  "  American-born  woman,"  and  we  now  have  to  consider  her 
so  in  the  legal  sense  of  the  term;  at  any  rate  their  large  num- 
ber in  the  Southern  States,  not  to  mention  the  fact  of  their 
being  exceedingly  prolific,  makes  it  necessary  and  important 
for  us  to  consider  them  in  making  a  statistical  report. 

The  following  table  will  show  the  Americans,  negroes,  and 
foreign-born  patients  in  separate  columns  ;  and  it  will  be  seen 
that  the  percentage  of  pelvic  contraction  is  largely  increased 
by  the  negroes,  and  also  that  this  increase  is  to  a  great  extent 
due  to  the  prevalence  of  rachitis  among  that  class  of  patients: 

Table  II. 


Race. 

Number 
of  cases. 

Generally 
contract. 

Simple 
flat. 

Flat 
rachitic. 

American 

165 

4 

6 

1 

Negro 

181 

9 

3 

12 

Foreign  . . 

54 

1 

0 

1 

Irregular 
forms. 


Coxalgia      1 
2 
Osteomalacia ' 


1 
Male. 


Total. 


13 

24 
3 


Per  cent 
of  race. 


7.74^ 

18.32^ 
5  55^ 


The  well-known  fact  that  not  all  pelves  which  are  diagnosed 
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as  contracted  before  labor  will  necessitate  instrumental  deliv- 
ery, is  a  very  important  one  in  considering  a  series  of  contracted 
pelves.  Michaelis  and  Litzmann,  under  their  limit  of  con- 
traction, placed  the  number  of  spontaneous  births  at  about  75 
per  cent.  In  our  series  of  cases  we  have  failed  to  note  as  high 
a  percentage  as  this,  chiefly  because  we  have  adopted  the  con- 
servative plan  of  resorting  to  manual  or  instrumental  inter- 
ference when  the  patient  has  been  in  the  second  stage  of  labor 
for  two  hours  without  advance  of  the  presenting  part,  unless 
this  interference  is  contraindicated  either  by  the  surroundings 
or  any  feature  in  the  case. 

In  the  next  table  it  will  be  seen  that  a  number  of  our  cases, 
possibly  one-fourth,  did  not  come  back  to  the  hospital  for  treat- 
ment when  in  labor.  As  the  preliminary  examination  of  all  of 
these  cases  showed  well-marked  pelvic  deformity,  and  they  were 
thoroughly  instructed  in  the  method  of  sending  to  the  hospital 
for  aid  when  in  labor,  I  think  it  onl}"  proper  to  classify  them  as 
contracted  cases  which  were  delivered  spontaneously.  It  will 
be  thus  seen  that  19  of  our  cases  were  delivered  spontaneously 
and  21  required  operative  interference. 

Table  III. 


Pelvis. 

Instrument. 

Spontan. 

Macerated. 

Not  treated. 

Total. 

Generally  contracted. 
Simple  flat 

8 
4 
7 
2 

2 
2 
2 
0 

1 
0 
3 
0 

3 
3 
2 
1 

14 
9 

Flat  rachitic, 

14 

Irregular  forms 

3 

Total 

21 

6 

4 

9 

40 

I  think  that  this  table  is  particularly  important  in  proving 
the  statement  that  the  only  way  to  obtain  accurate  results  is 
by  routine  pelvimetry;  for  had  only  the  operative  cases  been 
measured  in  our  series  our  percentage  would  have  been  6 
instead  of  11.45,  and  by  referring  to  the  tables  at  the  end  of 
the  article  it  will  be  seen  that  many  of  the  cases  which  were 
delivered  either  spontaneously  or  of  macerated  premature  chil- 
dren presented  even  a  greater  degree  of  contraction  than  some 
of  the  most  difficult  operative  ones. 

In  an  article  on  the  frequency  of  contracted  pelves  it  is 
scarcely  proper  to  go  into  the  various  methods  of  diagnosis  of 
the  different  varieties,  the  effect  on  the  mechanism  of  labor, 
mortality  to  mother  and  child,  and  the  methods  of  treatment 
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which  we  have  noted  in  these  cases,  and  we  can  only  refer  the 
reader  to  the  complete  statistical  tables  which  follow. 

The  conclusions  we  can  draw  from  this  rather  dry  statistical 
report  are  that  we  have  found  a  much  higher  percentage  in  our 
clinic  than  given  by  most  observers  in  this  country,  our  figures 
being  nearer  to  those  of  the  German  clinics  than  any  others. 
That  this  increase  may  be  due  to  the  fact  that  we  have  only  a 
comparatively  small  number  of  cases,  we  think  is  possible,  but 
consider  it  more  probable  that  it  is  because  we  have  made  it  a 
point  to  measure  every  case  that  has  come  under  our  observa- 
tion, whether  specially  indicated  or  not. 

The  question  of  the  negro  race  is  another  important  one,  for, 
rachitis  being  so  common  among  them,  they  are  bound  to  in- 
crease the  percentage  of  contracted  pelves  to  a  marked  extent. 
I  think,  in  the  South,  we  shall  have  to  consider  them  as  Ameri- 
can women ;  at  any  rate  they  give  us  a  large  number  of  most  • 
interesting  cases,  and  it  is  important  to  know  how  often  we 
may  expect  trouble  from  a  deformed  pelvis. 

In  advising  routine  pelvimetry,  and  pelvimetry  as  a  means  of 
diagnosticating  the  various  forms  of  pelvic  distortion,  we  wish 
it  clearly  understood  that  we  do  not  regard  the  knowledge 
obtained  thereby,  and  the  predictions  regarding  the  course  of 
labor,  as  mathematically  accurate  in  any  sense  of  the  term. 
On  the  other  hand,  we  think,  in  the  minor  degrees  of  contrac- 
tion, that  it  is  impossible  to  say,  in  a  given  case,  whether  or 
not  the  patient  will  require  operative  interference.  There  are 
certain  factors  in  every  case  which  come  into  the  question 
which  are  beyond  our  methods  of  examination,  such  as  the 
size  and  shape  of  the  fetal  head,  its  compressibility  and  power 
of  moulding,  the  character  of  labor  pains,  and  the  resistance 
offered  by  the  perineum  and  soft  parts  of  the  mother.  These 
are  points  concerning  which  we  cannot  come  to  a  positive  con- 
clusion before  the  patient  goes  into  labor,  and  points  which 
have  an  important  bearing  on  every  case  of  labor,  be  the  pelvis 
contracted  or  not.  But,  to  repeat,  we  think  that  the  importance 
of  routine  pelvimetry  cannot  be  overestimated,  in  that  it  will 
give  us  (a)  an  accurate  knowledge  as  to  the  occurrence  and 
frequency  of  the  various  forms  of  pelvic  deformity  ;  (b)  a 
better  understanding  of  our  cases  from  beginning  to  end;  and 
(c)  enable  us  to  offer  a  rational  and  sound  explanation  for  many 
of  the  obstetrical  operations  we  are  called  upon  to  perform. 

The  statistical  tables  which  follow  are  those  of  the  contracted 
cases  upon  which  this  paper  is  based. 
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Table  IV. — Generally  Contracted  Pelves. 


Name, 

obstetrical 

number, 

and  race. 


LC.,28, 
black. 


L.  J.,  48, 
black. 


B.  C,  96, 
black. 


L.  B.,  128, 
white. 


C.  H.,  161, 
white. 


M.,33 
(labor), 
white. 


Para  and 
age. 


P.  A.,  56 
(labor), 
Polish. 


Nullipara;  no 
miscar- 
riages; 20. 

Ilpara;  1  mis- 
carriage; 28. 


Primipara;  no 
miscar- 
riages; 19. 


Primipara;  no 
miscar- 
riages; 19. 


Nullipara;  no 
miscar- 
riages; 16. 


Nullipara;  no 
miscar- 
riages. 


Previous 

historj'  and 

labors. 


Walked  at  2 
years.    No  his- 
tory of  spine 
or  hip  disease. 

Walked  at  2 
years.    Labors 
always  very 
slow,  but  with- 
out instru- 
ments. 


Walked  at  usual 
age.    Labor 
very  difficult- 
instrumental. 
Bad  perineal 
tear. 

Walked  at  usual 
age.    Labor 
painful  but 
spontaneous. 
Delivered  by  a 
midwife. 

Walked  at  usual 
age. 


Not  taken.    Not 
registered  at 
dispensary. 


Pelvic 
measure- 
ments. 


Illpara;  ?  mis 
carriages. 


A.  J.,  197, 
black. 


E.  S.,188, 
black. 


Primipara;  no 
miscar- 
riages; 16. 


Illpara;  no 
miscar- 
riages; 28. 


Abdominal  ope- 
ration done  in 
Austria  about 
one  year  be- 
fore. Nothing 
further  could 
be  obtained. 


23.5,  26,  28.5, 
18.5, 11. 


20,  24, 29.5, 18, 
11. 


22,  25,  29, 16.5, 
11.5. 


25.  26,  31,  20, 
11.5. 


24,    26,    30.5, 
18,11.5. 


21,    22.5,    29, 
16.5,  ? 


Position. 


History  of  labor. 


L.  O.  I.  A.  Labor  spontaneous,  though 
second  stage  was  very 
slow. 

L.  O.  I.  P.  After  complete  dilatation 
of  OS  and  rupture  of 
membranes,  with  strong 
pains,  head  would  not 
enter  pelvis.  Delivery 
by  difficult  high-forceps 
operation,  occiput  pos- 
terior. 
Did  not  apply  for  treat- 
ment when  in  labor. 


R.  O.  1.  P. 


L.  O.  L  A. 


R.  O.  I.  P. 


22.5,  25,  28, 17, 
10.5. 


Learned  to  walk 
at  usual  age. 
No  history  of 
spine  or  hip 
disease. 


No  history  of 
difficult  labor. 


20.5,    22,    25, 
16.5,  9.5. 


22.5,     24,     29, 
18,  11.5. 


L.  O.  I.  A. 


Twins: 
L.  O.  I.  A. 


L.  S.  L  A. 


Labor  began  as  R.  O.  I.  P. 
Occiput  rotated  into 
hollow  of  sacrum.  De- 
livery by  forceps. 


First  stage  normal.  Head 
well  engaged,  but  did  not 
advance.  Delivery  by 
rather  difficult  forceps 
on  head,  at  about  level  of 
ischial  spines. 

After  complete  dilatation 
of  cervix  and  several 
hours  of  strong  second- 
stage  contractions,  ex- 
amination showed  uterus 
tetanically  contracted 
and  head  just  engaged, 
with  arrest  of  pains.  De- 
livery by  difficult  high- 
forceps  operation,  occi- 
put posterior. 

Uterus  found  to  be  tetani- 
cally contracted  and  of 
bullet-shape.  Fundus  at 
umbilicus.  Child  large. 
Arrest  of  labor  pains  and 
absence  of  fetal  heart. 
Per  vaginam,  L.  O.  I.  T. 
Head  in  pelvis.  Over- 
lapping of  cranial  bones. 
Extensive  caput  succe- 
daneura.  Physometra. 
Delivered  by  very  diffi- 
cult craniotomy  and  ex- 
traction with  blunt  hook. 

Did  not  apply  to  hospital 
for  treatment.  Labor 
difficult;  child  delivered 
by  craniotomy. 


First  child  L.  O.  I.  A.  De- 
livery by  easy  low-for- 
ceps operation. 

Second  child  L.  S.  I.  A. 
Delivery  by  expressio 
fetus  and  Prague  meth- 
od of  extracting  the 
after-fomine:  head. 
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Table  IV. — Generally  Contracted  Pelves. 


Duration 
of  labor. 


13  hours. 


15  hours  40 
minutes. 


Normal 


Normal 


10  hours  10 
minutes. 


1  hours. 


15  hours  20 
minutes. 


Sdays  (?). 


(?) 


14J  hours. 


Puerperium. 


Normal. 


Normal 


On  the  tenth  day  of  puer- 
perium patient's  tem- 
perature went  up  to 
103.4°,  pulse  140.  As 
there  were  no  symp 
toms  of  infection  and  a 
marked  diarrhea,  en- 
teritis was  diagnosed. 
The  next  day  tempera- 
ture 101°,  pulse  116,  and 
three  days  later  both 
normal. 

Died  on  second  day  from 
an  infection  with  bacil- 
lus aerogenes  capsula- 
tus. 


Sent  the  assistant  resident 
obstetrician  to  see  case 
at  the  time  when  she  was 
due,  and  found  that  she 
had  died  in  labor  a  week 
before,  the  physician 
whom  she  called  in  be- 
ing unable  to  deliver  the 
child. 

Normal 


Normal . 


Child 
living 

or 
dead. 


Living. 


Living. 


Living. 


Living. 


Living. 


Dead. 


Living. 


Living. 


Sex. 


Male. 


Female. 


6  pounds  8 
ounces. 


7  pounds  8 
ounces. 


Female. 


Female. 


Male. 


Male. 


Male. 


Male. 


"Weight. 


7  pounds. 


7  pounds  13 
ounces. 


7  pounds. 


3,900 
grammes 
without 
brain. 


4  pounds. 


3  pounds ( 
ounces. 


Head. 


Oc.  F.,  13.5; 

S.  O.  B.,  8.75; 

Bip.,  8.5; 

Bit.,  8. 
Oc.  F.,  11; 

S.  O.  B.,  10; 

Bip.,  9; 

Bit.,  8. 


Oc.  F.,  11.5; 
S.  O.  B.,9; 
Bip.,  9; 
Bit.,  8. 


Oc.  F.,  11; 
S.  O.  B.,9; 
Bip.,  9; 
Bit.,  8. 


Oc.  F 
S.  O 
Bip 
Bit. 


,11.5; 
.  B.,9.5; 
9; 


Oc.  F.,  10.5; 

S.  O.B.,8.5; 

Bip.,  7.75; 

Bit.,  7. 
Oc.  F.,  9.35; 

S.  O.  B.,  8.75; 

Bip.,  8; 

Bit.,  6.75. 


Remarks. 


Reported 
by  Dr. 
Williams. 

Reported 
by  Dr. 
Williams. 


Reported 
by  Dr. 
Williams 


Reported 
by  Dr. 
Williams, 
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Table  IV. — Generally  Contracted  Fm. yes— Continued. 


Name, 

obstetrical 

number, 

and  race. 

Para  and 

age. 

Previous 

history  and 

labors. 

Pelvic 
measure- 
ments. 

Position. 

History  of  labor. 

J.  R.,  205, 

Nullipara;  no 
miscar- 
riages; 20. 

Nullipara;  no 
miscar- 
riages; 17. 

Nullipara;  no 
miscar- 
riages; 14. 

Nullipara;  no 
miscar- 
riages; 18. 

Ilpara;  no 
miscar- 
riages; 24. 

21,    22.5,    28, 
18, 11. 

25.75,        34.5, 
28.5,  19,  11. 

22.5,  23.5,  26, 
16.5,  11.5. 

23.5,  25,   27.5, 
18,  11.5. 

23.5,  25.75,  28, 
18,  11.5. 

Did  not  apply  to  hospital 
for  treatment. 

Labor      normal,      prema- 
ture (?). 

Not  yet  due. 

Normal  though  slow  labor. 

Patient  admitted  in  hard 
labor,  and,  there  being 
no  advance  of  head  after 
two  hours  of  good  pains, 
she  was  delivered  by  for- 
ceps. 

black. 

V.  R.,  260, 
black. 

0.  C,  306, 
black. 

E.  S.,  6 
(hospi- 
tal), 
black. 

L  P.,  37 
(hospi- 
tal), 
white. 

History  nega- 
tive, except  for 
infection  with 
malaria  a  few 
months  ago. 

History  nega- 
tive.   A  very 
young  girl  to 
be  pregnant. 
Small  and 
poorly  devel- 
oped. 

History  nega- 
tive. 

First  child  in- 
strumental 
and  dead-born. 
Second  labor 
hard. 

L.  0.  L  A. 

R.  0. 1.  T. 

R.  0. 1.  A. 

Table  V.— Simple  Flat  Pelves. 


Name. 

number, 

and 

race. 

Para  and 
age. 

Previous  history 
and  labors. 

Pelvic 
measure- 
ments. 

Position. 

History  of  labor. 

A.  S.,  4, 

VIpara;  no 

Labors  normal.. 

24,  28.5,  30, 18, 

Patient  did  not   apply  to 

black. 

miscar- 
riages; 36. 

11. 

hospital  for  treatment. 

B.  A.,  61, 

Ilpara;  no 

Labors  normal.. 

25.5,  27,  30.5, 

L.  0.  I.  A. 

Patient     had     a     normal 

white. 

miscar- 
riages; 25. 

19,  10.5, 

labor. 

J.  J.,  66, 

Vllpara;  no 

Labors  normal. 

24,     26,     30.5, 

Patient  did   not   apply  to 

black. 

miscar- 
riages; 33. 

Delivered 
twice  by  a  phy- 
sician. 

18, 11. 

hospital  for  treatment. 

M.  B.,86, 

Vpara;  no 

Labors  normal.. 

25,  27.5,  30.5, 

R.  0. 1.  T. 

Labor  slow,  but  did  not  re- 

white. 

miscar- 

17,11. 

quire  instrumental  inter- 
ference.    Posterior  arm 

riages;  30. 

behind    neck    of     child 

when  delivered. 

M.  K.,153, 

nipara;  no 

Labors   all   diffi- 

26, 28,  32,  21, 

L.  0.  I.  A. 

Labor  long   and   difficult; 

white. 

miscar- 

cult.   First  in- 

11.5. 

head  failed  to  enter  pel- 

riages; 26. 

strumental, 
second  and 
third  spontane- 
ous but  very 
slow. 

vis.      Unsuccessful      at- 
tempt to  deliver  with  for- 
ceps on  the  floating  head. 
Version;  inability  to  ex- 
tract after-coming  head. 
Craniotomy     on     after- 
coming  head. 
Did  not  apply  to  hospital 
for  treatment. 

L.  0.,  158, 

Nullipara;        1 
miscarriage; 
21. 

29.5,  80,  31.6, 

white. 

18, 11. 
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Table  IV.— Generally  Contracted  Pelves — Continued. 


Duration 
of  labor. 


10  hours. 


Puerperium. 


13J  hours. 


(?) 


Triple  infection  with 
quartan  malaria  during 
puerperium.  Had  tem 
perature  from  101°  to 
104°  during  first  week  of 
puerperium.  Culture 
from  uterus  sterile 
Blood  examination 

shows  large  numbers  of 
quartan  parasites.    Qui 
nine  brings  temperature 
at  once  to  normal. 


Xormal. 


Normal 


Child 
living 

or 
dead. 


Living. 


Living. 


Living. 


Sex. 


Female. 


Female. 


Female. 


Weight. 


2,380 
grammes. 


6  pounds  12 
ounces. 


2,785 
grammes. 


Head. 


Oc.F. 
S.  O 
Bip 
Bit. 


,  10.25; 
.  B.,  9; 

,8.5; 
7.75. 


Oc.  F.,  11; 

S.  O.  B.,  9.5; 

Bip.,  9; 

Bit.,  8. 
Oc.  F.,  11.5; 

S.  O.  B.,  9.7; 

Bip.,  9; 

Bit.,  8. 


Remarks. 


Table  Y.— Simple  Flat  Pelves. 


Duration 
of  labor. 

Puerperium. 

Child 
living 

or 
dead. 

Sex. 

Weight. 

Head. 

Remarks. 

Reported 

8  hours. 

Normal 

Living. 

Male. 

8  pounds. 

Oc.  F.,  12; 
S.  0.  B.,  10.5; 
Bip.,  9; 
Bit.,  7.5. 

Oc.  F.,  11.5; 
S.O.B.,  10.75; 
Bip.,  9: 
Bit.,  8.5. 

Oc.  F.,  11.5; 
S.  0.  B.,  10.5; 
Bip.,  9.5; 
Bit.,  9. 

by  Dr. 
Williams. 
Reported 
by  Dr. 
Williams. 

Reported 

8i  hours. 
12.hours. 

Normal .. 

Normal  

Living. 
Dead. 

Female. 
Male. 

6  pounds  8 
ounces. 

10  pounds. 

by  Dr. 
Williams 
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Table  V. — Simple  Flat  Pelves. — Continued. 


Name, 

number, 

and 

race. 

Para  and 
age. 

Previous  history 
and  labors. 

Pelvic 
measure- 
ments. 

Position. 

History  of  labor. 

M.  S.,  183, 
white. 

Ilpara:  no 
miscar- 
riages; 25. 

Both    labors   in- 
strumental. 
Forceps.  First 
child  killed  dur- 
ing delivery. 

23,  27.5.  32, 18, 
11.5. 

L.  0.  L  A. 

After  a  very  long  second 
stage,  patient  was  de- 
Uvered  by  a  difficult 
high-forceps  operation. 

E.  T.,  219, 
black. 

Nullipara;  no 
miscar- 

21,   25,    27.1, 
17.5, 11. 

L.  0. 1.  A. 

Forceps  delivery  of  head 
in  perineum. 

riages;  18. 

C.  S.,  32 
(hospi- 
tal), 
■white. 

Nullipara;  no 
miscar- 
riages; 30. 

History  nega- 
tive. 

27,  29,  31, 18.5, 
11.5. 

L.  0.  I.  A. 

After  three  hours  of  sec- 
ond stage  patient  was 
delivered  by  forceps. 

Table  VI.— Flat  Rachitic  Pelves. 


Name, 

obstetrical 

number, 

and  race. 


E.  D.,  12, 
white. 


K.  H.,  46, 
Irish. 


S.  B.,  79, 
black. 


S.  D.,  100, 
black. 


C.  N.,  113, 
black. 


E.  B.,  130, 
black. 


S.  G.,  150, 
black. 


L  C,  202, 
black. 


Para  and 

age. 


Previous  history 
and.labors.  ( 


Upara;  no  mis-  Labors  difficult. 


carriages;  27. 


Ilpara;  no  mis- 
carriages; 38. 

Vllpara;  11 
miscar- 
riages; 39. 

VIHpara;  no 
miscar- 
riages; 36. 


Nullipara;  no 
miscar- 
riages. 

Nullipara;  no 
miscar- 
riages; 18. 


Nullipara;  no 
miscar- 
riages; 21. 

Nullipara;  no 
miscar- 
riages; 19. 


Both       instru- 
mental. 


Both  labors  very 

difficult. 

Craniotomy  on 

both  occasions. 
Walked  at  4 

years.    Labors 

normal. 

Walked  at  2 
years,  and 
gives  marked 
symptoms  of 
rachitis.  La- 
bors difficult — 
one  instrumen- 
tal. Two  dead- 
born  children 

Marked  symp- 
toms of  rachi- 
tis. Also  sec- 
ondary syphi 
lis. 

Walked  at  2 
years,  and 
gives    marked 
symptoms     of 
rachitis. 

Walked  at  1 
year.     Marked 
symptoms     of 
rachitis. 

Walked  at  usual 
age.  No  defi- 
nite signs  of 
rachitis,  ex- 
cept pelvis. 


25.75,       24.75, 
31, 18, 11.75. 


28,  29,  31,  17, 
10.5. 


34,  27,  32,  18, 
11. 


22,  24,  29,  17, 
11. 


Pelvic 
measure- 
ments. 


23, 25, 17.5, 10, 


25,  26,  31, 18.5, 
11. 


22.5,    23,    27, 
17.5,  11. 


22.5,24,27,19, 
11. 


Position. 


L.  S.  I.  A. 


L.  O.  I.  A. 


L.  O.  I.  A. 


R.  O.  I.  P. 


L.  O.  I.  A. 


R.  O.  I.  P. 


R.  O.  I.  P. 


History  of  labor. 


Labor  easy  up  to  extrac- 
tion of  the  after-coming 
head.  This  was  very  dif- 
ficult, and  the  child  when 
born  was  badly  asphyxi- 
ated. 

Patient  miscarried  at  six 
and  a  half  months.  La- 
bor normal,  except  for 
slight  tear  of  perineum. 

Head  above  pelvic  brim 
until  beginning  of  second 
stage.  Labor  normal 
otherwise. 

Patient  delivered  by  high 
forceps. 


Delivered  at  six  months  of 
a  small,  much  macerated 
fetus.  Labor  easy  and 
spontaneous. 

Labor  protracted.  Deliv- 
ery by  high  forceps. 


Labor  very  long.  Deliven' 
by  high  forceps.  Diffi- 
cult application  and  ex- 
tensive tear  of  perineum. 

Labor  very  long  and  diffi- 
cult. Both  mother  and 
child  in  bad  condition 
when  delivered.  Deliv- 
ery by  difficult  medium 
forceps,  with  severe  lace- 
ration of  perineum. 
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Table  V. — Simple  Flat  Pelves. — Continued. 


Duration 
of  labor. 

Puerperium. 

Child 
living 

or 
dead. 

Sex. 

Weight. 

Head. 

Remarks . 

9J  hours. 

13  hours. 
26  hours. 

Normal        

Living. 

Living. 
Living. 

Male. 

Male. 
Male. 

9  pounds. 

1,640 
grammes. 

2,900 
grammes. 

Oc.  F.,  1.3; 
S.  O.  B.,n.5; 
Bip.,  9.5; 
Bit.,  8.5. 

Oc.  F.,10; 

S.  0.  B.,8; 

Bip.,  8.5; 

Bit.  7.5 
Oc.  F.,12  5; 

S.  0.  B.,  10; 

Bip.,  9.5; 

Bit.,  8  25. 

Normal  

Normal  except  for  slight 
rise,  100.8",  due  to  caked 
breasts,  on  third  day. 

Table  VI. — Flat  Rachitic  Pelves. 


Duration 
of  labor. 


6i  hours. 


(?) 


>#  hovjs. 


10  hours. 


(?) 


24i  hours. 


Puerperium. 


Normal . 


Normal , 


Normal . 


Normal . 


Normal . 


Normal . 


20  hours.    Normal.  Perineum  united  Living 
per  primam. 


Child 
living 

or 
dead. 


Living . 
As- 
phyx- 
ia. 


Living , 


Living 


Living . 


Sex. 


Dead 
and 
mace- 
rated. 

Living . 


34  hours. 


Normal.  Perineum  united 
per  primam. 


Living 


Male. 


Male. 


Male. 


Female. 


Female. 


Male. 


Male. 


Male. 


Weight. 


8  pounds. 


5  pounds  8 
ounces. 


8  pounds. 


7  pounds. 


5  pounds. 


8  pounds. 


8  pounds  9 
ounces. 


Head. 

Oc.  F. 

,12; 

S.  0 

B.,  11; 

Bip. 

10; 

Bit., 

8.5. 

Oc.  F. 

.12; 

S.  O. 

B.,  9.5; 

Bip. 

10; 

Bit., 

9. 

Oc.  F. 

11.5; 

S.  O 

B.,  9; 

Bip. 

8.5; 

Bit., 

8. 

Remarks. 


Reported 
by  Dr. 
Williams. 


Reported 
by  Dr. 
Williams. 

Reported 
by  Dr. 
Williams. 

Reported 
by  Dr. 
Williams. 


Oc.  F. 

,  10.5; 

S.  0 

B.,8; 

Bip. 

8.25; 

Bit., 

7.35. 

Oc.  F. 

13.5; 

S.  O 

B.,11.5; 

Bip. 

11; 

Bit., 

10  5. 

Oc.  F. 

,12; 

S.O 

B.,9.75; 

Bip. 

9.5; 

Bit., 

7.5. 
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Table  VI.— Flat  Rachitic  Pelves— Conh'»?<ed. 


Name, 

obstetrical 

number, 

and  race. 


S.  H.,232, 
black. 


E.  K.,  233, 
black. 


G.  A.,  294, 
black. 


A.  T.,  209 

(labor), 
black. 


M.  A.. 
black. 


M.  M.,  20 
(hosp.), 
black. 


Para  and 
age. 


Primipara;   no 
miscar- 
riages; 20. 


IVpara;  2  mis- 
carriages; 36. 


Primipara;   no 
miscar- 
riages; 20. 

npara;  3  mis- 
carriages; 29. 


Previous  history 
and  labors. 


IXpara;  11 
miscar- 
riages; 37. 


Nullipara;  no 
miscar- 
riages; 17. 


Walked  at  2 
years,  and 
gives  definite 
symptoms  of 
rachitis.  Labor 
difficult  and  in- 
strumental. 

AValked  at  usual 
age.  No  defi- 
nite symptoms 
of  rachitis,  ex- 
cept pelvis. 
Labors  nor- 
mal. 

Gives  definite 
signs  of  rachi 
tis.    Labor 
normal. 

Gives  definite 
symptoms     of 
rachitis.    First 
child  killed  at 
birth  by  crani 
otomy.'      Last 
two  miscar- 
riages   at    six 
months. 
Syphilitic. 

Gives  very  dis- 
tinct history  of 
rachitis.  La- 
bors hard,  but 
without  instru- 
ments. 


Marked  sjTnp 
toms  of  rachi- 
tis. 


26,    27, 

18,  11. 


Pelvic 
measure- 
ments. 


28.5, 


23.5,   24,  29.5, 
18,11. 


20.5. 
25.5, 
10.5. 

20.5,  22, 
17.5, 
(?) 


21.5, 
15.5, 


26.5, 
10.5 


Position. 


L.  O.  I.  A. 


.      32, 
17.5,  10.25. 


34, 


26,37,31,16.5, 
10.25. 


L.  O.  L  A. 


L.  O.  L  A. 


R.  O.  L  P. 


L.  O.  I.  T. 


History  of  labor. 


Did  not  apply  to  hospital 
for  treatment. 


Did  not  apply  to  hospital 
for  treatment. 


Labor  spontaneous  and 
easy,  but  child  was  very 
small. 

Attended  twice.  I.  A 
sj'philitic  macerated  fe- 
tus at  about  six  months. 
Very  slow  second  stage, 
and  difficult  delivery  of 
shoulders. 

II.  Syphilitic  macerated 
fetus  at  six  months.  La- 
bor easy,  child  small. 

Patient  had  about  three 
hours  of  strong  second- 
stage  pains,  and  head 
would  not  enter  the  pel- 
vis. An  attempt  made 
to  apply  forceps  on  the 
floating  head  and  deliv- 
er, which  failed.  Deliv- 
ered by  a  very  difficult 
version,  during  which 
child  was  lost  and  hu- 
merus fractured. 

Patient  in  labor  for  some 
time,  and  head  would  not 
enter  the  pelvis.  Deliv- 
ery by  exceedingly  diffi- 
cult high  forceps  opera- 
tion, at  the  expense  of 
the  child's  life. 


Table  VII. — Irregular  Forms. 


Name, 

obstetrical 

number, 

and  race. 

Para  and 
age. 

Previous  history 
and  labors. 

Pelvic 
measure- 
ments. 

Position. 

History  of  labor. 

K.  M.,  22, 

Ilpara;  no 
miscar- 
riages; 28. 

Both       previous 
labors     termi- 
nated by  crani- 
otomy. 

23,     27,     31.5, 

Patient  not  pregnant.    Ap- 

German. 

10,  11, 
syniph.  5.5, 
tub.  isch.  8. 

plied    to    hospital     for 
treatment,    as    she    was 
very  anxious  to  have  a 
living  child. 
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Table  VI.— Flat  Rachitic  Pelves— Conh'nited 


Duration 
of  labor. 


9  hours. 


12  hours. 


lOi  hours. 


10  hours. 


48  hours. 


Puerperium. 


Normal . 


Normal  on  both  occasions, 


Normal . 


Normal. 


Child 
living 

or 
dead. 


Living 


Dead 
and 
mace- 
rated. 


Dead. 


Dead. 


Sex. 


Female. 


Male. 


Male. 


Male. 


Weight. 


4  pounds  13 
ounces. 


6  pounds. 


Head. 


Oc.  F.,10.5; 

S.  O.  B.,8.5; 

Bip.,8.5; 

Bit.,  7.5. 
Oc.  F.,  12; 

S.  O.  B.,  9; 

Bip.,  7; 

Bit  ,  5. 

Head  very 

soft. 


7  pounds  8       Oc.  F.,  12; 
ounces.  S.  O.  B.,  10.5; 

Bip.,  9; 
Bit.,  7.5, 


3,300  Oc.  F.,11; 

grammes,   i    S.  O.  B.,  10; 
Bip.,  8.25; 
Bit.,  7.1. 


Remarks. 


Table  VII. — Irregular  Forms. 


Duration 
of  labor. 

Puerperium. 

Child 
living 

oi- 
dead. 

Sex. 

Weight. 

Head. 

Result. 

Reported 
by  Dr. 
Williams, 
"Trans- 
versely 
Contract- 
ed  Pelvis 
of  the 
Male 
Type." 

11 
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Table  VII. — Irregular  Forms— Confrnwed. 


Name, 

obstetrical 

number, 

and  race. 


M.  B.,71, 
white. 


L.'L.,  144 
(labor;, 
white. 


Para  and 
age. 


VIpara;  no 
miscar- 
riages; 38. 


XVpara;  no 
miscar- 
riages; 38. 


Previous  history 
and  labors. 


Coxalgia,  left, 
with  complete 
ankylosis  of 
that  hip.  By 
this  cause  the 
pelvis  has  be- 
come obliquely 
distorted. 
First  three  la- 
bors normal, 
last  three  very 
difficult.  Chil- 
dren alive. 

First  seven  la- 
bors normal. 
Ten  years  ago, 
when  two 
months  preg- 
nant, she  was 
"paralyzed  " 
for  three  years, 
and  became 
three  inches 
shorter  in  sta- 
ture. In  the 
last  ten  years 
she  has  had 
eight  children, 
five  of  which 
were  dead 
born.  Forceps 
used  in  all 
eight  cases. 
She  now  has 
pains  in  pelvic 
bones,  and 
walks  with  a 
peculiar  gait. 


Pelvic 
measure- 
ments. 


21.5.  24, 30. 17, 
symph.  7. 


23,  28,  31,  19, 
11. 


Position. 


L.  O.  I.  T. 


L.  Br.  I.  A. 


History  of  labor. 


Delivery  by  difficult  high- 
forceps  operation,  the 
operation  being  severely 
complicated  by  the  pel- 
vic deformity  and  anky- 
losis of  the  left  hip. 


Patient  first  seen  after  she 
had  been  in  labor  some 
hours,  in  charge  of  a 
midwife.  Uterus  teta- 
nic, and  "presents  the 
typical  shape  character- 
istic of  pelvic  obstruc- 
tion. Vaginal  examina- 
tion shows  distortion  of 
the  pubic  bone  and  pu- 
bic arch  in  the  typical 
"  stirrup  form  "  of  osteo-- 
malacia.  The  entire  pel- 
vis is  generally  contract- 
ed. Promontory  very 
prominent  and  over- 
hangs markedly  the  rest 
of  the  sacrum.  The 
oblique  conjugate  mea- 
sures eleven  centimetres, 
which,  however,  does  not 
indicate  the  true  pelvic 
capacity,  on  account  of 
the  deformity  of  pubic 
bone  and  pubic  arch. 
Child  dead,  large  fonta- 
nelle  presenting  in  the 
left  anterior  portion  of 
the  pelvis.  Delivery  by 
very  difficult  basiotripsy, 
and  extraction  with 
blunt  hook. 
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Normal . 


Child 
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or 
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5  pounds 
4  ounces. 


1  pounds  4 
ounces, 
without 
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Head. 
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Bip.,8; 
Bit.,  8 
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by  Dr. 
Williams, 
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ly Con- 
tracted 
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Coxal- 
gia." 


Head  crushed."  Pelvis    of 
Osteoma- 


Remarks. 


lacia." 


Die  Geburt  bei  engen  Becken, 


1884. 


der 


10.  Litzmaxn: 

11.  LiTZMANN:    Ueber    der    Erkenntniss    des    engen     Beckens  an 
Lebenden,  Volkmann's  Sammlung  Klinischer  Vortrage,  1871,  No.  20. 

12.  Lusk:  Science  and  Art  of  Midwifery,  1895,  4th  ed. 

13.  MiCHAELis:  Das  enge  Becken,  1851. 

14.  MiJLLER:  Zur  Frequenz  und  Aetiologie  de.s  allgemeinen  verengten 
Beckens,  Archiv  fiir  Gyn.,  1880,  vol.  xvi..  p.  155. 

15.  NORRIS:  Clinical'  Report  of  One  Year's   Obstetrical  Work  at  the 
Preston  Retreat,  Amer.  Gyn.  and  Obst  Journal.  Feb.,  1897. 

16.  PiNARD:  Symphyseotomie  a  la  Clinique  Baudelocque  du  7  Decern bre 
1895  au  7  Decem'bre  1896,  Annal.  de  Gyn.,  Janvier  1897. 

17.  Reynolds:  The  Frequencv  of  Contracted  Pelvis,  Trans.  Am.  Gyn. 
Soc,  1890. 

18.  Stein:    Beschreibung  des  kleinen    und    einfachen    Beckenmesser, 
Kleine  Werke  zur  practischen  Geburtshiilfe,  Marburg,  1798,  p.  135. 

19.  Weidenmuller:  Zur  Statistik  des  engen  Beckens,  D.  I.,  Marburg, 
1695. 

20.  Williams:  The  Frequency  of  Contracted  Pelves  in  Baltimore,  The 
Johns  Hopkins  Hospital  Bulletin,  August,  1896. 


16i  McCLANAHAN:    THE   ETIOLOGY   AND   SIGNIFICANCE 


THE   ETIOLOGY  AND  SIGNIFICANCE   OF  CONVULSIONS 

IN  CHILDREN. 


BY 

H.   M.  McCLANAHAN,   A.M.,   M.D,, 
Omaha,  Neb. 


There  is  no  manifestation  of  disease  in  children  so  terrify- 
ing to  the  mother  as  convulsions.     This  symptom  occurs  under 
such  varying  circumstances,   and  there  are  so  manj^  causes, 
that  a  general  survey  of  the  subject  may  be  of  interest  to  the 
young  physician.     It  usually  happens  that  he  is  called  to  these 
cases  in  great  haste,  and,  judging  from  my  own  experience,  is 
frequently  at  a  loss  to  account  for  this  serious  symptom.     Con- 
vulsions are  comparatively  rare  in  adult  life  and  very  frequent 
in    children.     There   are   some  anatomical   and   physiological 
reasons  why  this  is  true.     The   child's  brain  is  of  relatively 
large  size,  under  1  year  of  age  being  to  the  body  weight  as  one 
to   six.     It  is   structurally  incomplete  and   highly    vascular. 
Mental  functions  are  very  slightly  developed,  especially  in  the 
infant,  and  it  can  therefore  exert  but  feeble  will  power.     Ac- 
cording to  Gowers,  the  control  of  nerve  force  is  a  higher  func- 
tion than  the  discharge  of  nerve  force,  but  in  the  child  the 
discharge  of  force  takes  place  upon  very  slight  provocation, 
and  the  control,  because  of  imperfect  development  and  lack 
of  will  power,  is  very  feeble.     The  spinal   cord   and   nerve 
trunks  are  much  more  completely  developed  than  the  higher 
nerve  centres.     In  the  child  we  therefore  have  a  good  conduc- 
tion of  irritation  to  the  nerve  centres  and  feeble  control  of  irri- 
tation in  the  nerve  centres.     This  explains  in  a  general  way 
why  convulsions  are  so  much  more  frequent  in  infancy  than  in 
adult  life,  but  what  has  already  been  said  applies  with  equal 
force  to  all  children.     We  know  that  all  do  not  manifest  the 
same  tendency  to  convulsions.     We  must,  therefore,  look  fur- 
ther for  some  explanation  of  the  fact  why  some  children  are  so 
peculiarly  susceptible  to  convulsions.     As  exciting  causes  act 
indiscriminately  upon  all,  we  must  suppose  that  there  are  pre- 
disposing causes  in  certain  children  that  do  not  exist  among  all. 
Hereditary  causes    necessarily  have   an   important    bearing. 
There  is  undoubtedly  a  neurotic  type  and  that  certain  children 
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are  peculiarly  susceptible  to  irritation.  This  has  been  found  to 
be  true  where  the  mother  is  the  subject  of  epilepsy,  insanity, 
or  hysteria,  or  where  the  father  has  been  markedly  intem- 
perate. Syphilis  in  one  or  both  of  the  parents  exerts  an  impor- 
tant influence.  There  are  certain  constitutional  states,  not  nec- 
essarily hereditary,  that  predispose  to  nervous  manifestations. 
By  far  the  most  frequent  condition  is  rickets,  as  was  long 
ago  pointed  out  by  Sir  William  Jenner.  This  is  probably  due 
to  the  fact  that  rickets  is  primarily  a  disease  of  nutrition, 
and  that  the  nerve  cells,  being  poorly  nourished,  possess  less 
resisting  power.  Imperfect  cerebral  development,  as  mani- 
fested by  congenital  hydrocephalus  or  microcephalus,  is  a  fre- 
quent predisposing  cause  in  the  early  days  of  life.  Certain 
diseases  that  lead  to  malnutrition  and  anemia  predispose  to 
convulsions  in  consequence  of  the  lowered  nerve  tone.  In  like 
manner  children  living  in  dark,  damp,  ill-ventilated  rooms 
more  readily  take  on  nervous  manifestations. 

The  exciting  causes  of  convulsions  are  numerous,  and  for 
convenience  the  following  classifications  will  be  made  :  First, 
reflex  causes.  Under  this  head  we  have  traumatism,  burns, 
and  foreign  bodies  in  the  nose  and  ear.  Phimosis  is  undoubt- 
edly an  exciting  cause,  but  I  do  not  think  it  is  so  much  the 
actual  condition  of  phimosis  as  it  is  the  adhesions  existing  be- 
tween the  foreskin  and  the  glans,  or  the  infection  of  the  smeg- 
ma, that  is  the  real  source  of  the  irritation.  From  time  im- 
memorial dentition  has  been  considered  a  cause  of  infantile 
convulsions.  The  physician  would  do  well  to  be  very  sceptical 
of  this  cause,  and  not  be  satisfied  until  he  has  made  a  careful 
examination;  for  dentition  is  a  purely  physiological  process, 
and  unless  there  is  some  morbid  condition,  such  as  the  for- 
mation of  an  abscess  or  intense  hyperemia,  we  should  not 
attribute  convulsions  to  dentition.  Intestinal  parasites  are  per- 
haps the  cause  in  a  limited  number  of  cases.  More  especially 
is  this  true  of  the  round  worm,  in  consequence  of  its  nomadic 
tendency.  Indigestion  is  the  most  frequent  exciting  cause. 
Under  this  head  I  think  we  may  safely  make  two  divisions  : 
First,  the  mechanical,  due  to  the  ingestion  of  insoluble  sub- 
stances, such  as  the  skins  and  seeds  of  fruit,  the  parenchyma 
of  the  orange,  nuts,  etc.  Second,  indigestion  due  to  chemical 
causes.  Here  we  have  a  process  set  up  in  consequence  of 
fermentation  or  other  retrograde  changes  in  the  food,  producing 
toxins  which  by  their  absorption  act  as  irritants  to  the  nerve 
centres.     These  are  the  cases  in  which  we  have  convulsions 
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with  high  fever.     It  is  a  matter  of  common  observation  that 
after  a  thorough  purgation,  resulting  in  unloading  of  the  intes- 
tinal tract,  the  fever  subsides  and  the  convulsions  cease.     In  a 
very  interesting  case,   recently  under  my  care,  of  recurring 
convulsions,  an  anal  fissure  was  finally  discovered  which  was 
undoubtedly  the  exciting  cause;  after  the  cure  of  the  fissure 
by  dilatation  there  was  no  further  recurrence  of  the  convul- 
sions.    In  very  young  infants  uric-acid  infarctions  probably 
act  as  an  exciting  cause.     I  speak  of  this  because  in  a  child  3 
months  of  age  under  my  care,  with  recurring  convulsions,  I 
discovered  nothing   except  the  evidence  of  the  uric-acid  dia- 
thesis as  manifested  by  the  brick-dust  deposits  upon  the  nap- 
kin ;  a  course  of  treatment  by  alkalies  removed  all  trace  of 
uric  acid  and  apparentlj"  cured  the  convulsions.     Second,  ce7'- 
tain  blood  states  or  toxic  conditions.     Under  this  head  we 
have  convulsions  occurring  in  the  course  of  exanthematic  dis- 
eases, pneumonia,  summer  diarrhea,  nephritis,  etc.     It  is  true 
we  have  in  some  of  these  conditions  the  high  fever,  which 
is  perhaps  associated  as  a  cause;  but  it  is  unquestionably  true 
that  certain  toxic   elements  circulating  in   the   blood  act  as 
irritants  to  the  nerve  centres.     Third,  central  causes.     Under 
this  head  we  include  those  cases  where  the  irritation  is  within 
or  upon  the  brain.     This  will  include  tumors,  abscesses,  em- 
boli, thrombi,  and,  in  the  case  of  young  infants,  hemorrhage; 
also  convulsions  occurring  in  the  course  of  either  purulent, 
tubercular,  or  cerebro-spinal  meningitis.     Most  of  the  serious 
and  fatal  cases  come  under  this  head.     Fourth,  hyperpyrexia. 
Experiments  upon  the  lower  animals  show  that  when  the  body 
heat  is  raised  to  the  temperature  of  107°  convulsions  are  very 
likely  to  ensue.     It  is  difficult  to  say  whether  the  increased 
body  heat  alone  is  the  cause  of  the  convulsion,  or  whether  the 
high  temperature,  b}-  causing  rapid  disintegration  of  tissues, 
resulting  in  the  production  of  certain  poisons,  is  the  real  cause. 
In  either  case  experience  teaches  us  that  with  the  reduction  of 
heat  there  is  usually  a  cessation  of  the  convulsions.     I  believe 
that  we  see  cases  of  convulsions  during  the  very  hot  weather 
that  are  really  cases  of  insolation.     Fifth,  certain  conditions 
of  the  mother.    This,  of  course,  only  applies  to  nursing  infants. 
In  a  case  under  my  care  where  the  function  of  menstruation 
was  established  the  third  month  after  the  birth  of  the  child,  it 
was  found  that  with  each  recurring  menstrual  period  the  child 
had  repeated  convulsions.     The  mother  was  directed  to  place 
the  child  upon  an  artificial  food  and  to  pump  the  milk  from 
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the  breast  during  this  period,  with  the  result  that  there  was  no 
further  recurrence  of  convulsive  seizures.  Mental  emotions, 
as  anger  or  grief,  by  producing  some  change  in  the  milk  not 
well  understood,  may  be  the  cause  of  convulsions.  Sixth,  cer- 
tain  mental  states  of  the  child.  This  is  perhaps  very  rarely 
the  cause;  but  I  wish  to  detail  briefly  the  history  of  one  case 
under  my  observation.  This  was  a  child  15  months  of  age. 
Previous  health  good.  Never  had  any  nervous  manifestations. 
One  day  two  older  children  in  the  family,  thinking  to  have 
some  sport,  dressed  themselves  in  a  grotesque  manner  with 
hideous  masks  upon  the  face.  They  came  running  into  the 
room  in  the  presence  of  the  child.  It  commenced  to  cry  and 
scream,  and  the  mother  hastened  to  the  room  to  ascertain  the 
cause  of  the  trouble.  She  said  to  me  that  she  had  never  seen 
such  an  expression  of  terror  upon  the  face  of  a  human  being. 
The  child's  face  soon  became  dark,  and  the  mother  noticed 
twitching  of  the  muscles  of  the  face,  and  very  quickly  it  fell 
over  in  a  general  convulsion. 

The  significance  of  convulsions  in  children  depends  upon 
many  circumstances.  As  a  general  rule  it  may  be  said  that 
convulsions  are  not  dangerous  to  life.  Important  exceptions 
to  this  rule  are  when  this  symptom  occurs  in  the  course  of 
some  serious  disease,  or  where  the  cause  is  central.  Convul- 
sions occurring  without  assignable  cause  and  at  regular  inter- 
vals should  lead  the  physician  to  suspect  epilepsy.  There 
is  no  distinction  between  an  epileptic  fit  and  ordinary  con- 
vulsions, and  it  is  simply  the  regular  recurrence  that  estab- 
lishes the  fact  of  epilepsy.  This  serious  disease  frequently 
begins  in  childhood,  Gowers  states,  in  his  analysis  of  1,4:50 
cases,  that  one-eighth  of  the  whole  number  had  their  origin 
during  the  first  three  years  of  life.  In  Hammond's  analysis  of 
570  cases  about  ten  per  cent  were  traced  to  the  first  three  years 
of  life;  and  in  Prof.  Osier's  analysis  of  480  cases  of  epilepsy  in 
children  180  commenced  during  the  first  three  years  of  life. 
It  is  certainly  important  for  the  physician  to  early  recognize 
the  epileptic  nature,  because  it  is  an  established  clinical  fact 
that  there  is  a  rapid  impairment  of  mental  function  in  this 
disease. 

Again,  a  convulsion  in  a  child  may  be  merely  synonymous 
with  a  chill  in  an  adult.  This  is  probably  the  explanation  of 
the  initial  convulsion  so  often  seen  in  the  beginning  of  scarlet 
fever.  The  following  case  will  illustrate  the  importance  of 
remembering  this  fact.     There  came  under  my  care  in  the  fall 
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of  1896  a  child,  3  years  of  age,  who  had  had  convulsions  on  alter- 
nate days,  and  it  was  not  until  the  third  visit  that,  failing  to 
find  any  exciting  cause,  a  more  careful  study  of  the  case  con- 
vinced me  that  it  was  intermittent  fever.  Treatment  instituted 
for  this  prevented  the  further  recurrence  of  convulsions,  and, 
while  no  blood  examination  was  made,  I  have  not  the  slightest 
doubt  that  it  was  a  case  of  intermittent  fever.  Convulsions 
occurring  in  the  beginning  of  an  acute  disease  are  not  usually 
of  serious  significance.  On  the  other  hand,  convulsions  occur- 
ring during  the  course  of  an  acute  disease  are  very  serioiis. 
This  is  particularly  true  in  cases  of  whooping  cough,  measles, 
scarlet  fever,  pneumonia,  and  summer  diarrhea.  It  probably 
indicates  a  profound  septic  condition.  Convulsions  during  the 
first  few  days  of  life  are  very  significant.  Frequently  it  is  an 
evidence  of  meningeal  hemorrhage  or  of  arrested  cerebral  de- 
velopment, and,  if  not  immediately  fatal,  will  usually  be  fol- 
lowed by  serious  consequences,  as  paralysis  or  mental  impair- 
ment, or  both.  A  very  interesting  case  recently  came  under 
my  care  with  the  history  of  convulsions  beginning  in  the  third 
day  of  life  and  recurring  at  irregular  intervals.  No  exciting 
cause  could  be  assigned,  bat  when  the  child  was  6  weeks  old 
it  was  noticed  that  the  head  was  rapidly  developing,  and  it 
proved  to  be  a  case  of  internal  hydrocephalus.  In  the  early 
days  of  life  the  occurrence  of  convulsions  should  lead  the  phy- 
sician to  think  of  the  possibility  of  tetanus  neonatorum. 
Within  the  last  year  I  was  called  to  see  an  infant  5  days  of  age 
said  to  be  suffering  from  convulsions.  A  careful  examination 
revealed  the  fact  that  it  was  a  typical  case  of  tetanus.  Con- 
vulsions may  be  merely  a  mode  of  death.  This  is  usually  the 
case  where  this  symptom  occurs  in  the  course  of  scarlet  fever, 
measles,  pneumonia,  and  summer  diarrhea. 

Again,  there  are  cases  where  convulsions  come  on  in  a  child 
apparently  well,  recurring  at  intervals  perhaps  for  several 
hours,  and  sometimes  terminating  fatally,  the  child  remaining 
in  a  comatose  state  in  the  intervals  between  the  convulsions. 
These  cases  are  very  trying  and  perplexing  to  the  physician. 
Many  of  them  are  probably  due  to  auto-intoxication,  having 
their  origin  in  some  poison  developed  in  the  intestinal  tract,  or, 
again,  may  be  the  beginning  of  some  serious  disease,  as  cere- 
bro-spinal  meningitis,  where  death  takes  place  before  the  dis- 
ease is  manifested  by  its  characteristic  symptoms.  In  acute 
cerebral  palsy  convulsions  occur  in  more  than  half  the  cases 
and  usually  recur  at  irregular  intervals.     Gowers  states  that 
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the  convulsions  are  usually  one-sided,  involving  the  extremi- 
ties, which  later  on  are  found  to  be  paralyzed.     A  knowledge 
of  this  fact  may  lead  the   physician  to  correctly  suspect  the 
nature  of  the  disease. 
1313  North  Fortieth  street. 


A   MODIFICATION   OF  DOYENS  METHOD   OF    ABDOMINAL 
TOTAL    HY^STERECTOMY. 


BY 

W.  B.  PERRY,  M.D., 
Baltimore,  >Icl. 


The  method  of  Doyen  for  total  extirpation  of  the  uterus  has 
caused  the  greatest  progress  in  the  technique  of  abdominal 
hysterectomy.  While  the  operation  in  itself  is  one  deserving 
the  highest  mention  and  reflects  great  credit  upon  the  genius 
of  the  inventor,  in  some  respects  it  is  defective;  these  defects 
we  believe  to  be  largely,  and  possibly  entirely,  overcome  by 
a  modification  of  the  Doyen  method  as  performed  by  Dr. 
Leopold  Landau,  of  Berlin.  It  was  the  privilege  of  the  writer 
to  assist  in  a  number  of  cases  of  abdominal  hysterectomy  for 
uterine  myomata  as  performed  by  Dr.  Landau,  to  note  care- 
fully the  various  steps  in  the  operation,  and  to  keep  a  daily 
record  during  the  convalescence,  and  from  these  observations 
to  become  convinced  of  the  efficiency  of  the  procedure  to  be 
described.  No  clamps,  and  only  four  ligatures  applied  directly 
to  the  blood  vessels,  are  used  in  this  method.  The  necessity 
of  a  stump  operation  is  done  away  with,  thereby  removing  the 
great  danger  of  after-bleeding,  necrosis  of  the  stump,  and  the 
future  annoj^ance  caused  by  secondary  adhesions,  as  well  as 
possible  infection  from  the  vaginal  outlet,  the  pelvic  floor  being 
closed  entirely  and  resembling,  in  fact,  the  structure  of  the 
male  pelvic  cavity.  One  of  the  great  disadvantages  of  the 
stump  operation  arises  from  the  apprehension  that  in  cases 
in  which  the  stump  is  short,  as  it  is  drawn  downward  into  the 
vagina,  too  much  traction  may  be  exerted  upon  the  sigmoid 
flexure,  causing  peristaltic  paralysis  of  this  portion  of  the  gut. 
That  this  fear  is  not  unfounded  was  proved  by  the  post-mortem 
examination  of  two  cases  in  which  the  Doyen  method  had  been 
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employed,  the  autopsies  showing  no  indication  of  peritonitis, 
no  bleeding,  merely  the  clinical  picture  of  intestinal  paralysis. 

In  order  to  avoid  ligating  the  tissues  in  mass,  thereby  form- 
ing large  stumps,  and  to  do  away  with  the  inconvenience  of 
the  clamp,  Dr.  Landau,  upon  the  suggestion  of  Dr.  Ferdinand 
Mainzer,  his  associate,  decided  to  perform  the  following  modi- 
fication of  Doyen's  operation  :  The  patient  is  prepared  as  for  a 
laparatom}',  great  care  of  course  being  observed  in  the  cleans- 
ing of  the  patient,  the  operator,  assistants,  and  all  instruments 
to  be  used  ;  cervix  made  aseptic  and  closed  on  morning  of  day 
of  operation. 

The  patient  is  placed  in  the  high  Trendelenburg  position, 
abdomen  opened,  a  flat  piece  of  sterilized  gauze  or  towel  placed 
behind  the  uterus,  separating  the  abdominal  from  the  pelvic 
cavity.  Tumor  is  elevated  and  drawn  over  the  symphysis 
pubis  and  held  by  an  assistant.  The  posterior  cul-de-sac  is  now 
opened  from  above,  cervix  drawn  backward  into  abdominal 
cavity,  bladder  separated,  and  anterior  cul-de-sac  opened  as  in 
the  Doyen  method. 

The  uterus  is  now  suspended  by  the  two  lateral  ligaments 
only,  and  an  assistant  firmly  grasps  one  of  the  broad  ligaments 
between  the  first  two  fingers  of  his  hand  (left  hand  for  right 
side,  right  for  opposite)  ;  the  ligament  is  cut  through  parallel 
to  and  as  near  the  body  of  the  uterus  as  possible.  After  the 
ligament  is  severed  the  fingers  grasping  its  distal  end  are 
allowed  to  relax  somewhat  to  detect  spouting  blood  vessels 
(usually  only  two  on  each  side) ;  these  are  caught  up  separately 
and  tied  with  catgut.  Should  venous  bleeding  occur  it  may  be 
handled  in  the  same  way.  The  other  side  is  treated  in  a  like 
manner.  The  two  peritoneal  layers  are  now  inspected,  and  if 
no  bleeding  be  present  the  tied  vessels  are  folded  between  the 
peritoneal  folds  of  the  wound,  the  edges  of  which  are  brought 
together  by  a  continuous  gut  suture,  commencing  at  the  upper 
border  of  the  divided  right  broad  ligament  and  carried  down 
its  edge  to  the  vaginal  opening  ;  at  this  point  the  suture  in- 
cludes not  only  peritoneum,  but  also  the  severed  vaginal  wall, 
bringing  the  closed  outlet  in  direct  contact  with  the  peritoneum 
above,  thus  forming  a  secure  support  for  the  vagina.  The 
suture  is  next  carried  through  the  peritoneal  layers  at  base  of 
left  broad  ligament,  and  up  its  divided  surface  until  all  the 
denuded  area  has  been  covered,  thereby  completely  closing  the 
pelvic  cavity.  When  aseptic  precaution  has  been  observed 
drainage  is  unnecessary. 
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When  the  adnexa  are  healthy  they  may  be  allowed  to  re- 
main, as  experience  has  proved  that  by  so  doing  the  host  of 
nervous  symptoms  associated  with  an  abrupt  menopause  is 
modified  very  much.  Should  it  be  deemed  advisable  to  remove 
the  ovaries  and  tubes  there  are  two  ways  to  proceed  : 

1.  Perform  the  operation  as  described  and  remove  adnexa 
afterward. 

2.  Cut  from  fimbriated  extremity  of  tube  below  ovary  toward 
"the  vaginal  insertion  of  cervix  ;  the  adnexa  then  remain  on 
growth  and  are  removed  with  it.  The  treatment  of  the  blood 
vessels  and  peritoneum  is  the  same  as  when  ovaries  are  allowed 
to  remain.  This  operation  of  course  is  best  performed  when 
the  growth  is  centrally  situated  and  there  are  no  deposits  in 
the  broad  ligaments  or  cul-de-sac.  When  such  is  the  case  the 
lateral  or  rear  growths  are  removed  by  rapid  enucleation,  after 
which  the  operation  is  completed  by  the  improved  method. 

In  conclusion,  I  would  add  that  the  vagina  is  so  thoroughly 
supported  from  above  that  the  danger  of  prolapse  is  reduced  to 
a,  minimum.  The  duration  of  the  operation  is  from  twenty  to 
thirty  minutes,  and  very  little  blood  is  lost,  thereby  lessening  to 
a  great  extent  the  shock  which  usually  follows  a  prolonged 
and  bloody  operation. 

From  comparing  the  results  of  this  method  with  those  by  the 
other  forms  of  total  hysterectomy,  we  believe  this  should  re- 
ceive the  consideration  of  the  surgeon  when  cases  of  myomata 
present  themselves. 


SILKWORM  GUT  AS  A   SUBCUTANEOUS  SUTURE  IN   CLOSURE 

OF  ABDOMINAL  INCISIONS.' 


THOMAS  S.  CULLEN,  M.B.  Tor., 

Resident  Gj^necologist,  Johns  Hopkins  Hospital;  Instructor  in  Gynecology, 
Johns  Hopkins  University. 


In  March  of  this  year  Dr.  Harvey,  of  Troy,  when  visiting 
US,  suggested  the  use  of  silkworm  gut  as  a  subcutaneous  suture 
instead  of  silver  wire  or  catgut.  He  told  us  that  Dr.  David 
W.  Houston,  of  Troy,  had  employed  it  for  some  time  and  was 
highly  pleased  with  it. 

'  Read  before  the  Clinical  Society  of  Baltimore,  May,  1897,  when  nine 
patients  closed  by  this  method  were  exhibited. 
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Since  March  this  suture  has  given  such  satisfaction  that  we 
employ  it  almost  entirely.  Heretofore  we  closed  the  peritone- 
um with  catgut,  the  fascia  and  muscle  with  mattress  sutures 
of  silver  wire  or  silkworm  gut,  and  the  skin  with  subcutaneous 
catgut.  If  the  walls  contained  much  fat  it  was  deemed  advis- 
able to  use  several  catgut  sutures  to  secure  accurate  approxi- 
mation, as  there  was  danger  of  the  catgut  absorbing  before 
satisfactory  union  had  taken  place.  Occasionally  we  employed 
subcutaneous  silver  wire,  which  answered  very  well. 

Our  method  of  closure  now  is:  (a)  For  the  peritoneum,  con- 
tinuous catgut. 

(6)  For  the  fascia  and  muscle,  mattress  sutures  of  silver  wire 
or  silkworm  gut;  where  the  walls  are  thick  and  much  tension 
required,  usually  silver  wire;  and  where  the  walls  are  thin, 
silkworm  gut. 

(c)  Subcutaneous  silkworm  gut,  even  though  the  walls  are 
thick,  no  fat  suture  is  employed,  the  adipose  surfaces  lying 
loosely  one  against  the  other.  It  may  be  mentioned  that  Dr. 
Halsted  has  for  a  long  period  paid  no  attention  to  the  fat, 
merely  using  the  subcutaneous  silver  wire. 

It  is  advisable  to  pick  out  good,  strong  strands  of  silkworm 
gut,  and  where  the  incision  is  long  a  new  strand  should  be  in- 
serted every  six  or  seven  centimetres;  the  ends  are  then  tied 
together. 

Advantages. — This  suture  is  ver}-  pliable,  does  not  kink,  and 
if  good  will  not  break.  It  may  be  left  in  place  one  month,  or 
more  if  desired,  and  causes  little  or  no  irritation. 

Disadvantage. — It  is  occasionally  so  firmly  embedded  in  the 
tissues  that  it  will  break  off. 

The  Removal  of  the  Continuous  Suture. — It  may  be  looked 
at  about  the  tenth  day,  and,  if  union  be  satisfactory,  removed; 
if  desirable  it  may  be  left  much  longer.  Where  the  suture  is 
short  it  can  often  be  removed  b}"  the  slightest  traction;  if  the 
incision  be  a  long  one  the  knots  where  the  sutures  join  are  cut 
and  firm  and  steady  traction  is  made  with  a  pair  of  artery  for- 
ceps Should  the  silkworm  gut  break  off  beneath  the  skin  the 
remaining  piece  is  left  behind,  as  is  the  case  when  silver  wire 
breaks. 

The  accompanying  is  a  synopsis  of  thirty-eight  cases,  operated 
upon  by  Dr.  Kelly  and  myself  since  March,  where  subcutane- 
ous silkworm  gut  was  employed. 

From  a  perusal  of  these  cases  it  will  be  seen  that  in  two 
a  knot  had  been  formed  which  prevented  the  removal  of  the 
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suture.  Here  the  needle  had  retraced  its  steps,  catching  in 
the  loop  that  had  just  been  formed.  Such  a  mistake  is  easily 
avoided  after  one  has  once  been  put  on  his  guard.  In  four  cases 
the  sutures  broke;  this  fault  we  have  overcome  by  making 
the  sutures  shorter  where  the  incision  is  long,  employing  two 
or  even  three  sutures  instead  of  one  long  one. 

Dr.  Houston  has  employed  this  method  of  closure  since  May, 
1895,  using  it  not  only  in  abdominal  surgery,  but  also  in  all 
kinds  of  operative  work.  He  finds  it  especially  suited  to 
wounds  on  the  face,  where  very  fine  strands  are  employed,  and 
can  be  removed  at  the  end  of  forty -eight  hours  or  longer. 

At  the  meeting  of  the  Society  Dr.  J.  W.  Williams  said  that 
he  had  used  this  method  in  closing  the  abdomen  for  one  and 
a  half  years  and  was  thoroughly  satisfied  with  it.  Whether 
this  suture  has  been  adopted  or  not  by  others  we  cannot  say, 
but  it  is  one  that  may  well  be  utilized  by  the  profession  at  large. 


DISEASED  OVA. 


BY 

MARY  A.  DIXON  JONES,  M.D., 

New  York  City. 


(With  twenty-three  illustrations.) 


The  human  ova  are  often  found  diseased,  their  whole  ana- 
tomical structure  destroyed,  rendering  them  incapable  of  any 
physiological  function.  In  examining  sections  of  over  ninety 
ovaries  which  I  have  removed  for  various  forms  of  disease,  I 
have  found  many  pathological  changes.  So  far  as  I  know,  no 
author  has  mentioned  these  changes  or  referred  to  diseased 
ova.  As  early  as  1884,  in  drawing  the  cortex  of  the  ovary,  my 
attention  was  attracted  to  unusual  manifestations.  Remark- 
ably interesting  developments  of  many  cases  in  1887  led  me  to 
especially  study  diseased  ova.  Repeatedly  I  noted  most  curi- 
ous and  wonderful  pathological  changes.  Sometimes  colloid 
masses  filled  the  ovum  or  were  piled  up  to  obscure  the  macula, 
while  around  the  egg  were  the  epithelia  in  waxy  degeneration; 
or  the  whole  structure  of  the  ovum  was  reduced  to  granular 
matter,  or  every  part  crowded  with  inflammatory  corpuscles  ; 
or  the  ovum  had  undergone  myxomatous  degeneration,  or  all 
its  fine  structure  had  been  reduced  to  dense  fibrous  connective 
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tissue.  I  found  diseased  ova  in  the  midst  of  normal  tissues, 
and  normal  ova  in  tissues  that  were  profoundly  pathological. 

One  of  my  first  laparatomy  cases  was  a  patient  who  con- 
sulted me  in  October,  1882.  She  was  27  years  old,  twice  mar- 
ried, and  had  had  no  children;  the  tubes  and  ovaries  were  fixed 
in  a  mass  of  inflammatory  adhesions.  Besides  salpingitis  and 
oophoritis  there  were  in  the  ovaries  large  gyromatous  cysts, 
the  walls  of  which  were  intensely  inflamed,  and  in  neither 
ovary  was  a  normal  ovum  found. 

In  March,  1885,  Mrs.  O.,  age  35,  consulted  me  for  myo- 
fibromata.  On  the  23d  of  May  of  the  same  year  I  removed  the 
uterine  appendages.  The  patient  made  an  excellent  recovery; 
the  ovaries  were  found  to  be  more  than  three  times  their  nor- 
mal size  and  in  a  state  of  acute  and  subacute  oophoritis,  the 
ova  manifesting  various  pathological  conditions.  Mrs.  W.,  48 
years  of  age,  came  to  me  in  August,  1888,  pale,  feeble,  and 
emaciated.  Each  ovary  was  in  a  state  of  intense  inflamma- 
tion, and  contained,  besides  other  forms  of  degeneration,  nodu- 
lar fibromata,  and  all  the  ova  were  diseased. 

In  studying  this  subject,  I  have  been  still  more  surprised  to 
find  in  quite  young  women  ova  diseased,  and  almost  entirely 
destroyed.  On  June  7th,  1884,  I  was  called  by  her  parents  to 
see  Miss  A.  C,  of  Bridgeport,  Conn.,  then  20  years  of  age. 
They  said  she  had  been  an  invalid  for  seven  or  more  years,  con- 
fined to  her  bed  part  of  the  time,  in  one  instance  not  leaving  it 
for  a  period  of  eighteen  months.  The  uterus  was  in  extreme 
retroversion,  both  ovaries  enlarged  to  many  times  their  normal 
size,  prolapsed,  and  surrounded  by  more  or  less  peritoneal 
inflammation  and  adhesions.  Besides  pyosalpinx  there  was  in- 
tense inflammation  of  the  ovaries,  in  many  places  approaching 
suppuration  ;  the  ova  were  all  found  to  be  diseased,  many  of 
them  broken  up  into  inflammatory  corpuscles,  some  waxy,  and 
all  showing  that  their  capability  of  any  life  action  was  entirely 
lost. 

Another  instance  of  the  destruction  of  ova  in  a  young  woman : 
"  Katie,"  18  years  old.  The  tubes  and  ovaries  were  found  to 
be  in  a  mass  of  inflammatory  adhesions,  and  adherent  to  the 
floor  of  the  pelvis  ;  the  tubes  were  full  of  pus  ;  both  ovaries 
were  in  a  state  of  acute  oophoritis,  in  some  places  approaching 
suppuration,  and  all  the  ova  were  diseased.  In  some  the  whole 
central  yolk  was  waxy ;  in  others  the  vesicula  was  waxy  and 
the  yolk  broken  up  into  medullary  corpuscles.  One  section 
showed  a  large  gyromatous  cyst  surrounded  by  an  area  of 
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intense  inflammation  ;  near  the  cyst  there  were  but  few  ova, 
in  one  place  two,  both  diseased ;  nearby  two  more  ova  with 
hydropic  epithelia,  while  the  yolk,  vesicula,  and  macula  were 
waxy.  Another  ovum  shov^ed  waxy  epithelia  and  granular 
matter  in  the  yolk,  changing  to  blood  corpuscles. 

Miss  S.  S.,  20  years  old,  consulted  me  in  December,  1886,  for 
constant  pain  in  the  pelvis.     The  right  ovary  was  greatly  en- 
larged and   prolapsed  into   Douglas'   cul-de-sac.     This  ovary 
was  removed,  and  not  a  healthy  ovum  or  a  normal  Graafian 
follicle  was  found  in  the  whole  organ.     Mrs.  M.  F.,  27  years 
old,  came  to  the  outdoor  department  of  the  Woman's  Hospital 
of  Brooklyn,  September  23d,  1887  ;  said  she  had  constant,  in- 
tense pain  in  the  pelvis  and  back,  so  severe  that  she  could  not 
attend  to  her  household  duties.     The  uterus  was  found  retro- 
verted,  the  Fallopian  tubes  three  times  their  normal  size  and 
filled  with  blood;  the  ovaries  were  enlarged,  prolapsed,  exceed- 
ingly sensitive,  and  evidently  the  seat  of  some  form  of  degene- 
ration, and  there  was  not  found,  in  either  ovary,  a  normal  ovum. 
Mrs.  R.,  26  years  old,   six  years  married,  had  had  no  chil- 
dren.     The  uterus  was  in  extreme  retroversion,   partly  held 
down  by  greatly  enlarged  and  diseased  ovaries,  which  con- 
tained diseased  ovarian  tissue,  gyromatous  cysts,  and  diseased 
ova.     Not  one  ovum  was  normal. 

Mrs.  H.,  32  years  old,  married  seven  years,  had  had  no  chil- 
dren; each  tube  filled  with  pus,  and  its  fimbriated  extremity 
closed ;  they  and  the  ovaries  covered  by  adhesions.  Micro- 
scopical examination  of  the  ovaries  showed  acute  oophoritis, 
large  gyromatous  cysts,  few  ova,  and  these  diseased.  They 
showed  various  forms  of  degeneration,  and  in  some  portions 
of  the  ovary  the  ova  had  entirely  disappeared.  No  normal 
ovarian  tissue  existed  in  either  ovary. 

Miss  E.  M.,  22  years  old,  was  first  seen  by  me  in  the  spring  of 
1888  She  looked  extremely  feeble  and  emaciated;  said  "  she 
had  been  sick  for  five  years,"  now  "no  longer  able  to  work.'' 
The  uterus  was  completely  retro  verted;  in  front,  and  adherent 
to  it,  and  to  the  walls  of  the  pelvis,  was  a  sensitive  mass, 
which  proved  to  be  the  left  ovary  enlarged  to  about  three 
inches  in  diameter  * ;  the  right  ovary  was  not  so  much  enlarged 
and  was  low  down  in  Douglas'  cul-de-sac.  The  left  contained 
a  cyst  filled  with  straw-colored  fluid.  The  cyst  wall  was  in  a 
state  of  intense  inflammation;  but  the  special  enlargement  of 
the  ovary  was  due  to  a  myxomatous  degeneration  of  the  organ. 
'  Report  of  New  York  Pathological  Society,  1888,  p.  66. 
12 
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All  the  ova  found  were  diseased  ;  not  one,  as  far  as  examined, 
was  normal  or  capable  of  any  function.  The  right  ovary  was 
equally  diseased ;  many  sections  showed  intense  oophoritis, 
and  the  ova  waxy,  colloid,  or  reduced  to  medullary  corpuscles, 
several  forms  of  degeneration  appearing  in  a  single  ovum. 

The  sister  of  this  patient,  Miss  A.  M.,  had  pyosalpinx  and 
oophoritis,  and  in  both  ovaries  all  the  ova  were  diseased  and 
ruined. 

Many  estimate  the  number  of  ova  in  normal  ovaries  as  36,000; 
Sappey  gives  it  as  400,000.  In  these  pathological  ovaries  the 
number  of  ova  was  very  much  diminished,  varying  greatly  in 
different  individuals  and  in  different  parts  of  the  same  ovary. 
In  my  cases  their  number  has  been  as  low  as  2  and  as  high 
as  194  in  a  single  section. 

In  some  ovaries  there  are  no  ova,  normal  or  abnormal.  Why 
have  they  all  disappeared?  May  not  clinical  history  throw  a 
little  light  upon  this  problem,  and  possibly  enable  us  dimly 
to  see  some  explanation  and  thereby  make  the  subject  one  of 
some  practical  utility,  instead  of  a  mere  scientific  curiosity? 

Miss  W.,  42  years  of  age,  sent  me  by  Dr.  Gillette,  of  Brook- 
lyn, for  some  supposed  cancerous  formation,  had  salpingitis 
and  greatly  enlarged  ovaries  which  were  the  seat  of  chronic 
oophoritis  and  endothelioma.  In  the  examination  of  many 
sections  no  ova  were  found  in  either  ovary. 

Another  patient,  Mrs.  M.,'  50  years  of  age,  had  carcinoma 
of  the  floor  of  the  pelvis.  Before  the  development  of  the  car- 
cinoma there  had  evidently  been  long-existing  disease  of  the 
ovaries;  in  neither  of  them  was  a  single  ovum.  Yet  in  the 
ovaries  removed  post  mortem  from  a  woman  nearly  70  years 
of  age  I  found  ova,  some  nearly  normal. 

Miss  C,"  30  years  old,  was  sent  to  me  by  a  physician,  who 
wrote:  "Everything  possible  has  been  done.''  The  young 
woman  had  been  sick  fifteen  years,  suffering  so  much,  and  her 
health  so  enfeebled,  that  she  was  no  longer  able  to  perform 
her  ordinary  duties.  Each  ovary  seemed  almost  entirely  con- 
verted into  a  blood  cyst,  the  outcome  of  an  endothelioma,  and 
neither  one  contained  an  ovum,  either  normal  or  abnormal. 

Mrs.  S.  S.  first  consulted  me  November  23d,  1888.  She  gave 
her  age  as  39,  a  few  days  after  mentioned  it  as  42;  said  she 

'  Pittsburg  Medical  Review,  October,  1895,  p.  303,  case  2;  also  Medical 
Record,  March  11th,  1893,  "  Carcinoma  of  Floor  of  Pelvis,"  p.  292. 

*  "  A  Hitherto  Undescribed  Disease  of  the  Ovary,"  New  York  Medical 
Journal,  September  28th,  1889,  p.  339,  Miss  C. 
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had  been  married  some  years  and  never  had  children.  I  found 
the  ovaries  so  seriously  diseased,  in  one  of  them  an  abscess, 
that  I  considered  her  life  in  peril  and  advised  an  operation 
without  delay.  This  was  performed  on  January  24th,  1889,  in 
the  Woman's  Hospital  of  Brooklyn.  Besides  an  abscess  in 
the  ovary,  there  were  salpingitis  and  severe  peritonitis.  The 
patient  made  an  excellent  recovery.  Both  ovaries  were  found 
to  be  filled  with  hard  fibromata ;  both  were  utterly  destroyed 
for  all  physiological  functions,  and  in  neither  of  them  was 
there  found  a  single  ovum. 
Another  case,  of  greater  interest,  also  showed,  in  connection 


>TT 


ML 


C 

va 


Fig.  1.— Normal  ovum,  x  1200.  MG,  macula  germinativa;  VG,  vesicula  germinativa; 
C,  cuticula;  Y,  yolk;  E,  flat  epithelium;  S,  structureless  or  basement  membrane;  C,  C, 
connective  tissue  capsule;  M,  L,  smooth  muscle  fibres  in  longitudinal  section ;  M,  T,  smooth 
muscle  fibres  in  transverse  section. 

with  endothelioma,  an  entire  destruction  of  the  ova.  The 
patient  was  38  years  of  age.  In  1883  she  consulted  me  for  pain 
and  constant  distress  in  the  pelvis.  I  treated  her  according  to 
well-recognized  methods,  but  her  condition  did  not  seem  to  im- 
prove; so  Prof.  B.  F.  Dawson,  and  afterward  Dr.  C.  C.  Lee, 
saw  the  patient  in  consultation.  Both  recognized  that  there 
were  pelvic  and  uterine  disease,  and  both  advised  a  continuation 
of  the  treatment.  StiU  there  was  not  the  desired  improvement, 
so  I  suggested  a  suspension  of  medical  treatment  and  a  return 
to  her  home.  In  1889  this  patient  came  again  to  see  me,  suf- 
fering so  much  in  the  meantime  that  she  had  become  addicted 
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to  the  use  of  morphine,  and  there  were  indications  of  profound 
constitutional  disturbance.  I  diagnosed  endothelioma,  and 
upon  examination  it  was  found  that  the  endothehoma  had 
changed  to  a  hematoma,  enlarging  the  ovary  to  nearly  the  size 
of  an  orange.  On  account  of  the  weakness  and  feebleness  of 
the  patient  I  delayed  operation,  until,  recognizing  that  the  case 
was  growing  more  critical  and  that  one  portion  of  the  cyst  wall 
of  the  left  ovary  seemed  in  danger  of  rupturing  with  possibly 
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Fig.  2.— Cortex  of  ovary.  X  100.  Vertical  section.  C,  connective-tissue  capsule,  epi- 
Ihelia  stripped  oft;  U,  outer  portion  of  cortex,  with  bundles  of  smooth  muscles  densely  in- 
terlacing; L,  inner  portion  of  cortex;  O,  ova  in  stage  of  indifference;  T,  beginning  forma- 
tion of  follicle . 

disastrous  results,  I  operated  on  February  16th,  1891.  By  the 
most  careful  microscopic  examinations  there  was  not  found  in 
either  ovary  a  single  ovum. 

I  present  the  figure  of  a  normal  ovum  highly  magnified,  and 
figures  showing  the  morbid  anatomy  of  diseased  ova.  As 
these  drawings  were  made  by  the  late  Dr.  Charles  Heitzman, 
I  present  his  descriptions: 
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Fig.  1,  '*  a  normal  primordial  ovum,  consists  of  a  globular  or 
slightly  oblong,  sharply  defined  mass  of  protoplasm,  all  of  an 
epithelial  origin,  in  which  we  recognize  a  vesicula  germinativa 
and  macula  germinativa.  The  living  matter,  as  represented  by 
the  glossy  granular  and  interconnecting  threads,  is  abundant 
in  the  vesicula  germinativa,  the  granules  or  points  of  intersec- 
tion being  densely  packed  together,  as  usually   seen  in   the 


Fig.  3.— Cortex  of  normal  ovary.  X  500.  L,  longitudinal  bundle  ;  T,  T,  transverse 
bundles;  S,  oblique  bundles  of  smooth  muscle  fibres;  O,  ovum  in  the  state  of  indifference; 
A,  artery,  transverse  section. 

nuclei  of  most  protoplasmic  bodies.  The  macula  is  the  largest 
granule,  or  nucleus,  consisting  either  of  a  solid  or  slightly 
vacuolated  lump  of  living  matter.  The  periphery  of  the  vesi- 
cula germinativa  is  surrounded  by  a  thin  layer  of  what  authors 
term  a  cuticular  formation,  possibly  nothing  else  than  a  thin, 
continuous  layer  of  living  matter.  From  the  periphery  of  this 
layer  arise  numerous  conical  spokes  interconnecting  the  vesi- 
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cula  with  the  neighboring  granules  of  a  protoplasmic  mass 
termed  yolk.  Here  the  living  matter,  as  represented  by  the 
granules,  is  scantier  than  in  the  vesicula.  The  yolk  is  sur- 
rounded by  a  single  layer  of  flat,  nucleated  epithelia,  which  in 
a  transverse  section  will  appear  spindle-shaped.  The  epi- 
thelia rest  externally  upon  an  apparently  structureless  base- 
ment membrane  ensheathing  the  ovum  on  all  sides.  This 
layer  is  not  constantly  present.  Outside  of  it  follows  a  thin 
layer  of  a  delicate  fibrous  connective  tissue  representing  the 
capsule  proper  of  the  ovum.  The  ovum  is  embedded  in  the 
muscle  layer  of  the  cortex  of  the  ovary.  A  peculiarity  in  the 
arrangement  of  the  smooth  muscle  fibres  is  that  on  both  sides 


Fig.  4.— Hydrops  or  edema  of  ovum.  X  600.  V,  vesicula  germinativa,  enlarged,  with 
granules  pushed  apart,  vacuolated;  Y,  yolk,  vacuolated,  with  granules  pushed  apart;  E, 
epithelium  broadened,  vacuolated ;  M,  myxomatous  tissue  between  the  muscle  fibres. 

they  run  a  longitudinal  course,  whereas  on  two  poles  of  the 
ovum  there  are  few  muscle  fibres  seen  in  transverse  section." 

Fig.  2  represents  a  vertical  section  of  the  normal  cortex, 
taken  from  the  ovary  of  a  patient  who  had  an  abscess  in  an- 
other portion  of  the  ovary.  It  will  be  seen  that  the  cortex  of 
the  ovary  is  composed  mainly  of  bundles  of  smooth  muscle 
fibres  interlacing,  in  the  meshes  of  which  are  placed  the  ova. 
The  lower  portion  of  the  cortex  contains  muscle  bundles 
smaller  in  size  and  fewer  in  number  than  the  outer  portion  of 
the  cortex,  while  the  blood  vessels  are  larger  and  more  numerous. 

Fig.  3  is  the  same  more  highly  magnified,  and  shows  more 
clearly  the  bundles  of  smooth  muscle  fibres  interlacing. 

Figs.  4  and  5  are  from  the  ovaries  of  Mrs.  Mary  L.  W.     The 
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patient  first  consulted  me  Marcli  30tli,  1887.  Slie  was  27  years 
old,  married  seven  years,  and  had  never  conceived.  The  ovaries 
were  enlarged  to  several  times  their  normal  size,  prolapsed,  and 
so  sensitive  that  the  slightest  touch  gave  acute  pain.  They  were 
found  to  be  thoroughly  diseased  in  every  part,  and  in  neither 
ovary  did  I  find  a  normal  ovum.  In  these  ovaries  I  first  rec- 
ognized hydrops  of  the  ova  and  also  ova  in  the  midst  of  in- 
tensely inflamed  myxomatous  tissue.  Some  ova  were  in  myx- 
omatous degeneration;  in  some  the  epithelia  were  enormously 
swollen,  and  in  many  the  yolk,  vesicula,  and  macula  were 
hydropic;  in  others  the  vesicula  and  macula  were  changing  to 
glistening  granules,  and  some  contained  hematoblasts,  some 
broken  up  into  inflammatory  corpuscles,  with  granular  yolk 
and  swollen  epithelia;  some  so  destroyed,  that  there  was  not  a 


E 


BI 


Fig.  5.— Compression  and  vacuolation  of  tbe  ovum.  X  600.  Y,  yolk,  holding  an  indis- 
tinct vesicula,  slightly  waxy;  V,  large  vacuole  in  the  yolk;  E,  hydropic  epithelium;  M, 
edematous  tissue  between  the  muscle  fibres. 

vestige  of  a  vesicula  or  macula;  and  nearby,  the  remains  of 
many  ova  were  indicated  only  by  a  heap  of  inflammatory  cor- 
puscles, some  of  which  were  changing  to  fibrous  connective 
tissue,  and  some  undergoing  myxomatous  degeneration.  With 
the  increasing  hematoma  it  would  have  been  only  a  question 
of  time  when  her  life  would  have  been  in  immediate  jeopardy. 
"  Edema  of  the  ovum.  Fig.  4.  This  may  occur  in  two 
forms,  either  as  hydrops  of  the  ovum  or  as  vacuolation,  some- 
times as  a  combination  of  both.  Fig.  4  illustrates  general  hy- 
drops of  the  ovum,  a  collection  of  a  serous  liquid  both  in  the 
vesicula  and  in  the  yolk  of  the  slightly  enlarged  ovum.  The 
liquid  has  pushed  apart  the  granules  of  living  matter,  and  in 
most  places  has  torn  them  asunder.     The  yolk  contains  several 
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light  cavities  which  may  be  termed  vacuoles.  The  flat  epi- 
thelia  likewise  show  small  oblong  vacuoles,  some  of  which 
correspond  to  the  missing  nuclei.  Such  a  universal  hydrops  of 
the  ovum  is  of  rare  occurrence,  but  hydrops  of  the  yolk  alone 
is  not  rare,  especially  when  the  vesicula  is  the  site  of  waxy  or 
colloid  degeneration. 

"  Vacuolation  of  the  ovum  I  have  seen  but  once  (see  Fig.  5). 
The  ovum  is  here  compressed  by  the  surrounding  growth  of 
myxomatous  tissue.  The  compression  is  indicated  by  the  ir- 
regular shape  of  the  ovum  and  the  dense  crowding  of  the  gran- 
ules in  the  vesicula  and  in  the  yolk,  both  of  which  were  found 
in  a  slightly  waxy  degeneration.  The  yolk  contains  a  small 
vacuole  with  a  few   detached    granules,  and  granules   of  a 


Fig.  6.— Inflammation  of  ovum.  Hydrops  of  yolk,  x  600.  E,  epithelia  on  the  upper 
and  lower  periphery  in  acute  inflammation;  Y,  yolk,  hydropic  ;  V,  vesicula  in  incipient 
division  into  embryonal  corpuscles;  I,  interstitial  oophoritis. 

coagulated  albumen.  The  epithelial  layer  is  slightly  hydropic, 
and  at  the  upper  periphery  there  is  an  irregularly  contoured 
vacuole,  probably  a  previous  epithelium." 

The  next  drawing  is  from  Mrs.  IST.,  who  had  pyosalpinx,  in- 
tense acute  oophoritis,  in  many  places  approaching  suppura- 
tion, and  in  each  ovary  were  large  gyromatous  cysts.  The 
patient  said  that  the  history  of  the  last  ten  years  had  been  one 
of  suffering.  The  operation  for  removing  the  tubes  and  ovaries 
took  place  March  14th,  1887,  at  the  Woman's  Hospital,  Brook- 
lyn. Her  temperature  the  second  day  after  the  operation  was 
three-quarters  of  a  degree  better  than  the  day  before  the  opera- 
tion; and  the  third  day  it  was  normal,  which  it  had  not  been 
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for  many  months  previously.  Four  months  after  the  opera- 
tion she  said  her  health  was  excellent,  that  it  had  not  been 
as  good  for  fifteen  years.  The  ova  were  all  found  diseased, 
some  waxy,  some  filled  with  inflammatory  corpuscles. 

Fig.  6:  "The  epithelium  is  considerably  broadened  or  swol- 
len, and  contains  a  number  of  solid  or  vacuoled  lumps  of  living 
matter,  such  as  are  frequently  seen  at  the  initial  stage  of  in- 
tense acute  inflammation.  The  yolk  is  hydropic  and  partially 
retracted  from  the  epithelial  layer.  The  vesicula  is  broken  up 
into  a  number  of  indifferent  protoplasmic  bodies,  but  indis- 
tinctly pronounced.  This  breaking-up  is  likewise  a  symptom 
of  inflammation.  The  surrounding  ovarian  stroma  is  in  the 
condition  of  interstitial  oophoritis,  resulting  in  a  partly  acute 
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Fig.  7.— Intense  acute  inflammation  of  ovum.  X  600.  Ovum  broken  up  into  partly 
glistening,  partly  pale  granular  lumps;  no  trace  of  vesicula  germinativa.  E,  epithelia 
broadened,  coarsely  granular;  M,  muscle  fibres  in  inflammatory  change. 

inflammatory  process  of  the  fibrous  connective  tissue  between 
the  muscle  spindles,  and  partly  in  an  acute  inflammation  of  the 
muscle  flbres.^^ 

Next  are  four  drawings  of  ova  inflamed  and  in  waxy  degene- 
ration, from  the  ovaries  of  Mrs.  C.  This  patient  consulted  me 
in  the  fall  of  1885,  complaining  of  constant  pain  in  the  pelvis, 
so  agonizing  at  times  that  she  could  not  walk  across  the  floor, 
and  was  not  able  to  attend  to  her  ordinary  household  duties. 
She  was  then  20  years  of  age,  had  been  married  several  years, 
but  had  never  conceived.  I  found  an  exceedingly  sensitive  in- 
flammatory mass  on  each  side  of  the  uterus.  On  the  right  the 
ovary  was  enlarged  into  a  blood  cyst,  the  size  of  an  orange,  and 
adherent  to  it  was  the  enlarged  tube.     The  left  ovary  seemed 
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in  a  similar  condition,  except  that  it  was  not  so  much  enlarged, 
and  to  it  was  adherent  its  corresponding  tube.  The  diseased 
structures  were  removed  at  the  Woman's  Hospital  of  Brook- 
lyn, June  29th,  1886.  The  patient  made  an  excellent  recovery. 
Each  ovary  contained  a  hematoma,  and  to  each  was  adherent 
its  corresponding  tube  filled  with  pus.  All  that  was  left  of  the 
ovarian  tissue  was  in  a  state  of  intense  acute  inflammation,  in 
many  places  approaching  suppuration,  and  in  neither  ovary  was 
there  a  normal  ovum.  The  number  of  ova  was  greatly  dimin- 
ished, and  many  of  those  remaining  were  inflamed  or  waxy.  In 
some  flelds  of  intense  inflammation  in  the  right  ovary  the 
ova  were  so  destroyed  as  to  be  only  small,  waxy  dots. 

Fig.   7:  "Occasionally  an  inflamed  ovum  affords  excellent 


Fig.  8.— Intense  acute  inflammation  of  ovum,  x  600.  Ovum  broken  up  into  glistening 
lumps  of  living  matter.  V,  vesicula  germinativa,  traceable  by  higher  refraction  of  its 
lumps;  M,  muscle  fibres  broken  up  into  inflammatory  corpuscles. 

opportunities  for  the  study  of  the  breaking-up  of  all  constituent 
parts  into  embryonal  or  inflammatory  corpuscles  of  a  high 
degree  of  refraction,  as  in  Fig.  7.  This  means  a  new  forma- 
tion of  living  matter  almost  uniformly  throughout  the  vesicula 
and  the  yolk.  Yet  we  distinctly  see  the  narrow  interstices 
between  the  inflammatory  corpuscles,  traversed  by  delicate 
spokes  holding  the  corpuscles  together.  As  long  as  such  connec- 
tions can  be  seen  the  inflamed  ovum  remains  a  tissue  and  has  not 
yet  reached  suppuration.  The  epithelial  wreath  in  this  specimen 
is  still  recognizable,  being  the  least  affected  tissue.  The  surround- 
ing capsule  and  muscle  fibres  of  the  ovary,  on  the  contrary,  are 
in  a  high  grade  of  inflammation,  both  being  split  up  into  partly 
homogeneous  and  partly  granular  inflammatory  corpuscles.,^' 
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"  Fig.  8  is  remarkable  as  an  illustration  of  a  highly  inflamed 
ovum  verging  on  suppuration,  in  which  the  inflammatory  cor- 
puscles, arisen  from  the  vesicula,  are  still  distinguishable  by  a 
higher  degree  of  refraction  from  those  sprung  from  the  yolk. 
Around  the  ovum  all  tissues  of  the  cortex  have  disappeared, 
and  are  transformed  into  indifferent  masses  of  living  matter 
highly  suggestive  of  approaching  suppuration.  In  fact,  not  far 
away  from  this  ovum  the  ovary  did  contain  an  abscess." 

Fig.  9  :  "It  seems  that  waxy  infiltration  is  frequently  instru- 
mental in  preserving  the  ovum  or  some  of  its  constituent  parts, 
or  even  embryonal  corpuscles  sprung  from  a  previous  ovum. 
In  our  specimen  this  infiltration  was  of  moderate  degree,  and 
nevertheless  has  preserved  the  medullary  clusters,  since  around 
one  of  these  clusters  vestiges  of  epithelia  are  still  present.     No 


Fig.  9. — Destruction  of  ova  by  inrtammatiou.  X  600.  A,  ovum,  the  vesicula  and  yolk 
split  up  into  medullary  corpuscles  ;  remnants  of  epithelia  on  right  periphery  ;  epithelia 
and  capsule  transformed  to  inflammatory  corpuscles  on  lower  periphery.  B,  vestige  of 
a  previous  ovum,  consisting  of  split-up  vesicula  and  yolk.  The  rest  transformed  to  in- 
flammatory corpuscles  blending  with  the  inflamed  tissue  of  the  cortex  of  the  ovary,  all 
in  slight  waxy  degeneration. 

doubt  can  enter  our  minds  as  to  the  origin  of  the  waxy  clusters, 
small  and  perfect  as  they  are.'' 

Fig.  10  :  "  Sometimes  we  have  a  chance  to  satisfy  ourselves 
about  the  preservative  power  of  waxy  infiltration  (see  Fig.  10). 
No  one  will  doubt  that  the  two  formations  here  represented  are 
in  reality  remnants  of  waxy  ova.  Not  only  the  vesicula  but 
also  the  macula  is  faintly  recognizable.  Both  the  vesicula  and 
the  yolk  are  in  a  pronounced  waxy  degeneration,  the  yolk  being 
split  up  into  a  number  of  indistinctly  granular  embryonal  cor- 
puscles. The  surrounding  epithelia  are  still  preserved,  though 
in  various  stages  of  inflammation.     The  basement  membrane 
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is  still  preserved  and  seems  to  have  prevented  the  complete 
breaking-up  of  the  ovum.  This  is  the  more  surprising  as  the 
surrounding  cortical  tissue  is  completely  destroyed  and  trans- 
formed into  indifferent  corpuscles.  The  detachment  of  the 
epithelial  wreath  I  would  not  lay  stress  upon,  since  we  fre- 
quently observe  the  epithelia  detached  and  the  yolk  slightly 
retracted  in  perfectly  normal  ova  obtained  from  specimens  hard- 
ened in  chromic  acid  solution." 

The  next  two  figures  are  from  Mrs.  E.,  who  called  to  see  me 
October  11th,  1887,  complaining  of  such  constant  pain  and  dis- 
tress in  the  pelvis  that  she  was  no  longer  able  to  attend  to  her 
household  duties.  I  found  the  ovaries  and  tubes  bound  in  in- 
flammatory masses  on  each  side  of  the  uterus  and  attached  to 
the  floor  of  the  pelvis  b}'  dense  adhesions.     There  was  pyo- 


FiG.  10. — Ova  inflamed  and  in  waxy  degeneration.  X  600.  In  both  ova,  A  B,  the  epithe- 
lium is  detached  and  inflamed,  especially  at  the  lower  periphery.  The  vesicula  germi- 
nativa  and  yolk  are  in  marked  waxy  degeneration,  highly  stained  with  carmine.  The 
neighborhood  shows  broken-up  muscle  fibres,  likewise  waxy. 


salpinx  and  hematoma  of  the  ovaries  ;  most  of  the  tissue  of 
the  ovaries  was  in  intense  inflammation,  and  the  ova  in  each 
were  ruined,  exhibiting  various  pathological  conditions — some 
broken  up  into  waxy  lumps,  some  in  a  state  of  acute  inflam- 
mation, and  some  showing  atrophy,  and  a  beginning  transfor- 
mation into  fibrous  connective  tissue. 

Fig.  11 :  "In  higher  grades  of  infiammation  all  constituent 
elements  of  the  ovum  share  in  the  morbid  process.  In  this 
figure  we  see  the  yolk  and  vesicula  crowded  with  enlarged 
lumps  of  living  matter,  the  macula  being,  perhaps,  in  a  process 
of  division.  We  further  observe  granular  matter  in  different 
corpuscles  at  the  periphery  of  the  yolk,  which  we  know  origi- 
nate from  solid  lumps.     The  epithelia  are  partly  in  a  process  of 
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endogenous  new  formation  of  inflammatory  corpuscles,  due  to 
a  segmentation  of  the  living  matter  within  the  epithelial  body. 
One  of  the  epithelia  is  hydropic,  as  indicated  by  the  presence  of 
fine  granules  of  coagulated  albumen.  Around  the  ovum,  the 
tissue  exhibits  all  changes  caused  by,  and  indicative  of,  a  sub- 
acute inflammatory  process,  such  as  new  formations  of  embry- 
onal or  indifferent  protoplasmic  bodies,  edema  of  such  bodies, 
edema  between  the  connective-tissue  capsules  of  the  ovum  and 
the  adjacent  muscle  fibres,  coarse  granulation  of  the  latter, 
and  splitting-up  of  the  nuclei  into  lumps  filling  up  the  muscle 
fibres. 

"  Should  the  ovum  break  up  into  indifferent  or  inflammatory 
corpuscles,  and  these  corpuscles  become  saturated  with  amyloid 


Fig.  11.— Acute  inflammiition  invading  the  ovum,  x  600.  E,  epithelium  inflamed;  out- 
side of  this  the  capsule  broken  up  into  inflammatory  corpuscles  ;  Y,  yolk,  coarsely  granu- 
lar, with  beginning  formation  of  inflammatory  corpuscles  ;  H,  hydropic  epithelium  :  O, 
edema  around  previous  capsule  ;  I,  inflammatory  corpuscles ;  P,  hydropic  inflammatory 
corpuscles. 

solution,  they  will  resist  the  transformation  into  fibrous  connec- 
tive tissue  for  some  time  (see  Fig.  12). 

' '  The  residues  of  the  ova  are  seen  to  be  inflammatory  cor- 
puscles. The  surrounding  cortical  tissue  is  likewise  inflamed, 
partly  broken  up  into  inflammatory  corpuscles,  and  partly 
transformed  into  fibrous  connective  tissue.  By  closely  watch- 
ing the  two  clusters  of  inflammatory  corpuscles  sprung  from 
previous  ova,  we  observe  delicate  flbres  of  connective  tissue 
penetrating  each  cluster.  No  doubt,  ultimately,  the  fate  of  the 
clusters  would  have  been  a  transformation  into  cicatricial 
fibrous  connective  tissue." 
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The  next  two  figures  are  from  the  ovaries  of  Mrs.  K.  H., 
who  also  had  pyo-  and  interstitial  salpingitis,  and  gyroma  and 
endothelioma  of  the  ovaries.  She  came  to  the  outdoor  depart- 
ment of  the  Woman's  Hospital  of  Brooklyn,  complaining  of 
great  distress  in  the  pelvis  ;  said  it  was  beyond  endurance, 
that  she  often  rolled  on  the  floor  in  agony.  She  had  been 
married  nine  years,  no  children.  I  found  the  tubes  and  ova- 
ries in  a  mass  of  dense  adhesions,  bound  firmly  to  the  floor  of 
the  pelvis.  Each  tube  was  full  of  pus,  and  in  the  peritoneum 
were  small  abscesses.  There  was  acute  and  subacute  oopho- 
ritis, endothelioma,  and  many  gyromata.  There  were  few  ova, 
and  they  were  diseased,  some  waxy,  some  fatty,  and  some 


Fig.  12.— Atrophy  of  ova,  beginning  transformation  into  fibrous  connective  tissue. 
X  600.  A,  ovum  broken  up  into  granular,  slightly  waxy  lumps,  between  which  tracts  of 
fibrous  connective  tissue  are  traceable:  B,  ovum  broken  up  into  markedly  waxy  lumps, 
likewise  pierced  by  fibrous  connective  tissue;  C,  the  stroma  of  the  cortex,  partly  inflamed, 
partly  transformed  to  fibrous  connective  tissue. 

showing  intense  inflammation.  In  one  slide  showing  fifteen 
ova  all  were  shrivelled  and  waxy  ;  in  other  sections  the  vesicula 
and  macula  were  waxy  and  the  yolks  full  of  medullary  cor- 
puscles, no  epithelia.  Some,  again,  were  only  shrivelled  waxy 
masses,  no  macula,  no  vesicula,  no  epithelia.  In  neither  ovary 
was  there  a  normal  ovum. 

Fig.  13:  "  Intense  acute  inflammation  yields  quite  a  charac- 
teristic image  (see  Fig.  13).  The  coarse  granulation  before 
mentioned  is  in  this  instance  conspicuous.  In  the  yolk  we  notice 
a  number  of  embryonal  or  indifferent  corpuscles,  holding  a  large 
number  of  glistening  granules  or  lumps.     The  epithelia,  which 
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have  become  short  columnar,  indicative  of  the  beginning  for- 
mation of  a  Graafian  folHcle,  exhibit  solid  lumps  instead  of 
nuclei;  or  the  whole  epithelial  body  is  transformed  into  an 
almost  solid,  glossy  mass  of  living  matter.  The  epithelia  have 
broken  up  into  a  number  of  embryonal  or  inflammatory  corpus- 
cles, which,  together  with  those  arisen  from  the  basement  mem- 
brane and  the  outer  tissues,  have  united  into  a  mass  of  inflam- 
matory corpuscles,  partially  destroying  the  contour  of  the 
ovum.  In  this  specimen  we  plainly  see  the  different  stages  of 
development  of  inflammatory  corpuscles  from  a  solid  granule 
to  a  solid  or  vacuolated  lump,  and  from  this  to  a  reticulated 
though  coarsely  granular  embryonal  corpuscle." 


«y      £j 


Fig.  13.— Ovum  in  intense  acute  inflammation,  x  600.  E,  short  columnar  epithelium, 
with  considerably  increased  living  matter ;  P,  inflamed  muscle  tissue,  perforation  of 
structureless  membrane  of  ovum. 


"  Fig.  14  shows  a  peculiar  combination  of  fatty  and  pigmen- 
tary degeneration.  The  fatty  degeneration  is  most  prominent 
in  the  epithelia  of  the  left  ovum,  though  the  yolks  of  both 
ova  show  it.  The  vesicula  of  the  right  ovum  is  broken  up 
into  inflammatory  corpuscles;  that  of  the  left  ovum  has  still 
preserved  its  shape.  In  small  yolks  we  observe  faintly  marked 
embryonal  corpuscles.  The  left  ovum  shows  two  clusters  of 
golden-brown  pigment. " 

The  next  four  are  from  the  ovaries  of  Mrs.  M.  G.,  34  years 
old,  the  mother  of  eight  children.  Though  the  patient  had 
pyosalpinx,  the  conditions  that  were  giving  her  most  distress 
were  endotheliomatous  growths  and  gyromatous  cysts  in  the 
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ovaries.     The  ova  were  all  diseased,  their  capability  of  per- 
forming any  physiological  function  entirely  destroyed. 

It  might  be  asked  why  this  woman,  who  had  given  birth  to 
eight  children,  should  have  diseased  ova.     I  believe  the  septic 


Fig.  14.— Fatty  and  pigmentary  degeneration  of  ovum,  x  600.  A,  ovum,  thevesicula 
germinativd  broken  up  into  medullary  corpuscles  ;  B,  ovum  with  pigment  clusters  in  the 
yolk  and  fat  granules  in  the  epithelium. 

peritonitis  after  the  birth  of  her  last  child  caused  the  disease 
of^the  ovaries,  caused  the  diseased  ova,  caused  the  development 


Fig.  15.— Ovum  reduced  to  indifferent  protoplasm  X  600.  S,  spindle  pre-stage  of 
fibrous  connective  tissue  penetrating  the  ovum;  P,  spindles  at  the  periphery  of  the  ovum; 
M,  M,  inflamed  muscle  fibres. 

of  the  endothelioma,  caused  the  sickness  and  prostration  of  the 
woman,  and  finally  made  the  operation  a  necessity. 

"  Fig.  15  shows  an  ovum  broken  up  into  finely  granular,  nucle- 
ated protoplasmic  masses  of  varying  sizes  and  shapes.     These 
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are  the  embryonal  or  inflammatory  corpuscles  proper.  Doubt- 
less such  corpuscles,  splitting  up  into  delicate  spindles,  may 
become  infiltrated  glue-yielding  basis  substance  and  be  trans- 
formed into  fibrous  connective  tissue.  In  our  specimen  we 
notice  the  inauguration  of  such  a  process.  Connective-tissue 
fibres  surround  the  cluster  of  embryonal  corpuscles  and  partly 
penetrate  between  them.  In  such  an  instance  we  have  the 
best  chance  to  recognize  the  vestiges  of  an  ovum.  If  the  pro- 
duction of  fibrous  connective  tissue  had  advanced  a  step  f ur- 
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Fig.  16.— Waxy  degeneration  of  an  ovum  in  a  developing  Graafian  follicle.  X  600 
W,  yolk  in  incipient  waxy  degenera'ion  ;  Cu,  forming  cuboidal  epitlielia  ;  Co,  columnar 
epithelia;  C,  capsule  of  follicle;  V,  capillary  blood  vessel. 

ther,  we  should  be  at  a  loss  to  tell  that  this  tissue  was  the 
remains  of  a  previous  ovum. 

"  Occasionally  the  waxy  degeneration  may  be  confined  to  the 
yolk,  as  illustrated  in  Fig.  16.  This  ovum  is  somewhat  ad- 
vanced into  the  formation  of  a  Graafian  follicle.  The  outer- 
most layer  of  the  follicular  epithelium  is  distinctly  made  up  of 
columnar  bodies.  Inward  from  this  layer  there  are  several 
strata  of  cuboidal  epithelia.  The  yolk  is  in  a  high  grade  of 
waxy  infiltration,  as  indicated  by  the  large  size  and  faintness 
of  its  granules  and  the  deep  carmine  stain,  together  with  an 
increase  of  the  refracting  powers." 
13 
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Special  interest  attaches  to  the  combinations  of  waxy  with 
colloid  degeneration  of  the  ovum,  such  as  is  represented  in 
Fig.  17.  At  one  portion  of  the  pole  of  the  ovum  there  are  two 
crescentic  fields  of  waxy  substance  of  a  deeph'  saturated  car- 
mine color.  The  lower  of  the  crescents  corresponds  to  a  seg- 
ment of  the  yolk ;  the  upper  part  is  a  segment  of  the  vesicula 
germinativa ;  the  rest  of  the  yolk  is  hj'dropic,  holding  faint 
granules,  probably  the  residue  of  granules  of  living  matter. 
The  vesicula  is  crowded  with  colloid  corpuscles,  such  as  we  see 
also  in  the  stroma  of  the  ovary.  The  epithelia  of  the  ovum  are 
in  a  slight  degree  of  colloid  infiltration.  The  surrounding  mus- 
cle fibres  are  in  a  condition  of  incipient  inflammation. 

"  Fig.  18  exhibits  a  partial  waxy  degeneration  of  the  yolk,. 


Fig.  17.— Combined  colloid  and  waxy  degeneration  of  ovum,  x  600.  C,  colloid  mass 
at  the  upper  periphery  of  the  vesicuJa;  V,  lower  portion  of  vesicula,  transformed  into  a 
waxy  mass;  Y,  waxy  portion  of  yolk. 

combined  with  a  diffused "  pigmentation  of  the  rest.  One  pole 
of  the  yolk  has  the  characteristic  concentric  waxy  mass  with 
but  faintly  indicated  granules  and  a  deep  carmine  color.  The 
rest  of  the  yolk  and  the  vesicula  appear  crowded  with  enlarged 
granules,  all  of  a  dusky  brown  color.  No  indications  of  a  col- 
loid degeneration  could  be  found  in  this  case." 

The  next  two  figures  are  from  the  ovaries  of  Mrs.  A. ,  a  case 
of  interstitial  salpingitis,  endothelioma,  and  gyromatous  cysts 
of  the  ovaries.  The  patient  was  28  years  old,  married  twelve 
years,  and  had  never  conceived.  She  complained  of  constant 
pain  in  the  pelvis  ;  said  she  suffered  so  much  slie  could  no 
longer  endure  it.  She  was  anxious  for  operation.  It  was  per- 
formed in  the  Woman's  Hospital  of  Brooklyn,  January  19th,. 
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1888.  The  tubes  and  ovaries  were  bound  down  by  dense  ad- 
hesions. The  adherent  peritoneum  in  many  places  contained 
small  abscesses.  There  was  also  an  abscess  in  each  ovary, 
and  the  tubes  contained  pus.     The  patient  made  an  excellent 


Fig.  18.— Diffuse  pigmentation  and  partial  waxy  degeneration  of  ovum,     x  600.    V, 
vestige  of  vesieula  and  macula  germinaliva;  Y,  yolk,  coarsely  granular  and  of  a  golden- 
brown  color  ;  W,  portion  of  yolk  in  waxy  metamorphosis. 

recovery.     The  ovaries  were  in  a  state  of  acute  and  sub  acute 
oophoritis,  in   some  places  approaching  suppuration.      There 


Fig.  19.— Ovum  broken  up  to  medullary  corpuscles.  X  6C0.  V,  medullary  corpuscles  of 
higher  refracting  power,  probably  sprung  from  the  vesieula  germinativa;  C,  capillary 
blood  vessel  In  transverse  section. 


were  only  a  few  ova,  and  all  were  found  diseased,  some  con- 
taining medullary  corpuscles  and  some  in  colloid  degeneration. 
"Waxy  Degeneration  (Fig.   19). — In  contradistinction  to 
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colloid  degeneration,  the  wax}^  is  conspicuous  by  a  confluence 
of  granules  of  living  matter  into  a  faintlj'  granular  or  homo- 
geneous mass  of  considerable  refractive  power,  characterized 
by  an  intense  crimson  stain  by  ammoniacal  carmine.  While 
colloid  degeneration  frequently  leads  not  only  to  infiltration  of 
the  tissues,  but  to  the  production  of  pebble-like  colloid  cor- 
puscles, waxy  degeneration  appears  exclusively  in  the  shape  of 
a  diffused  infiltration  of  the  protoplasm  invaded.  The  first 
step  toward  a  waxy  infiltration  of  the  ovum  is  frequently  seen 
in  a  breaking-up  of  the  vesicula  germinativa  and  the  j'olk  into 
indifferent  or    medullary    corpuscles,   much    resembling    the 


Fig.  20.— Diffuse  pigmentation  and  incipient  colloid  degeneration  of  o 
E,  detached  epithelium;  C,  colloid  corpuscle  in  muscle  layer. 


vum.    X  600. 


image  of  subacute  inflammation.  Such  breaking-up,  however, 
is  frequently  noticed  in  ova  embedded  in  an  ovarian  stroma 
lacking  inflammatory  changes  altogether.  This  fact  has  in- 
duced me  to  consider  the  reduction  of  the  yolk  into  enlarged 
corpuscles  as  a  pre-stage  of  amyloid  degeneration,  as  has  been 
done  in  the  liver  and  the  spleen  by  other  authors.  Fig.  19 
represents  such  a  change.  The  medullary  corpuscles,  from  the 
vesicula,  are  of  a  higher  refraction  and  of  a  deeper  carmine 
stain  than  those  from  the  yolk.  In  the  latter  coarse  and  highly 
refracting  granules  are  noticeable,  in  some  of  the  embryonal 
corpuscles,  much  as  we  observe  in  inflammation.  The  peri- 
pheral portions  of  the  yolk  are  hydropic." 

Diffuse  pigmentation  of  the  ovum,  combined  with  an  in- 
cipient colloid  degeneration  of  the  yolk,  is  shown  in  Fig.  20. 
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Both  the  vesicula  and  the  yolk  contain  clusters  of  colloid  cor- 
puscles, and  both  exhibit  a  diffuse  dirty-brown  color,  render- 
ing the  contours  of  the  vesicula  and  the  macula  somewhat 
indistinct.  The  adjacent  stroma  likewise  exhibits  scattered 
colloid  corpuscles. 

Mrs.  A.  called  at  my  office  in  September,  1888  ;  21  years  of 
age ;  married  two  years  ;  no  children.  She  complained  of 
constant  and  increasing  pain  in  the  pelvis ;  said  she  was  not 
able  to  work  or  attend  to  her  household  duties.  The  uterus 
was  found  to  be  anteflexed  and  in  extreme  retroversion  :  ovaries 


H    J 
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Fig  21.— Ova  in  a  high  degree  of  colloid  degeneration,  x  60O.  S,  smooth  colloid  cor 
puscle;  G,  granular  colloid  masses;  V,  shrivelled  colloid  vesicula  in  a  vacuole ;  H,  heap 
of  colloid  corpuscles,  mostly  in  the  epithelia;  E,  short  columnar  epithelia  in  an  incipient 
colloid  infiltration ;  C,  C,  colloid  corpuscles  in  the  muscle  tissue  of  the  ovary. 


enlarged  and  lying  below  the  uterus,  extremely  tender ;  the 
tubes  were  enlarged,  adherent  to  the  ovaries,  and  apparently 
contained  pus.  The  operation  for  removing  the  diseased  struc- 
tures was  performed  the  10th  of  November,  1888,  in  the  Wo- 
man's Hospital  of  Brooklyn.  The  patient  made  an  excellent 
recovery,  and  when  last  seen  was  in  good  health. 

Microscopical  Examination. — Each  ovary  contained  gyro- 
matous  formations,  with  pigmented  bodies  and  gyromatous 
cysts.  Not  an  ovum  in  either  ovary  was  normal.  In  a  sec- 
tion occupied  by  an  endothelioma,  on  the  periphery  above  the 
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endothelioma,  there  were  no  ova,  but  beyond  the  endotheUoma 
were  two  ova,  both  diseased  and  ruined.  In  another  section  I 
found  two  yolks  in  one  capsule.  One  was  waxy  and  contained 
colloid  corpuscles ;  the  other  yolk  was  reduced  to  granular 
matter.  In  some  places  the  ova  had  almost  disappeared,  leav- 
ing only  a  waxy  mass  in  the  midst  of  medullary  tissue.  An- 
other ovum  was  being  destroyed  by  the  invasion  of  medullary 
corpuscles  and  the  formation  of  fibrous  connective  tissue. 

The  lower  ovum  (in  Fig.  21)  is  in  the  first  stage  of  the  forma- 
tion of  a  Graafian  follicle,  as  proved  by  the  short  columnar 
epithelia  surrounding  the  yolk.  The  yolk  is  partly  concealed 
from  view.     All  epithelia  are  in  a  high  grade  of  colloid  degene- 

c 


Fig.  22.— Combined  fatty  and  colloid  deg;eneration  of  ovum,  x  600.  E,  short  colum- 
nar epithelium  in  colloid  infiltration;  F,  fat  globules;  G,  coarsely  granular  colloid  masses; 
C,  colloid  corpuscles  in  muscle  layer  of  ovary. 

ration,  and  when  their  size  has  increased  quite  considerably, 
as  at  the  upper  part  of  this  ovum,  large  colloid  corpuscles 
are  seen  deposited  within  them.  At  the  same  time  the  yolk 
itself  holds  rather  a  conspicuous  colloid  corpuscle.  The  upper' 
ovum  is  still  in  the  primordial  state.  The  vesicula  is  a  coarsely 
granular  heap  retracted  from  the  surrounding  yolk,  and  there- 
fore appearing  as  if  suspended  in  a  vacuole.  The  yolk  is  partly 
hydropic  and  partly  transformed. 

Fig.  32  combines  fatty  and  colloid  degeneration.  The  yolk 
contains  one  large  and  two  small  fatty  globules,  and  a  number 
of  clusters  of  colloid  substances,  easily  recognizable  by  their 
yellow-l^rown  color  in  contradistinction  to  the  colorless  fat 
globules.    The  epithelia  of  this  ovum  have  progressed  to  the  first 
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step  of  forming  Graafian  follicles,  since  they  have  become 
short  and  columnar.  All  the  epithelia  are  in  a  high  grade  of 
colloid  infiltration. 

The  next  drawing  is  from  the  ovary  of  Mrs.  F.,  35  years 
old,  married,  no  children.  The  uterus  was  retroverted,  ovaries 
enlarged,  prolapsed,  and  exceedingly  sensitive,  and  both  were 
the  seat  of  acute  and  subacute  oophoritis,  and  there  were  found 
in  each  ovary  gyroma,  endothelioma,  and  large  gyromatous 
cysts,  the  walls  of  which  were  in  intense  inflammation,  and  all 
the  ova  diseased.  Colloid  masses  were  found  filling  many  ova, 
entirely  displacing  the  vesiculse  and  maculae,  and  even  the 
epithelia.  In  one,  three  colloid  corpuscles  filled  the  whole 
space,  and  many  of  the  ova  were  waxy. 


Fig.  25. —Colloid  degeneration  of  ova.  X  *500.  V,  vesicula  germinativa,  with  small  col- 
loid lumps;  E,  epithelium  in  colloid  degeneration;  L,  colloid  lump  in  the  muscle  layers  of 
the  ovary. 

Fig.  33  shows  the  most  frequent  of  all  morbid  changes 
occurring  in  the  ova — colloid  degeneration.  Colloid  corpuscles 
are  easily  recognizable  in  specimens  in  chromic  acid  solutions 
by  their  high  refraction,  their  yellow-brown  color,  and  com- 
plete absence  of  stain  with  ammoniacal  carmine.  The  first 
step  indicative  of  incipient  colloid  degeneration  is  an  increase 
in  the  size  of  the  granules  of  living  matter,  in  the  vesicula 
germinativa  and  the  yolk,  with  a  simultaneous  slight  increase 
in  their  refraction,  and  their  inability  to  take  the  carmine  stain. 
Colloid  degeneration  of  a  moderate  degree  is  represented  in 
Fig.  23.  Here  we  observe  an  increase  in  the  size  of  the  gran- 
ules in  the  vesicula,  with  a  pronounced  transition  of  such 
granules  into  colloid  lumps.     The  yolk  is  partly  hydropic  and 
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partly  transformed  into  colloid  lumps  of  considerable  size.  The 
epithelia  around  the  yolk  are  rendered  homogeneous,  glossy, 
and  yellow  brown,  all  of  which  indicate  their  infiltration  with 
colloid  substance. 

A  similar  condition  was  seen  in  the  ovary  of  a  patient,  Mrs. 
I.  L.  H.,  who  called  at  my  office  in  January,  1889.  She  gave 
her  age  as  25;  had  been  married  ten  years,  and  had  suffered 
great  distress  and  almost  constant  and  severe  soreness  in  the 
pelvis  since  marriage.  An  examination  showed  that  on  the 
left  there  was  a  tender  enlargement  the  size  of  a  small  cocoa- 
nut.  This  was  an  ovary  enlarged  by  a  blood  cyst.  The  ovary 
could  be  perceived  from  the  outside  through  the  abdominal 
walls.  The  right  ovary  was  diseased,  but  not  so  much  en- 
larged. Operation  February  23d,  1889.  All  the  ova  in  both 
ovaries  of  this  patient  were  diseased. 

The  degree  of  colloid  degeneration  was  somewhat  higher  than 
in  Fig.  23.  The  most  striking  features  in  these  ova  were  the 
star-shaped  offshoots  of  the  shrivelled  yolk.  The  yolk  and  the 
vesicula  of  each  ovum  were  coarsely  granular  and  but  slightly 
stained  with  carmine,  therefore  in  a  state  of  incipient  colloid 
infiltration.  The  infiltration  was  far  more  pronounced  in  the 
epithelia  around  the  yolk.  Both  in  the  yolk  and  the  epithelia 
were  large,  many-shaped  corpuscles. 
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On  Tuesday  afternoon,  May  21st,  1895,  I  received  a  telephone 
message  from  Dr.  I.  E.  Johnson,  of  Zion,  Ky.  The  doctor 
stated  that  he  had  a  case  of  difficult  labor  and  needed  assist- 
ance. Placing  my  obstetrical  bag  in  my  buggy,  I  went  im- 
mediately, arriving  about  6  P.M.  I  was  informed  by  the  doctor 
that  his  patient,  Mrs.  S.,  was  a  primipara  and  had  been  in 
labor  about  thirty-six  hours  ;  and  that  labor  was  obstructed 
by  a  growth,  the  character  of  which  he  had  not  as  yet  deter- 
mined.    On  examination  I  found  the  pains  were  strong  and 

'Read  before  the  Southern' Kentucky  Medical  Association,  fifth  semi- 
annual meeting,  at  Hopkinsville,  April  14th  a"nd  15th,  1897. 
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expulsive,  pulse  good,  and  very  little  evidence  of  exhaustion. 
Result  of  vaginal  examination  was  a  little  perplexing.  Bulging 
down  into  the  vagina  was  a  hard,  globular  mass  about  the 
dimensions  of  a  fetal  head  at  term,  but  there  were  no  indica- 
tions that  an  os  was  present  or  ever  had  been  I  at  first 
thought  the  os  might  be  back  behind  the  cul-de-sac,  but  my 
fingers  only  met  a  solid  wall  with  no  sign  of  an  opening.  Pull- 
ing the  mass  downward,  mj^  index  finger  was  forced  up  under 
the  pubes,  where  I  found  the  mouth  of  the  uterus  dilated  to 
about  the  size  of  a  quarter  of  a  dollar;  the  fetal  head  could  be 
felt  above  this;  below,  and  filling  up  the  entire  vaginal  outlet, 
was  a  hard  and  solid  tumor  completely  obstructing  labor.  The 
tumor  extended  downward  and  backward,  occupying  a  space 
equal  to  almost  one-third  of  the  pregnant  uterus;  it  was  firmly 
and  solidly  fixed  in  position,  and  no  safe  degree  of  traction  was 
able  to  move  it;  with  every  pain  the  os  was  drawn  upward  and 
the  tumor  (a  large  fibroid)  was  pushed  downward,  completely 
filling  the  vaginal  outlet.  My  opinion  was  that  delivery  per 
vias  naturales  was  impossible,  and  that  Cesarean  section  or 
Porro's  operation  offered  the  only  hope  for  the  mother  or  child, 
and  should  be  done  as  quickly  as  possible. 

Dr.  Johnson  desired  other  counsel,  to  which  I  gladly  con- 
sented. Mr.  S.  was  informed  of  the  gravity  of  the  case  and 
the  urgent  necessity  of  operative  interference;  he  left  the  case 
entirely  in  our  hands.  I  immediately  drove  to  Zion,  about  two 
miles,  and  telephoned  Drs.  W.  M.  Hanna  and  Arch  Dixon,  Jr. 
The  nature  of  the  case  was  explained  and  Dr.  Dixon,  Jr.,  was 
instructed  to  bring  everything  necessary  for  operation.  Drs. 
Hanna  and  Dixon,  Jr.,  arrived  about  9  p.m.  In  the  meantime 
a  full  dose  of  morphia  by  hypodermatic  had  been  given  Mrs.  S. , 
which  had  in  a  large  measure  eased  the  pains.  Upon  exami- 
nation Drs.  Hanna  and  Dixon,  Jr.,  fully  agreed  with  me  in 
diagnosis  and  the  immediate  necessity  for  operation.  Now, 
gentlemen,  those  of  you  who  have  not  been  placed  under  similar 
circumstances  cannot  appreciate  the  difficulties  to  be  met  with 
in  preparing  for  and  performing  so  grave  an  operation — grave 
enough  in  cases  especially  prepared  in  hospitals  with  aseptic 
operating  rooms,  skilled  assistants,  and  trained  nurses,  but  the 
gravity  of  which  is  a  hundredfold  increased  in  an  ordinary 
farmhouse  seven  miles  in  the  country,  with  no  facilities  for 
making  such  preparation  other  than  an  ordinary  cooking  stove 
and  the  accompanying  utensils  for  boiling  water.  Apart  from 
this,  the  operation  was  to  be  done,  and  was  done,  in  the  room 
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occupied  by  Mrs.  S.,  and  which  was  her  usual  bedroom,  by  the 
Ught  of  a  kerosene  lamp  held  by  a  negro  woman.  The  chances 
for  recovery  from  such  an  operation  and  under  such  circum- 
stances were,  to  say  the  least,  not  promising.  Dr.  Dixon,  Jr., 
was  given  charge  of  the  preparations  ;  instruments  were  boiled, 
solutions  made,  towels  and  gauze  sterilized,  etc. 

It  was  almost  12  o'clock  before  the  patient  was  placed 
upon  the  table,  an  ordinary  kitchen  one.  The  abdomen  was 
washed,  scrubbed,  bathed  in  bichloride  solution,  alcohol,  and 
ether,  pubes  shaved,  the  vagina  was  thoroughly  douched  with 
bichloride  solution  1 :  2000 — in  fact  everything  possible  was 
done  to  render  the  field  of  operation  aseptic.  The  anesthetic 
— chloroform — was  administered  by  Dr.  Johnson.  Assisted  by 
Dr.  Dixon,  Jr.,  the  abdomen  was  opened  by  an  incision  ex- 
tending from  three  inches  above  the  umbilicus  to  a  like  dis- 
tance above  the  pubes.  The  abdominal  walls  were  depressed 
on  both  sides  and  an  attempt  made  to  deliver  the  uterus,  which 
was  projecting  into  the  wound,  but  was  unsuccessful  on  ac- 
count of  its  high  position,  the  growth  having  pushed  it  com- 
pletely out  of  the  pelvis.  Sterilized  gauze  was  inserted  between 
the  uterus  and  the  abdominal  walls  to  protect  the  abdominal 
cavity,  and  the  uterus  incised  in  situ,  in  the  median  line. 
The  child  and  placenta  were  rapidly  delivered,  the  cord  cut 
between  clamps,  and  the  child  handed  over  to  Dr.  Hanna's 
care.  Hemorrhage  from  the  uterine  walls  and  placental  site 
(right  lateral  portion  of  fundus)  was  free  but  not  alarming,  and 
gradually  ceased  as  the  uterus  contracted. 

After  carefully  wiping  out  the  cavity  with  sterilized  gauze 
the  incision  in  the  uterus  was  closed  with  two  rows  of  inter- 
rupted silk  sutures,  the  deep  ones  taking  in  everything  from 
just  below  the  peritoneum  to  just  above  the  mucosa — a  curved 
needle  being  used  to  insert  them,  so  as  to  take  in  as  much  ute- 
rine wall  as  possible.  The  superficial  row  (Lembert)  closed  the 
peritoneum.  The  abdominal  cavity  was  now  carefully  sponged 
out  with  sterilized  gauze,  the  omentum  pulled  down  over  the 
uterus,  and  the  abdominal  wound  closed  with  silkworm  gut; 
the  usual  antiseptic  dressing — iodoform — dusted  freely  over  the 
incision,  iodoform  gauze,  absorbent  cotton  ;  and  over  all  a 
bandage  rather  firmer  than  I  ordinarily  apply  in  abdominal 
section. 

No  drainage  gauze  was  carried  through  the  osinto  the  vagina, 
because  the  mouth  of  the  womb  was  fairly  well  dilated  and  the 
way  into  the  vagina  but  slightly,  if  at  all,  obstructed.     The 
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patient  was  placed  in  bed  in  good  condition  (pulse  84)  and  soon 
rallied  from  the  anesthetic.  Time  of  operation,  from  beginning 
of  anesthesia  until  placed  in  bed,  thirty-five  minutes.  The 
fetus,  a  girl  weighing  seven  and  a  half  pounds,  when  delivered 
was  somewhat  asphyxiated,  but  under  the  care  of  Dr.  Hanna 
was  soon  crying  lustily,  and  to  all  appearances  was  as  strong 
and  vigorous  as  if  born  in  the  usual  way.  I  remained  with  the 
patient  during  the  night,  and  on  Wednesday  morning  she  was 
bright  and  cheerful,  pulse  84,  temperature  99°.  This  condition 
was  but  little  if  any  changed  on  Thursday  and  Friday,  and 
Saturday  morning  Mrs.  S.  was  doing  so  well  that  it  was  the 
unanimous  opinion  of  her  physicians  that  she  would  make  an 
uneventful  recovery,  and  it  was  so  reported  to  Mr.  S.  Sunday 
morning  at  2  a.m.  I  received  a  message  to  come  immediately; 
Mrs.  S.  had  had  a  very  severe  chill,  her  temperature  was  105°, 
and  that  she  was  very  ill.  Accompanied  b}'  Dr.  Dixon,  Jr. ,  I 
went  at  once,  and  we  found  the  patient  worse  than  reported; 
there  was  general  and  fulminant  peritonitis,  abdomen  largely 
distended,  general  tympanites,  pulse  130,  and  temperature 
1054°.  The  abdominal  wound,  in  which  there  was  primary 
union,  was  opened  and  the  abdominal  cavity  flushed  and 
flushed  again  with  hot  sterilized  water;  the  uterine  incision  had 
also  firmly  closed  by  first  intention,  and  there  was  not  the 
slightest  indication  that  there  had  been  leakage;  the  lochial  dis- 
charge through  the  vagina  had  been  about  that  usual  in  normal 
labor  in  appearance,  quantity,  and  odor.  The  abdominal  open- 
ing was  again  closed  and  a  gauze  drainage  left  in  the  lower 
segment  of  the  wound.  Some  one  will  here  think  that  owing 
to  the  surroundings,  septic  as  they  could  well  be,  it  would  have 
been  perhaps  better  surgery  to  have  flushed  out  the  abdominal 
cavity  with  sterilized  water  and  to  have  placed  drainage  gauze 
through  the  uterus  into  the  vagina  before  closing  the  uterine 
incision  during  the  first  operation.  These  were  both  thought 
of  and  suggested,  but  there  was  no  more  sterilized  water  to 
use  for  that  purpose,  and  to  wait  for  it  to  be  prepared  was 
not  to  be  thought  of,  and  the  iter  ad  vaginam  seemed  suflS- 
ciently  open.  Again,  it  may  be  said  the  patient  would  have 
had  a  better  chance  had  a  Porro  been  done  instead  of  the  clas- 
sical operation  (Sanger).  This  was  also  thought  of .  The  size 
and  situation  of  the  neoplasm  excluded  Porro;  symphyseotomy 
was  equally  out  of  the  question. 

Mrs.  S.  died  on  Sunday  night  at  1  a.m.,  twenty-four  hours 
after  the  initial  chill  and  nearly  six  days  after  the  first  ope- 
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ration.  It  is  useless  to  state  that  the  termination  of  this  case 
was  a  great  disappointment  to  me  and  to  all  concerned,  and  par- 
ticularly  after  so  favorable  an  outlook  far  and  beyond  the  usual 
time  when  sepsis  occurs.  The  satisfaction  remains  that  I  did 
my  duty  in  so  far  as  was  possible  under  the  circumstances, 
and,  notwithstanding  my  efforts,  one  soul  "passed  over  the 
river,"  yet  another  was  ushered  into  this  world  which  other- 
wise had  never  breathed  the  air  or  seen  the  light  of  day. 

Here  was  a  case,  seven  miles  in  the  country,  demanding  an 
operation,  one  of  the  gravest,  if  not  the  gravest,  known  to 
surgery;  which  brooked  no  delay;  an  operation  upon  the  suc- 
cessful accomplishment  of  which  depended  two  lives;  under 
circumstances  and  with  surroundings  which  were  simply 
appalling  to  one  who  knows  and  thoroughly  appreciates  the 
vital  importance  of  asepsis  in  surgery  of  any  character,  but 
more  especially  in  surgery  of  the  abdomen.  That  Lusk  appre- 
ciates such  situations  is  evidenced  when  he  says,  in  the  last 
edition  of  his  work,  in  speaking  of  Cesarean  section:  "  In  con- 
clusion it  may  be  proper  to  state  that  if  the  patient's  condition 
at  the  outset  is  fairly  good  and  the  operation  is  performed  with 
every  attention  to  detail,  such  as  a  well-equipped  hospital 
renders  possible,  and  the  after-management  is  intelligently 
conducted,  the  prognosis  is  hardly  doubtful.  Recovery  will 
almost  certainly  follow  and  a  new  triumph  will  add  to  the 
fame  of  Sanger.  But  if  the  patient  has  been  operated  upon  in 
her  home,  after  a  lingering  labor  without  needed  assistance, 
perhaps  by  the  light  of  a  kerosene  lamp  and  with  preparation 
of  a  makeshift  character,  it  may  be  proper  to  call  the  operation 
by  the  name  of  Sanger,  but  recovery,  if  it  occurs,  must  be 
regarded  as  partaking  of  the  nature  of  a  miracle." 

Had  the  distinguished  author  been  present  he  could  have 
hardly  described  the  circumstances  under  which  I  operated 
more  accurately.  The  child  is  still  living,  and  doubtless,  in  a 
large  measure,  fills  the  void  caused  by  the  untimely  end  of  its 
mother. 
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In  Bland  Sutton's  work  on  "  Surgical  Diseases  of  the  Ovaries 
and  Fallopian  Tubes,"  under  the  heading  of  carcinomata  he 
says:  "In  the  majority  of  instances  cancer  of  the  ovary  is 
secondary.  ,  .  .  Our  knowledge  of  primary  cancer  of  this  organ 
is  very  limited,  and,  except  in  a  few  instances,  extremely  un- 
satisfactory." He  also  says  under  the  same  heading  that  "  the 
term  cancer  must  be  used  in  a  definite  sense  and  reserved  for 
malignant  adenomata."  The  following  case  is  of  particular 
interest,  therefore,  because  the  disease  was  undoubtedly  pri- 
mary in  its  origin,  there  being  no  evidence  of  cancer  in  any 
other  organ  in  the  body. 

Miss  D.,  Canadian,  age  50  3'ears;  occupation,  medical  elec- 
trician; stout  build,  fat,  and  rather  nervous  temperament. 
Menstruation  started  at  the  age  of  14  years,  and  she  was  now 
past  the  climacteric,  not  having  seen  even  a  show  of  menstrual 
discharge  for  the  past  two  years.  Her  family  history  was 
good,  except  in  the  case  of  one  sister  who  died  several  years 
ago  from  some  malignant  disease,  which,  from  description, 
was  probably  multiple  sarcomata  commencing  in  one  breast. 
(The  breast  had  been  excised  for  malignant  growth,  and 
shortly  after  nodules  appeared  in  various  parts  of  the  body, 
from  which  patient  died.)  Previous  to  present  trouble  patient 
herself  had  enjoyed  very  good  health,  with  the  exception  of 
occasional  bearing-down  in  pelvis  and  uneasiness  from  congen- 
ital elongation  of  cervix  uteri,  for  which  trouble  she  had  con- 
sulted several  physicians  during  her  menstrual  life,  and  at  one 
time  had  some  slight  operation  performed,  which  she  thought 
was  dilatatdon  of  the  cervix. 

Her  present  illness  started  in  December,  1895.  While  en- 
gaged in  professional  work  in  Detroit  she  began  to  suffer  from 


206  meek:  primary  adeno-carcinoma 

pain  in  left  side  of  abdomen  and  pressure  on  rectum  and 
bladder,  followed  soon  after  by  a  severe  illness ,  diagnosed  by 
her  attending  physician  as  peritonitis,  which  confined  her  to 
bed  for  several  weeks  and  required  large  doses  of  morphia. 
After  recovering  sufficiently  from  this  illness  she  came  to  Lon- 
don in  February,  1896,  consulted  Dr.  Moorhouse,  and  was 
treated  by  him  during  the  following  spring,  summer,  and 
autumn  for  digestive  disturbance  with  flatulence  and  abdomi- 
nal pain,  which  was  thought  to  have  been  caused  by  fatigue 
from  overwork  ;  and  under  general  treatment  and  rest  she 
had  gained  both  in  strength  and  flesh.  Early  in  January, 
1897,  patient  suffered  so  much  from  abdominal  pain  and  pres- 
sure symptoms  in  pelvis  that  it  was  thought  advisable  to  make 
a  pelvic  examination,  when  a  large,  nodular  mass,  very  ten- 
der to  the  touch,  was  discovered  low  down  between  uterus 
and  rectum.  I  was  asked  by  Dr.  Moorhouse  to  see  patient 
with  him,  and  on  January  17th  we  made  an  examination 
under  chloroform.  Through  the  abdomen  nothing  definite 
could  be  felt,  on  account  of  flatulence  and  very  thick,  fat  ab- 
dominal wall.  Vaginal  examination  revealed  a  congenitally 
elongated,  hypertrophied  cervix,  which  came  outside  vulva 
when  patient  strained.  Sound  entered  uterus  three  and  one- 
half  inches  and  went  up  to  right  side.  Behind  uterus,  very 
low  down  in  Douglas'  pouch,  could  be  felt  an  irregular,  solid, 
nodular  tumor  which  could  be  pushed  up  some  to  left  side. 
By  bimanual  examination  this  nodular  mass  could  be  felt  fill- 
ing Douglas'  pouch  and  left  side  of  pelvis,  and  apparently  con- 
tinuous above  with  another  nodular  mass  higher  up  and  to 
right.  The  whole  mass  appeared  to  be  very  close  to,  but  sepa- 
rate from,  the  uterus,  and  the  uterus  could  be  moved  indepen- 
dently of  it.  Per  rectum  the  nodular  mass  in  Douglas'  pouch 
could  be  felt  pressing  low  down  on  rectum  and  filling  the 
space  between  it  and  uterus.  The  diagnosis,  made  from  the 
location  and  feel  of  the  tumor,  was  solid,  nodular  tumor  of 
left  ovary,  probably  malignant;  although  the  fact  that  patient 
had  not  lost  weight,  but  for  some  time  previous  had  actually 
gained  in  weight,  was  opposed  to  the  diagnosis  of  malignancy. 
An  exploratory  operation  was  advised,  and  on  January  24th 
patient  went  into  City  Hospital  for  this  purpose.  During  the 
first  twenty  four  hours  after  entering  hospital  she  passed  only 
thirteen  and  one-half  ounces  of  urine.  Urinary  analysis 
showed  acid  reaction;  specific  gravity  1030;  albumin  a  trace, 
no  sugar;  urea   2|   per  cent;  under  the   microscope  negjative 
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except  oxalates.  During  the  second  twenty- four  hours  in  hos- 
pital urine  increased  in  quantity  to  thirty  ounces.  There  was 
considerable  distension  of  abdomen  from  gas,  and  considerable 
difficulty  in  getting  bowels  freely  moved. 

On  January  26th,  9  a.m.,  under  chloroform  administered  by 
Dr.  Balfour,  and  with  the  assistance  of  Drs.  Moorhouse, 
Hobbs,  and  Stevenson,  I  operated  by  a  rather  long  median 
abdominal  incision.  The  abdominal  wall  was  thick,  there 
being  about  three  inches  of  fat.  It  was  quite  vascular,  as  is 
usual  where  solid  tumors  are  found  in  abdomen.  Peritoneum 
was  also  thick.    There  was  some  clear  fluid  in  peritoneal  cavity. 


Ri^ht  ovary.  Left  ovary. 

The  omentum  was  very  thick  and  fat,  like  a  blanket.     The 
intestines  were  distended  with  gas. 

With  the  patient  in  Trendelenburg  posture,  after  pushing 
back  the  omentum  and  intestines,  a  solid,  nodular  tumor  pre- 
sented. The  nodules  were  quite  hard  and  varied  in  size  from 
a  small  marble  to  a  hickory-nut.  This  tumor  was  not  ad- 
herent, and  when  lifted  up  was  found  to  be  the  right  ovary, 
having  a  very  good  pedicle  in  upper  part  of  right  broad  liga- 
ment. The  Fallopian  tube  on  this  side  ran  along  the  ante- 
rior surface  of  the  tumor,  was  small  and  perfectly  free  from  it, 
as  seen  in  the  illustration.     The  pedicle  was  transfixed,  ligated 
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with  heavy  silk  Staffordshire  knot  close  to  uterus,  the  tumor 
with  Fallopian  tube  removed,  and  stump  cauterized  with  the 
thermo-cautery.  The  fundus  and  body  of  uterus  were  next 
examined  and  found  to  be  quite  small,  having  undergone  the 
atrophic  change  of  the  climacteric. 

On  the  left  side  a  solid,  nodular  tumor  of  left  ovary  was 
found  of  the  same  character  as  that  on  right  side,  but  larger 
and  situated  low  down  in  Douglas'  pouch.  The  left  Fallopian 
tube  was  small  and  not  implicated  in  the  tumor.  After  sepa- 
rating a  few  adhesions  and  lifting  up  the  tumor  it  was  found 
that  its  broad-ligament  pedicle,  which  was  quite  thin,  had  be- 
come twisted  on  itself  from  left  to  right;  this  twisting  of  the 
pedicle  offered  an  explanation  of  the  severe  pain  felt  in  left 
side  and  the  attack  of  peritonitis  from  which  patient  had  suf- 
fered a  year  previous  in  Detroit;  also  the  occasional  attacks  of 
severe  pain  felt  in  left  side  of  abdomen  since.  The  pedicle  was 
transfixed,  ligated,  tumor  with  tube  removed,  and  stump  cau- 
terized in  same  way  as  that  on  right  side.  The  abdomen  and 
pelvis  were  then  sponged  out  and  the  abdominal  wound  closed 
with  interrupted  silkworm-gut  sutures. 

Patient  took  chloroform  badly,  apparently  from  weak  heart, 
but  at  the  conclusion  of  the  operation  the  pulse  was  fair  in  cha- 
racter and  about  72  beats  per  minute.  An  enema  of  about 
one  quart  of  salt  solution  was  administered  before  sh'e  left  the 
table. 

During  the  first  twenty -four  hours  following  operation  pa- 
tient required  two  hypodermatic  injections  of  morphia  for  pain, 
one  of  one-eighth  grain  and  one  of  one-quarter  grain.  After 
this  no  more  morphia  was  given.  The  sickness  from  chloro- 
form was  moderate  and  soon  subsided.  The  quantity  of  urine 
passed  was  twenty-three  ounces. 

During  the  second  twenty-four  hours  she  passed  only  four- 
teen ounces  of  urine,  but  other  symptoms  were  good  except 
some  abdominal  distension  and  difficulty  in  getting  gas  started. 
Temperature  was  normal  and  pulse  below  100,  except  once  for 
a  short  time  it  reached  113  after  being  fatigued  from  enemas 
to  start  gas.  During  the  early  part  of  the  third  twenty-four 
liours  urine  became  very  scanty,  and  its  examination  showed 
some  albumin  and  pus  with  a  few  granular  and  hyaline  casts ; 
urea  one  per  cent.  During  this  period  of  scanty  urine  patient 
showed  some  symptoms  of  uremic  poisoning,  as  persistent 
nausea  and  vomiting,  restlessness,  with  sljght  wandering  and 
hyperesthesia  of  skin.     By  frequent  enemas  of  salt  solution. 


GOLTMAN:   A   CASE   OF   FALSE   HERMAPHRODITISM.       209 

also  free  use  of  hot  water  and  small  doses  of  calomel  by  mouth, 
urine  increased  in  quantity,  bowels  moved  freely,  and  all  irri- 
tability of  stomach  and  other  symptoms  rapidly  subsided. 

After  this  convalescence  was  practically  uneventful.  Dress- 
ings were  changed  for  the  first  time  on  the  eighth  day  and 
several  of  the  sutures  were  removed,  the  remaining  sutures 
being  removed  at  the  second  dressing  on  the  fifteenth  day. 
There  was  primary  union  in  the  whole  length  of  the  wound, 
and  no  appearance  of  stitch  irritation.  Patient  left  the  hos- 
pital three  weeks  following  date  of  operation,  and  has  stead- 
ily gained  in  strength,  although  very  little  if  any  increase  in 
fiesh  since.  An  analysis  of  the  urine,  made  before  leaving  the 
hospital,  did  not  reveal  anything  abnormal,  so  that  it  is  prob- 
able that  the  kidney  trouble  noticed  on  second  and  third  days 
after  operation  was  temporar}-  and  due  to  the  effects  of  the 
chloroform. 

The  appearance  of  the  tumors,  showing  the  Fallopian  tubes 
and  parovarium  not  implicated,  will  be  seen  in  the  illustrations. 
A  nodule  of  one  of  the  specimens  was  sent  to  Dr.  T.  S.  Cullen, 
of  Johns  Hopkins  Hospital,  Baltimore,  for  examination,  and  I 
will  give  the  report  of  his  examination  as  I  received  it  from 
him:  "The  specimen  from  solid  tumor  of  the  ovary  required 
s  veral  days  to  harden,  as  it  was  in  alcohol.  I  examined 
several  sections  and  found  the  typical  appearance  of  adeno- 
carcinoma of  the  ovary." 

331  Queen's  avenue. 


A  CASE   OF  FALSE   HERMAPHRODITISM.! 


BY 

M.  GOLTMAN,  CM.,  M.D., 

Late  House  Physician,  Woman's  and  Western  Hospitals, 
Montreal,  Canada. 


(With  two  illustrations.) 


H.  B.,  age  28,  German,  occupation  hostler,  came  to  me  on 
March  1st,  1897,  in  a  fit  of  despondency,  giving  history  and 
presenting  appearance  as  follows:  He  is  the  youngest  and 
smallest  of  twelve  children,  all  strong,  healthy,  and  well  devel- 
oped; 5  feet  6^  inches  tall,  weighs  170  pounds,  and  of  magnifi- 

'  Case  exhibited  before  the  Memphis  Medical  Society,  March  1st,  1897. 
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cent  muscular  and  skeletal  proportions.  The  face  is  absolutely 
beardless;  no  hair  in  the  axillae  or  any  other  part  of  the  body, 
excepting  the  scalp  and  the  few  comprising  the  mons  veneris. 


Fig.  1. 


The  skin  over  the  entire  bod}'  is  soft  and  wliite  like  a  woman's, 
in  spite  of  the  hard  work  which  his  horny  hands  of  toil  be- 
speak. His  voice  is  high-pitched,  soft,  and  musical;  he  is  fond 
of  music,  but  refrains  from  singing  on  account  of  the  great 
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resemblance  of  his  voice  to  that  of  a  woman.  There  are  two 
well-developed  mammary  glands,  the  left  being  somewhat 
lower  than  the  right,  but  the  right  containing  the  most  gland- 


FiG.  2. 


ular  substance.  The  nipples  are  prominent,  capable  of  erec- 
tion, and  surrounded  by  well-marked  areola,  with  papillae 
devoid  of  hair.  The  left  nipple  is  somewhat  sensitive  from  fre- 
quent handling  to  produce  sexual  orgasm.     The  pubic  region 
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is  covered  with  a  small  amount  of  feminine  hair,  and  below  it, 
in  the  erect  position,  are  seen  three  prommences  (vide  Fig.  I): 

(1)  imperforate  penis,  1^  inches  long,  capable  of  semi  erection; 

(2)  right  testicle;  (3)  left  testicle. 

In  the  lithotomy  position  (vide  Fig.  2)  the  scrotum  is  seen  to 
be  divided ;  the  right  testicle  is  lower  and  larger  than  the  left, 
both  are  of  good  normal  proportions  and  retract  strongly  under 
stimulation  of  the  cremasteric  reflexes.  The  urethra,  marked  in 
the  figure  by  the  insertion  in  it  of  a  piece  of  absorbent  cotton, 
is  one  and  a  quarter  inches  from  the  head  of  the  pendulent 
penis,  and  looks,  when  well  separated  by  the  fingers,  like  a 
capacious  female  urethra  with  slightly  everted  mucous  mem- 
brane. It  is  rigid,  however,  and  covered  by  a  cribriform  mem- 
brane which  is  situated  about  half  an  inch  from  its  external 
opening,  making  the  passage  of  an  instrument  next  to  impos- 
sible, as,  added  to  the  membranous  barrier,  the  mucous  mem- 
brane of  the  urethral  opening  is  quite  turgid  and  extremely 
sensitive.  He  urinates  in  the  squatting  position.  About  one 
and  a  half  inches  below  the  urethral  opening  is  seen  a  wedge- 
shaped  depression,  the  wedge  looking  upward,  which  inverted 
might  be  likened  to  the  fossa  navicularis  in  the  female.  This 
is  covered  in  its  entirety  with  mucous  membrane  and  is  the 
seat  of  his  most  pleasurable  sexual  feelings.  The  finger  can 
push  the  wall  of  this  fossa  before  it  for  about  one  inch  and 
a  half,  when  it  comes  upon  two  tense,  probably  muscular 
bands,  situated  one  on  each  side  and  seemingly  stretching  from 
before  backward.  Nothing  can  be  felt  beyond  this  point.  The 
slightest  touch  in  this  region  gives  much  pleasure,  causes 
retraction  of  testicles  and  contraction  of  anus,  and  from  it,  by 
manipulation,  he  usually  evokes  sexual  orgasm.  The  discharge 
on  such  occasions  is  extremely  small,  about  two  drops,  draining 
from  the  urethral  opening  some  time  after  completion  of  the 
act.  Examined  microscopically  this  is  rich  in  active  sperma- 
tozoa. Between  the  urethra  and  the  penis  two  redundant  folds 
of  skin,  lined  on  their  inner  surface  with  mucous  membrane, 
are  seen;  they  are  probably  the  frenum  preputialis,  but  resem- 
ble closely  the  labia  minora  in  the  female. 

Examination  per  rectum  reveals  absence  of  the  prostate 
gland,  absence  of  uterus  and  ovaries.  This  was  further  veri- 
fied by  an  examination  given  him  by  Dr.  R.  B.  Maury,  of  this 
city,  at  my  request.  The  absence  of  the  prostate  will  account 
for  the  scant  secretion  during  sexual  orgasm.  There  has  never 
been   any   menstruation,  vicarious  or  otherwise,  and  he   has 
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always  assumed  the  garb  and  habits  of  a  man  ;  drinks  hard 
liquor,  smokes  and  chews  tobacco  ;  he  is  very  reticent,  keeps  to 
himself,  and  shuns  both  male  and  female  society,  being  "  no 
use  to  either,"  as  he  expresses  it.  The  pelvis  and  thighs  are 
of  the  masculine  order,  but  not  markedly  so,  and  the  pubes  is 
cushioned  with  adipose  tissue. 

The  case  is,  seemingly,  one  in  which  there  is  persistence  of 
the  urogenital  sinus — in  other  words,  hypospadias.  It  is  al- 
most identical  with  the  case  reported  by  Otto  and  pictured  in 
Skene's  "  Diseases  of  Women."  Otto's  case,  although  a  male, 
lived  as  the  wife  of  three  husbands  without  the  fact  that  he  was 
a  male  being  discovered,  and  then  the  fact  was  only  discovered 
by  medical  examination.  The  case  I  report  might  easily  pass 
for  a  woman,  especially  in  the  nude  condition.  The  effeminate 
voice,  the  absence  of  beard,  the  delicate  complexion,  the  white 
skin,  the  well-developed  mammae,  the  genital  deformity,  the 
squatting  posture  during  urination,  and  the  maiden-like  bash- 
fulness  innate  in  these  cases  are  suflficient  to  warrant  him  wear- 
ing woman's  apparel  and  accepting  and  enjoying  the  privileges 
incumbent  upon  the  same.  In  all  probability  he  would  have 
considered  himself  a  woman  had  not  his  parents,  before  their 
death,  told  him  "that  he  was  a  boy,  to  be  careful  of  himself, 
and  that  when  he  grew  up  to  always  act  as  a  man."  So  keenly 
alive  is  he  to  his  condition  that  he  will  not  remain  among  his 
brothers  and  sisters,  for  fear  that  his  condition  might  acciden- 
tally be  recognized. 

The  literature  is  crowded  with  cases  of  this  nature,  but  they 
are  always  of  sufficient  interest  to  demand  attention. 

O'lSTeil  *  refers  to  a  case  in  which  the  clitoris  was  five  inches 
long  and  one  inch  thick,  having  a  groove  on  its  under  surface 
reaching  down  to  an  opening  in  the  perineum.  The  scrotum 
contained  two  hard  bodies  thought  to  be  testicles,  and  the  gene- 
ral appearance  was  that  of  hypospadias.  Post  mortem  a  com- 
plete set  of  female  genitalia  was  found,  although  the  ovaries 
were  very  small.  The  right  round  ligament  was  very  thick 
and  extended  to  the  bottom  of  the  false  scrotum,  where  it  was 
firmly  attached.  The  hard  bodies  proved  to  be,  on  one  side  an 
irreducible  omental  hernia,  probably  congenital,  and  on  the  other 
a  hard  mass  having  no  glandular  substance.  Other  cases  are 
reported  in  which  even  post-mortem  evidence  was  insufficient 
to  prove  to  which  sex  the  subject  belonged.  The  gender  in  the 
case  I  report  is  doubtful,  but  for  the  sake  of  definition  I  have 
'  American  Jom-nal  of  Medical  Sciences,  1857,  p.  588. 
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referred  to  it  as  being  masculine.  It  is  true  the  testicles  are 
present,  are  well  formed,  react  to  cremasteric  irritation,  but 
beyond  this  there  is  little  evidence  of  his  being  a  male,  whereas 
there  is  much  in  him  which  bespeaks  the  female.  No  uterus 
or  ovaries  were  discoverable  by  rectal  examination,  but  this  is 
not  positive  proof  that  a  small  uterus  and  one  or  more  ovaries 
are  not  present.  There  has  been  no  menstruation,  nor  any 
feelings  that  could  be  ascribed  to  a  menstrual  epoch,  yet  his 
whole  make-up  is  largely  effeminate,  and  until  post-mortem 
evidence  proves  differently  I  feel  inclined  to  class  this  subject 
as  being  of  neuter  gender.  It  has  never  voted. 
362  Union  street. 
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BY 


H.  K.   LEAKE,  M.D., 
Dallas,  Texas. 


When  selected  by  your  chairman  to  form  part  of  a  sym- 
posium to  discuss  the  subject  of  pelvic  inflammation  I  felt 
reluctance  in  consenting,  since  this  burning  problem  in  prac- 
tical medicine  and  surgery  has  been  so  completely  threshed 
over  by  able  and  experienced  minds  as  to  leave  little  to  be  said 
by  others  at  the  present  time. 

I  am  to  speak  strictly  on  the  causation  of  pelvic  inflammation 
in  woman.  Presumably  I  should  confine  myself  to  the  etiology 
of  those  inflammations  which  have  their  beginnings  within  the 
"darkroom  of  the  pelvis";  but  somewhat  transgressing  this 
limit,  with  the  view  of  bringing  out  in  the  discussion  of  the 
subject  at  least  a  diagnosis  of  those  inflammatory  conditions 
which  occasionally  have  their  terminals  within  the  pelvis,  I 
shall  briefly  refer  to  those  of  the  latter  class. 

Pelvic  inflammation  frequently  occurs  in  the  young  female 
before  marriage  and  when  in  a  state  of  virginity.  Explain  it 
as  you  please,  the  human  female  is  subject  to  a  menstrual 
cycle.  A  theory  of  Stephenson,  amplified  by  Johnstone,  best 
explains  the  facts — that  is,  that  a  menstrual  wave  or  blood 
determination  to  the  pelvis  occurs  normally  about  every  twenty- 
eight  days.  This  wave  is  attended  by  abnormal  excretion  of 
urea,  a  slight  rise  in  temperature  and  arterial  tension.  A 
balance  is  adjusted  between  the  nerve  mechanism  which  con- 
trols the  wave  and  the  amount  of  blood  discharged  which  is 
'  Read  before  the  Texas  State  Medical  Association,  April  2501,  1897. 
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the  result.  The  larger  uterine  surface  and  probably  the  Fal- 
lopian tubes,  in  normal  fashion,  excrete  an  amount  of  blood 
which  is  one  purpose  of  the  menstrual  wave.  By  cold,  emo- 
tion, and  shock  of  various  kinds  you  have  known  a  more  or 
less  sudden  checking  of  this  excretion.  The  wave  has  no  vent. 
It  is  spent  upon  and  within  the  uterine  walls  and  the  cavity 
and  the  appendages.  Turgescence  follows,  and  later  perh  ps 
inflammation;  the  resultant  being  menstrual  metritis,  endo- 
metritis, salpingitis  or  endosalpingitis,  and  possibly  ovaritis 
in  different  grades  of  severity,  more  intense  if  the  cause  is 
repeated.  If  in  many  of  these  cases,  which  must  not  be  con- 
sidered infectious,  is  added  the  septic  traumatism  of  unwise 
instrumentation,  they  assume  a  more  serious  aspect,  leading 
perhaps  to  the  extirpation  of  organs  which  might  otherwise 
have  been  saved.  If  we  may  believe  Munde,  there  is,  notwith- 
standing, a  class  of  cases  in  the  young  female  wherein  operation 
may  be  demanded.  Here  such  uteri,  and  possibly  the  appen- 
dages, have  by  some  means,  not  necessarily  specific  nor  through 
careless  instrumentation,  become  infected  from  the  vagina. 
According  to  Doderlein  and  others  the  germs  found  within  the 
vagina  in  the  normal  condition  are  innocuous.  But  given  an 
inflammatory  condition  of  the  uterus  from  any  cause,  and  the 
consequent  removal  of  the  protecting  mucous  plug  within  the 
cervix,  such  germs  become  active  and,  invading  the  uterus, 
convert  an  otherwise  simple  inflammation  into  that  of  a  septic 
nature.  The  treatment  having  in  view  the  causation  of  such 
serious  types  of  inflammation,  where  the  simple  grades  of  the 
disease  primarily  obtained,  is  obvious  to  the  careful  phj'^sician. 
Let  me  mention  an  exception.  There  is  a  large  class  of  cases — 
I  wish  to  emphasize  this  point — wherein  there  is  a  marked 
interference  with  the  menstrual  wave.  In  these  there  cannot 
be  sufficient  outlet  for  the  flow,  hence  congestion  and  finally 
inflammation  follow.  These  are  cases  of  undeveloped  uteri 
and  appendages.  I  may  say,  in  this  connection,  that  these 
uteri  are  not  necessarily  infantile;  they  are  of  different  grades 
of  development,  but  if  their  cavities  and  walls  are  of  moderate 
size  inflammation  may  be  expected  to  follow.  I  am  not  to  give 
the  treatment  of  these  cases,  other  than  to  say  that  the  risks  of 
instrumentation  may  be  necessary  for  their  development. 

It  has  been  asserted  in  high  quarters  that  where  ovaritis 
occurs  this  is  invariably  due  to  extension  of  disease  through 
the  Fallopian  tube,  and  that  where  evidences  of  such  tubal  ex- 
tension are  wanting  at  the  operation  such  disease  had  long 
since  passed   away,  leaving  the  ovary  inflamed,   enlarged,  or 
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cirrhotic.  I  do  not  so  consider  it,  nor  are  many  good  authorities 
in  consonance  with  this  view.  Infection  here  may  not  play  its 
role,  and  the  checking  of  the  menstrual  wave  is  probably  the 
sole  factor.  I  say  this  with  special  regard  to  the  unmarried 
female. 

Pelvic  inflammation  in  the  unmarried  female  is  sometimes 
observed  where  there  is  congenital  or  acquired  displacement  of 
the  uterus.  Such  inflammation  may  be  caused  by  misdirected 
attempts  at  reposition,  but  also  for  want  of  drainage  and  hence 
interference  with  the  menstrual  wave.  They  result  in  condi- 
tions that  are  much  aggravated  by  injudicious  treatment. 

In  the  unmarried  female  specific  inflammation  of  the  uterus 
and  appendages  is  a  frequent  occurrence,  but,  agreeing  with 
Dr.  W,  E,  B.  Davis,  of  Alabama,  I  am  not  able,  from  my  own 
experience,  to  assert  that  gonorrhea  is  so  much  a  cause  of  these 
inflammations  as  we  have  been  led  to  believe.  Such  diagnoses 
have  often  been  made  haphazard  without  the  gonococcus  of 
Neisser  being  looked  for,  and  I  have  known  the  simplest  forms 
of  endometritis  to  be  ascribed  to  this  cause  and  subjected  to 
unnecessary  and  harmful  operation. 

Pelvic  inflammation  in  the  unmarried  female  is  often  a  vice 
of  nutrition.  Girls  of  low  vitality  or  tuberculous  parentage— I 
do  not  here  refer  to  tuberculous  endometritis — especially  when 
denied  good  food  and  fresh  air,  are  very  subject  to  uterine 
catarrh.  The  fashionable  society  girl  is  frequently  the  victim 
of  the  same  disorder,  and  it  is  often  surprising  to  discover  how 
potent  these  causes  are.  Under  this  head  the  different  items  in 
the  causation  readily  suggest  themselves,  but  there  is  one  which 
I  desire  to  particularly  emphasize,  and  that  is  chronic  consti- 
pation. Of  course  this  has  been  known  for  years  and  forms  a 
part  of  the  definition  of  woman  given  by  an  old  phj^sician,  who 
said  :  "A  woman  is  a  constipated  thing  with  a  pain  in  its  side,  " 
including  in  this  description,  however,  women  of  all  ages. 

It  is  asserted  by  Dr.  C.  S.  Bacon,  of  Chicago,  that  pelvic 
inflammation  of  a  most  serious  character  (pelvic  peritonitis, 
pelvic  cellulitis)  ma}-  result  from  extension  of  disease  from  the 
rectum.  I  believe  he  does  not  confine  his  assertion  to  the  mar- 
ried female.  I  have  never  seen  such  cases,  but  have  known 
two  where  pelvic  peritonitis  of  virulent  type  followed  upon  ope- 
ration for  stricture  of  the  rectum.  One  of  these  died  ;  the  life 
of  the  other  hung  in  the  balance  for  four  weeks.  Pelvic  peri- 
tonitis— local  or  general — in  the  virgin  may  form  by  extension 
from  inflammatory  conditions  of  the  appendages.  Abscess  of 
the  broad  ligament  may  even  result  from  endometritis  of  the 
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uterine  cavity,  by  extension  along  the  lymphatics  through  the 
walls  of  the  organs  into  the  neighboring  cellular  tissues.  In 
the  virgin  the  latter  condition  is  rare,  but  may  be  the  conse- 
quence of  unnecessary  or  unclean  curettage,  the  use  of  a  dirty 
sound,  or  incision  or  rapid  and  forcible  dilatation  of  the  cer- 
vical canal,  which,  particularly  in  a  small  and  rigid  cervix, 
may  rupture  the  uterus  and  give  access  to  septic  germs  into  the 
tissues  of  the  broad  ligament.  In  a  case  where  a  Goodell 
dilator  was  employed  I  discovered  two  lateral  furrows  on  each 
side  of  the  internal  os  and  penetrating  to  the  peritoneal  invest- 
ment of  the  uterus,  and  in  another  I  have  known  the  latter  to 
have  been  widely  ruptured  into  the  broad  ligament.  The  ex- 
ternal OS  showed  no  signs  of  rupture.  It  is  known  that  the 
same  result  has  occurred  with  Hegar's  round  dilators,  as  well 
as  those  of  Hanks,  even  when  carefully  used.  Tait's  dilators 
are  unscientific  and  dangerous.  Modifications  of  all  these  may 
be  placed  in  the  same  category.  Do  me  the  favor  to  mention 
some  form  of  dilator  for  rapid  work  which  is  free  from  this  ob- 
jection. If  we  employ  a  slower  method  by  the  use  of  any  form 
of  tent,  in  spite  of  all  precautions,  sepsis  may  result ;  and 
intrauterine  stems,  while  I  sometimes  watchfully  employ  them, 
must  be  considered  as  a  charge  of  dynamite  within  the  uterus, 
and  which  needs  but  the  faintest  spark  to  explode  with  disas- 
trous effect. 

In  unmarried  females  endometritis  with  its  complications 
occasionally  follows  upon  masturbation  and  unsatisfied  sexual 
desire  ;  certain  temperaments  are  responsible  for  these  condi- 
tions. I  believe  it  has  been  assumed  by  Lawson  Tait  that,  re- 
garding the  society  of  males,  the  restraints  imposed  upon  their 
daughters  by  modest  and  over-anxious  parents,  themselves 
raised  in  a  similar  way,  are  responsible  for  many  irregularities 
of  menstruation  and  repeated  interference  of  the  menstrual 
wave,  hence  resulting  in  chronic  and  possibly  acute  inflamma- 
tion of  the  uterus  and  appendages.  I  have  not  exhaustively 
inquired  into  the  history  of  many  cases  in  order  to  establish  for 
myself  the  truth  of  this  asserted  causation,  but  am  impressed 
with  the  force  of  its  logic. 

The  causation  of  pelvic  inflammation  in  the  sterile  woman 
will  be  the  same  as  that  already  mentioned  as  affecting  woman 
in  a  state  of  virginity,  with  the  exception,  probably,  that  such 
disease  in  the  former  is  intensified.  A  plausible  theory  is  that, 
in  the  female  whose  menstrual  function  is  regularly  established, 
the  sexual  apparatus  for  its  own  normal  maintenance  and  in- 
tegrity requires  a  certain  amount  of  rest  which  must  be  con- 
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sidered  physiological.  Now,  evenly  distributed  pregnancies 
and  lactation  periods  throughout  the  life  of  such  a  female 
secure  this  rest  in  the  only  natural  way.  Given  a  normal 
pregnancy  in  a  developed  woman  and  a  well-conducted  labor, 
such  a  condition  may  prove  of  immense  benefit  to  the  growing 
female.  Allowing  for  these  provisos,  therefore,  pelvic  inflam- 
matory disease  may  thus  be  obviated.  Otherwise,  and  for 
other  reasons,  sterility  is  a  curse.  More  attention  should  be 
paid  by  the  profession  to  the  treatment  of  this  great  hindrance 
to  the  comfort  and  happiness  of  a  large  class  of  patients  who 
consult  us. 

Considering  now  the  causation  of  pelvic  inflammatory  disease 
in  the  parous  woman, we  are  confronted  with  serious  problems. 
In  certain  discussions  which  have  recently  appeared  on  this 
subject  the  causative  factors  of  such  pelvic  inflammation  have 
for  the  most  part  been  thus  arranged  in  the  order  of  their  im- 
portance: first,  pelvic  inflammation  following  upon  gonor- 
rhea; second,  parturition;  and  third,  abortion. 

For  example,  English  and  American  authorities  place  the  ef- 
fects of  gonorrhea  at  about  seventy  per  cent,  but  German  autho- 
rities believe  that  only  about  twenty-six  per  cent  of  these  cases 
can  be  referred  to  gonorrhea  as  a  cause.  In  Lawson  Tait's 
large  experience  he  accords  very  nearly  with  the  former  view. 
And  if,  while  with  him,  I  might  be  allowed  to  judge  from 
macroscopical  evidence,  I  agree  with  his  statements,  at  least 
as  far  as  his  clientele  is  concerned,  for  nowhere  else,  nor  in  my 
own  experience,  have  I  seen  the  ravages  of  pelvic  inflammatory 
disease  so  intense  and  general  throughout  the  pelvis.  So  fre- 
quently was  this  observed  in  his  practice  by  others,  or  asserted 
by  Tait  himself,  that  it  was  declared  by  many  surgeons,  per- 
haps ironically,  that  "all  gonorrheal  cases  drift  to  Birming- 
ham." This  contention  of  Tait  was  for  long  disputed,  but  it 
appears  that  later  researches  by  Wertheim,  Bumm,  and  Stein- 
schneider  have,  by  the  severest  tests,  almost  if  not  quite  con- 
firmed Tait's  observations.  In  a  discussion  last  year  Rufus 
Hall,  of  Cincinnati,  closely  approached  the  same  statement. 
Dr.  Davis,  of  Alabama,  could  not  agree  with  him,  nor  do  I; 
but  the  reason  for  this  discrepancy  readily  appears,  since  the 
clientele  of  the  disputants  is  necessarily  different.  Never- 
theless, whatever  the  percentage  of  cases,  gonorrhea  holds  its 
own  sphere  as  an  important  factor  not  to  be  overlooked  in  the 
causation  of  uterine,  tubal,  ovarian,  pelvic,  and  peritoneal  in- 
flammation. To  positively  ascertain  the  percentage  it  would 
be  necessary,  as  Prochownik  does,  to  examine  inflammatory 
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products  during  operation  for  extirpation  of  the  appendages 
in  every  case,  at  least  where  the  removal  of  both  sides  is  con- 
templated, and  in  the  ordinarj-  treatment  for  local  disease  of 
the  vagina  and  uterus,  to  determine  whether  or  not  the  gono- 
coccus  of  Neisser  is  present  in  the  discharges.  It  is  claimed  that 
the  gonococcus  may  be  so  embedded  in  the  underlying  tissues 
as  not  to  discover  its  existence,  and  yet  the  case  may  be  of 
gonorrheal  origin;  deprived  of  this  essential  test  it  is  impos- 
sible to  classify  the  case.  Lawson  Tait  claims  that  gonorrhea 
is  incurable,  thus  corroborating  the  once  repudiated  statement 
of  Noeggerath.  Now,  I  have  seen  a  statement  by  a  leading 
New  York  specialist  in  genito  urinary  diseases  that  at  least 
ninetj^  per  cent  of  men,  married  and  single,  applying  to  him  for 
treatment,  have  given  positive  assurance  that  at  some  time  in 
their  lives  they  have  had  this  fateful  malady.  Take  this  lat- 
ter statement  in  connection  with  that  of  Noeggerath  and  of 
Lawson  Tait  to  fully  realize  the  vicious  role  which  gonorrhea 
plays  in  the  causation  of  pelvic  inflammatory  conditions  of 
women.  Respecting  the  remark  made  above  as  to  the  wide- 
spread effects  of  gonorrhea  in  the  pelvis,  it  has  been  claimed 
that  the  gonococcus  spends  its  force  upon  only  the  cylindrical 
epithelium,  the  squamous  epithelium  of  the  peritoneum  escap 
ing  with  very  limited  effects;  but  recently  this  has  been  shown 
to  be  a  fallacy,  so  that,  while  my  reference  to  this  point  en- 
croaches upon  the  diagnostics  and  pathology  of  pelvic  inflam- 
mation due  to  this  cause,  I  mention  it  as  one  of  the  principal 
etiological  factors  in  the  beginning  and  extension  of  the  pelvic 
peritoneal  inflammation  which  may  diffuse  itself  throughout 
the  abdominal  cavity. 

The  effects  of  normal  labor  and  abortions  in  the  causation  of 
pelvic  inflammation  are  well  known.  Considering  the  first, 
let  us  look  somewhat  at  the  pathology.  During  pregnancy 
the  excretory  organs  are  overtaxed;  excrementitious  products, 
both  from  the  fetus  and  the  mother,  are  poured  into  the  circu- 
lation. Often  there  is  marked  anemia.  If  the  mother's  econ- 
omy is  equal  to  this  increased  burden  all  goes  well.  Ordina- 
rily the  avenues  of  infection  are  closed;  the  blood  and  lymphatic 
pabulum,  local  and  general,  upon  which  germs  may  feed  and 
thus  poison  the  tissues,  will  not  be  reached.  But  once  open 
wide  the  utero- vaginal  passage,  the  scene  may  change.  Such 
a  woman  must  always  be  considered  as  facing  the  gravest 
dangers.  This  condition  supplies  a  general  predisposing  cause 
of  infection.  Now  add  to  this  the  enlarged  and  succulent 
uterus  with  dilated  venous  and  lymphatic  sinuses  (the  former 
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choked  with  thrombi),  the  bruised  and  lacerated  cervix,  con- 
tused vaginal  walls,  and  torn  perineum,  and  we  have  a  locus 
minoris  resistentice — an  ideal  breeding  ground  for  septic 
germs.  If  through  careless  or  ignorant  obstetrics  septic  germs 
be  planted  upon  this  culture  media,  or  those  normally  innocu- 
ous in  the  vagina  be  conveyed  into  the  uterine  cavity,  serious 
forms  of  pelvic  inflammation  may  result — septic  endometritis, 
multiple  mural  abscesses,  broad-ligament  abscess,  salpingitis, 
pelvic  peritonitis.  A  like  train  of  evils  may  follow  in  cases  of 
abortion,  if  not  properly  handled.  In  the  latter  case,  as  in  the 
first,  the  uterus  must  positively  he  knoivn  to  he  emptied. 
The  dead  ovum  is  a  foreign  body  always  liable  to  infection. 

Assuming  as  a  well-established  fact  that  most,  if  not  all,  pel- 
vic inflammations  in  women  are  due  to  infection,  it  is  import- 
ant for  us  to  closely  investigate  every  case  to  know  how  this 
has  been  brought  about.  Certainly  the  causation  may  here  be 
laid  either  upon  the  physician,  nurse,  or  patient  with  her  im- 
mediate surroundings. 

Senile  endometritis  is  a  form  of  pelvic  inflammation  not 
seldom  encountered  after  the  menopause.  Munde  and  others 
have  described  these  cases,  and  attribute  the  causation  to  some 
perversion  of  the  atrophic  change  going  on  in  the  lymphoid 
tissues  of  the  uterine  cavity  at  this  period  of  life;  but  in  my 
cases  there  was  a  marked  stenosis  of  the  cervical  canal.  In 
one  patient,  after  careful  dilatation,  I  emptied  the  uterus  of 
more  than  one  ounce  of  offensive  pus.  In  none  of  them  did 
any  periuterine  inflammation  exist. 

In  both  single  and  married  women  we  sometimes  meet  with 
rare  forms  of  pelvic  inflammation,  the  causes  of  which  sur- 
prise us.  In  a  case  where  severe  bladder  symptoms  existed 
for  several  years,  unrelieved  both  in  New  York  and  Texas, 
the  autopsy  showed  a  round,  perforating  ulcer  of  the  fundus 
of  the  bladder.  The  patient  died  from  exhaustion,  due  to  peri- 
cystitis in  the  form  of  pelvic  cellulitis  and  peritonitis.  This 
affection,  somewhat  analogous  to  perforating  gastric  ulcer, 
was  first  described  by  Lawson  Tait.  Cystoscopy  would  now 
reveal  the  cause. 

Small  suppurating  ovarian  and  dermoid  cysts,  deeply  fixed 
within  the  pelvis,  confusing  in  diagnosis,  are  often  the  cause 
of  pelvic  inflammation.  On  several  occasions  I  have  removed 
such  cysts  to  find  a  high  grade  of  inflammation,  not  only  with- 
in but  without  the  cyst  walls.  Of  course  they  are  not  con- 
fined to  the  parous  woman. 

Referring  to  those  pelvic  inflammations  having  their  origin 
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above  or  about  the  brim  of  the  pelvis,  but  announcing  them- 
selves below  the  latter,  I  may  briefly  consider  their  etiology. 
According  to  Byron  Robinson,  whose  observations  I  have  re- 
peatedly confirmed,  concerning  the  elective  points  along  the 
bowel  tract  for  the  origin  of  peritoneal  inflammation,  one  of  the 
principal  locations  is  the  sigmoid  flexure.  I  have  seen  chronic 
peritonitis,  slowly  but  no  less  surely  implicating  the  left  half  of 
the  pelvis,  beginning  at  this  site.  Such  inflammation  is  often 
diagnosed  as  ovarian  or  tubal  disease.  It  is  due  to  chronic 
constipation,  with  final  ulceration  of  the  bowel  wall,  through 
which  germs  pass  and  infect  the  peritoneum.  According  to 
the  same  authority,  and  confirmed  by  many  others,  the  appen- 
dix vermif  ormis  in  thirty  per  cent  of  cases  is  long  and  hangs 
within  the  pelvic  cavity.  Its  diseased  tip  may  or  may  not  at- 
tach itself  to  the  corresponding  appendage  and  infect  this. 
Inflammatory  conditions  of  the  appendix  may  result  in  abscess 
which  points  somewhere  within  the  pelvic  cavity.  Psoas  ab- 
scess may  also  eventuate  in  a  swelling  in  this  region.  In  a 
case  where  the  diagnosis  was  obscure  I  opened  the  abdomen  to 
discover  the  ovary,  tube,  and  appendix  healthy,  but  a  psoas 
abscess  had  worked  down  through  the  fibres  of  the  muscle. 

Pelvic  inflammation  may  be  the  first  sign  even  of  perforat- 
ing gastric  or  duodenal  ulcer.  Here  the  extravasated  fluids 
have  gravitated  to  the  pelvic  cavity,  where  the  first  symptom 
of  peritoneal  inflammation  may  appear.  I  have  treated  several 
cases  of  this  kind. 

Pelvic  inflammations  often  follow  the  most  skilful  and  pains- 
taking operations.  Who  will  estimate  the  amount  of  suffering 
and  death  caused  by  unwise  and  heedless  interference  ?  The 
"  swabbing  gynecologist"  is  abroad  in  the  land.  His  victims 
drift  in  numbers  to  the  specialist,  who  perchance  completes  the 
work  by  sweeping  out  both  uterus  and  appendages,  much  as 
one  takes  out  the  rotten  core  of  an  apple.  Operating  through 
a  germ-laden  vagina,  the  ubiquitous  sound,  dilator,  and  cu- 
rette do  the  rest.  Let  better  diagnosis  and  a  more  liberal  sur- 
vey of  the  diseases  of  women  stay  his  hand.  There  are  nerve 
counterfeits  of  uterine  disease  and  pelvic  inflammations  which 
resent  local  treatment.  Howard  Kelly  has  described  this  latter 
under  the  head  of  pseudo-pelvic  inflammation,  and  I  can  verify 
his  observation.     Goodell  and  Kelly  are  right. 

If  I  have  but  simply  echoed  that  which  has  been  better  said 
by  others,  my  apology  is  that  I  have  from  my  own  experience 
added  a  mite  in  corroboration  of  their  original  words. 

177  Bryan  street. 
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SKIAGRAPHING  OF   FOREIGN   BODIES   IN  THE   PELVIS. 


BY 


A.  H.   CORDIER,  M  D., 
Kansas  City,  Mo. 


("With  illustration.) 


At  a  meeting  of  the  Kansas  City  Academy  of  Medicine  in 
JVLarch,  1896,  in  a  discussion  on  the  application  of  X-ray  skia- 
graphy, I  made  the  assertion  that  I  was  sure  good  skiagraphs 
could  be  made  of  impenetrable  X-ray  contents  of  the  female 
bladder,  lower  two  inches  of  the  ureters,  and  of  the  small 
uterus  when  anteflexed,  by  introducing  the  sensitized  photo- 
graphic plates  into  the  vagina,  and  that  in  the  male  the  same 
principle  would  obtain  by  introducing  the  sensitized  film  into 
the  rectum.  I  have  had  the  satisfaction  of  demonstrating  the 
<3orrectness  of  my  views  as  applied  to  the  female  by  skiagraph- 
ing a  catheter  and  perforated  shot  introduced  into  the  bladder. 
The  sacrum  behind  and  the  pubic  rami  in  front  have  hereto- 
fore thwarted  all  efforts  to  picture  the  contents  of  the  pelvis, 
being,  comparatively  speaking,  impenetrable.  The  method  as 
carried  out  by  myself  has  been  simple  in  its  technique  and 
therefore  easily  applied. 

A  highly  sensitized  photographic  plate  is  cut  into  sizes  com- 
patible with  the  vaginal  canal,  being  from  one  and  one  half  to 
two  and  one-half  inches  wide  and  six  inches  long.  The  plate 
is  wrapped  in  heavy  black  paper  impervious  to  sunlight,  taking 
care  to  mark  the  paper  so  that  the  film  side  of  the  plate  may  be 
readily  determined.  This  is  important,  as  the  X-rays  do  not 
penetrate  glass  very  well,  and  would  require  a  much  longer 
exposure,  giving  even  then  less  satisfactory  results.  At  the 
time  of  making  the  picture  the  plate  may  have  an  additional 
-covering  of  rubber  dam,  a  condom,  or  may  be  used  by  simply 
anointing  the  paper  with  vaseline  or  soap.  Great  care  should 
be  exercised  in  using  the  soap,  as  the  contact  of  the  least  bit  of 
soap  with  the  plate  or  developer  will  ruin  the  plate. 

Select  a  plate  of  suitable  width  for  the  vagina  in  the  case  to 
be  skiagraphed.  Place  the  patient  in  a  semi-recumbent  dorsal 
position  with  knees  well  flexed.  Introduce  the  photographic 
plate  into  the  vagina  with  the  Jilm  side  to  the  front.     Pass 
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the  plate  well  up  into  the  space  posterior  to  the  cervix.  If  as 
an  experiment,  now  introduce  a  metallic  object  into  the  bladder, 
either  a  female  catheter  or  some  bullets  perforated  and  fast- 
ened to  a  silk  ligature.  While  the  assistant  holds  the  plate  in 
position  the  Crookes  tube  is  placed  so  that  the  centre  of  the 
greatest  amount  of  rays  will  be  directed  in  front  of  the  line  of 
axis  of  the  superior  strait.     The  tube  should  be  placed  about 
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six  or  eight  inches  from  the  body.  It  is  not  necessary  to  re- 
move the  clothing,  but  all  metal  buttons  and  metal  corset  stays 
should  be  removed .  I  am  using  a  static  machine  in  this  work, 
and  its  results  have  been  very  satisfactory,  the  exposure  vary- 
ing from  five  to  ten  minutes.  The  plate,  after  proper  exposure, 
is  developed  in  the  usual  way. 

While  this  use  of  the  X-ray  has  only  a  limited  application, 
the  surgeons,  I  am  sure,  will  gladly  accept  any  adjunct  to  the 
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present  imperfect  and  inexact  methods  of  determining  the  loca- 
tion of  foreign  bodies  in  the  pelvic  cavit}-.  An  encysted  stone 
in  the  bladder,  an  impacted  calculus  in  the  lower  ureter,  a 
broken  instrument  in  the  bladder,  or  foreign  bodies,  as  hair- 
pins, etc. ,  introduced  by  the  patient,  may  all  be  found  by  this 
process. 

I  am  now  having  a  fluoroscope  made  very  much  in  the  shape 
of  the  old  Fergusson's  cylindrical  speculum.  By  its  aid  I  hope 
to  be  able  to  explore  the  pelvic  cavity,  as  is  being  done  so 
successfully  as  to  the  joints  and  other  parts  of  the  body.  I 
believe  the  writer  is  the  first  to  recommend  this  method  of 
exploring  the  contents  of  the  pelvis,  both  by  the  making  of 
skiagraphs  and  by  the  aid  of  direct  fluoroscopic  inspection. 

The  skiagraph  here  shown  was  made  with  a  five-minutes 
exposure.  The  picture  shows  the  position  of  the  olive-pointed 
instrument  and  the  perforated  shot  on  the  silkworm-gut  suture. 
The  suture  is  shown  deflected  to  the  right,  while  the  instrument 
is  a  little  to  the  left  of  the  median  line  behind  the  symphysis. 
In  this  patient  the  vagina  was  spacious,  the  uterus  slightly 
retroverted,  and  bladder,  from  picture,  is  shown  to  be  capacious. 

RiALTO  Building. 

FORCEPS   ROTATION   IN  OCCIPUT  POSTERIOR   POSITIONS 

OF   THE   VERTEX.' 


BY 

WILLIAM  GILLESPIE,  M.D., 
Cincinnati,  O. 


I  RECENTLY  had  the  pleasure  of  coming  to  your  Society  as  a 
visitor  and  hearing  a  paper  read  by  Dr.  Stewart  on  forceps 
delivery  in  occiput  posterior  positions  of  the  vertex.  While 
Dr.  Stewart  did  not  advocate  forceps  rotation,  yet  several 
members  of  the  Society  took  occasion  to  question  its  advisa- 
bility. They  did  not  go  into  the  subject,  however,  sufficiently 
to  state  their  objections  plainly.  As  I  was  interested  in  the 
subject,  had  used  the  forceps  several  times  to  accomplish  rota- 
tion, and  had  been  unable  to  find  sufficiently  good  reasons  for 
discontinuing  the  practice,  I  concluded  to  bring  the  subject 
up  again,  hoping  to  profit  by  the  discussion.  It  is  stated,  on 
authoritj''  that  I  do  not  question,  that  all  but  four  per  cent  of 
occiput  posterior  positions  of  the  vertex  will  rotate  anteriorly  if 
'  Read  before  the  Cincinnati  Obstetrical  Society,  February  18th,  1897. 
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proper  flexion  is  secured  and  time  given  for  Nature  to  mould 
the  head  for  her  purpose. 

In  looking  up  statistics,  however,  I  was  struck  with  the  fact 
that  all  of  them  were  taken  from  the  older  writers  and  had 
been  collected  at  a  time  when  assistance  to  the  parturient 
woman  was  never  thought  of  till  Nature  had  completely  ex- 
hausted her  resources.  I  seriously  doubt  if  any  prominent 
obstetrician  of  the  present  day  can  give,  from  his  own  experi- 
ence, the  per  cent  which  Nature  cannot  rotate.  Few  men  would 
subject  a  patient  to  hours  or  perhaps  days  of  hard  labor  and 
wait  till  Nature  had  been  completely  exhausted  before  extend- 
ing a  helping  hand.  These  statistics,  then,  are  of  no  value 
except  to  remind  us  that  Nature  does  attempt  to  rotate  and 
we  should  always  give  her  credit  for  very  efificient  help.  Any 
careful  observer  has  occasionally  seen  the  occiput  rotate  ante- 
riorly above  the  brim  in  the  cavity  of  the  pelvis,  and,  many 
times,  just  before  the  head  sweeps  over  the  perineum.  It  can 
usually  be  said  that  so  long  as  the  relative  size  of  the  child's 
head  and  the  pelvic  canal  is  not  out  of  proportion,  descent 
occurs  naturally;  but  when  resistance  is  met  Nature  endeavors- 
to  overcome  the  difficulty  by  rotating  and  thus  presenting  a. 
narrower  diameter.  This  is  a  very  valuable  hint  from  Nature' 
as  to  the  proper  management  of  these  cases.  We  shall  follow 
the  rule  laid  down  by  Simpson  in  dealing  with  this  subject: 
"  In  occiput  posterior  positions  the  mechanism  of  the  extrac- 
tion of  the  head  with  forceps  should  be  an  exact  imitation  of 
the  mechanism  of  the  expulsion  of  the  head  by  Nature."  No 
higher  law  can  be  laid  down,  and  it  needs  only  to  be  added, 
provided  we  can  do  this  with  the  least  possible  danger  to  the 
mother  and  child. 

When  progress  ceases,  flexion  being  perfect,  and  Nature  does 
not  seem  able  to  rectify  the  position  without  exhaustion,  it  is 
our  duty  to  render  assistance.  There  are  many  ways  of  doing 
this,  but  we  are  only  considering  instrumental  interference, 
which  is  always  called  in  after  failure  of  less  active  measures. 
Special  care  is  called  for  in  the  application  of  forceps,  and 
special  care  in  using  them  after  the  application  is  made. 

The  head  should  always  be  grasped  by  its  biparietal  diameter 
when  possible.  This  is  easily  accomplished  with  the  head  low 
in  the  pelvis,  but  when  high  in  the  cavity  it  is  sometimes  im- 
possible. If  compelled  to  grasp  the  head  irregularly  the  ope- 
rator should  remember  two  great  dangers  :  first,  his  hold  is 
necessarily  insecure  and  traction  must  be  made  with  great  care 
15 
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to  avoid  slipping  of  the  instrument ;  second,  if  the  handles 
are  forcibly  compressed,  in  order  to  retain  the  grasp  necessary 
for  forcible  traction,  there  is  danger  of  posterior  rotation  of  the 
occiput.  I  once  had  this  experience.  The  instrument  slipping 
and  the  case  demanding  prompt  delivery,  I  compressed  the 
handles  forcibly,  and,  one  blade  grasping  the  forehead  in  front 
and  the  other  the  occiput  behind  the  centre  of  the  head,  the  for- 
ceps was  converted  into  two  levers  and  the  occiput  was  rotated 
into  the  hollow  of  the  sacrum.  I  was  compelled  to  perforate 
before  accomplishing  delivery. 

If  the  head  has  become  wedged  in  the  cavity  of  the  pelvis 
and  cannot  be  dislodged  with  the  hand  or  vectis,  I  think  it  would 
be  wiser  to  rotate  with  the  forceps  than  run  the  risk  of  slipping 
and  posterior  rotation  from  violent  traction  and  compression. 
Acting  on  this  belief,  I  succeeded  three  years  ago  in  delivering 
a  living  child  after  failing  to  effect  elevation  with  the  hand 
or  descent  by  traction.  The  patient  was  a  primipara,  age  20, 
giving  birth  to  a  large  male  child  O.  R.  P.  After  making 
traction  as  forciblj'  as  I  thought  safe  with  an  irregular  applica- 
tion, I  began  slowly  and  without  much  force  to  attempt  rota- 
tion. The  head  occupying  the  right  oblique  diameter  with  the 
occiput  behind,  the  left  blade  was  applied  to  the  right  side  of 
the  forehead,  while  the  right  blade  secured  a  hold  on  the  left 
side  of  the  occiput.  Proceeding  slowly  and  with  great  care,  on 
account  of  the  edges  of  the  blades  endangering  the  soft  parts, 
the  head  was  soon  brought  into  and  a  little  past  the  transverse 
diameter.  Removing  the  blades  and  reapplying  them  to  the 
opposite  oblique  diameter,  the  head  was  rotated  into  the  second 
position  and  delivery  was  completed.  A  careful  examination 
with  Sims'  speculum  failed  to  show  any  lesion  in  the  vagina. 
1  would  not  recommend  this  procedure  except  in  cases  of  ex- 
treme difficulty,  and  then  only  to  one  who  possessed  some  little 
skill  and  much  patience,  for  it  is  only  by  the  exercise  of  great 
care  and  proceeding  slowly  and  without  violence  that. freedom 
from  danger  can  be  secured. 

In  most  cases,  however,  the  forceps  can  be  applied  to  the  bi- 
parietal  diameter.  We  then  proceed  as  follows  :  Pull  down- 
ward and  backward,  exercising  much  greater  care  than  in 
anterior  positions  and  continuing  the  backward  traction  longer. 
Even  when  the  forceps  grasps  the  head  regularly  in  these  cases, 
an  examination  of  the  child's  head  reveals  the  fact  that  the  tips 
of  the  blades  are  applied  behind  the  ears,  unless  a  forceps  with 
excessive  pelvic  curve  is  used.     As  the  head  from  this  point 
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back  rapidly  narrows,  and  as  the  distance  between  the  posterior 
edges  of  the  blades  in  most  forceps  is  greater  than  that  be- 
tween the  anterior,  it  follows  that  while  the  application  seems 
regular,  most  of  the  force  is  exerted  by  the  anterior  edge  of  the 
blades,  and  any  premature  forward  move  of  the  handles  will 
cause  the  posterior  edges  to  plough  up  the  recto-vaginal  septum, 
if  the  forceps  do  not  lose  their  hold  entirely.  Even  when  great 
care  is  used  the  forceps  sometimes  slowly  slips  backward. 
Therefore  pull  slowly  and  with  greater  care  than  in  anterior 
positions,  and  examine  frequently  to  see  that  the  blades  are 
still  in  proper  position.  The  downward  traction  should  be  con- 
tinued until  the  head  rests  upon  the  perineum.  I  usually  con- 
tinue this  traction  till  the  perineum  is  somewhat  distended,  and, 
if  the  application  has  not  been  regular,  adjust  the  forceps  to 
the  biparietal  diameter.  The  blades  are  then  loosened,  and  by 
depressing  the  handles  are  made  to  assume  a  position  more 
nearly  parallel  with  the  long  axis  of  the  head.  Closing  the 
blades  and  lifting  the  handles,  you  now  strongly  flex  the  head, 
and,  bringing  it  down  till  the  perineum  bulges  violently  and  the 
vulva  is  considerably  dilated,  you  have  the  head  in  Nature's 
favorite  position  for  rotating.  Grasp  the  forceps  with  one  hand 
near  the  head,  and,  making  that  a  fixed  point,  slowly  and  with- 
out force  move  the  handles  in  the  arc  of  a  circle  to  the 
mother's  left  in  0.  R.  and  P.,  to  her  right  in  O.  L.  and  P.  No 
force  is  required  for  this  rotation;  after  the  movement  is  once 
started  it  requires  to  be  resisted  rather  than  assisted.  You 
may  now  leave  the  case  to  Nature  or  reapply  the  forceps,  but 
I  have  usually  delivered  the  head  with  the  forceps  in  the  re- 
versed position.  This  is  accomplished  by  grasping  the  forceps 
with  the  right  hand  near  the  vulva,  and,  with  the  handles  rest- 
ing under  the  forearm,  lift  the  head  over  the  perineum,  assist- 
ing or  restraining  its  advance  while  with  the  left  hand  I  shell 
out  the  head.  During  the  rotation  and  extraction  the  blades 
are  in  exact  contact  with  the  head  and  no  danger  is  run  of  cut- 
ting the  mother  with  projecting  edges.  It  is  a  close  imitation 
of  Nature's  method  of  delivering  these  cases,  and  thus  complies 
with  the  law  quoted  from  Simpson.  It  remains  to  be  seen 
whether  we  have  accomplished  it  with  the  least  possible  danger 
to  mother  and  child.  The  principal  objection  given  by  writers 
on  obstetrics,  so  far  as  the  child  is  concerned,  is  danger  of 
fatally  twisting  the  spinal  cord.  When  we  come  to  consider  the 
large  number  of  cases  delivered  this  way  by  Nature's  unaided 
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efforts,  and  by  abdominal  palpation  demonstrate  that  the  body 
of  the  child  does  not  follow  the  head  in  its  rotation,  and  yet 
no  harm  results  to  the  child,  the  thought  presents  itself,  why 
should  artificial  rotation,  if  carefully  executed,  be  more  danger- 
ous than  natural  rotation?  We  have  positive  proof,  however, 
that  this  fear  is  more  theoretical  than  practical,  in  the  experi- 
ments of  Tarnier:  "  From  the  experiments  on  many  cadavers 
of  new-born  infants  I  have  proved  that  when  the  head  is  twisted 
one-half  the  circumference,  the  shoulders  being  fixed,  the  mo- 
tion does  not  alone  occur  at  the  atlo-axoid  joint,  but  throughout 
the  whole  of  the  cervical  and  a  portion  of  the  dorsal  vertebra 
twisting  spirally.  In  order  to  make  the  head  thus  rotate  great 
force  must  be  used,  and  yet  careful  dissection  has  failed  to  re- 
veal the  slightest  lesions  in  the  membranes  or  the  spinal  mar- 
row. But,  it  may  be  said,  if  the  vertebrae  are  twisted  the 
spinal  cord  must  be  compressed.  To  guard  against  this  objec- 
tion I  substituted  for  the  cord  a  fluid  column  connected  with 
an  external  glass  tube.  Every  compression  of  the  canal  caused 
the  fluid  to  rise  in  the  tube,  and  yet  torsion  of  the  head  did  not, 
etc."  I  think  these  experiments  prove  conclusively  that  danger 
from  injury  to  the  spinal  cord  as  a  result  of  forceps  rotation  is 
purely  imaginary.  I  would  ascribe  a  much  more  serious  effect 
to  the  prolonged  and  severe  flexion  necessary  for  Nature  to  suc- 
cessfully deliver  these  cases.  I  have  seen  several  cases  of  con- 
vulsions in  the  new-born  which  I  felt  sure  were  due  to  cerebral 
apoplexy  as  a  result  of  prolonged  and  violent  flexion. 

As  we  have  considered  that  proper  flexion  has  been  secured 
before  resort  to  forceps,  it  will  not  be  necessary  to  consider  for- 
ceps in  the  reversed  position,  as  recommended  by  Richardson, 
of  Boston. 

The  alternative  usually  recommended  in  place  of  forceps 
rotation  is  delivering  the  head  face  to  pubes. 

Grandin  and  Jarman,  in  their  work  on  "  Obstetric  Surgery," 
advise  that  as  soon  as  the  forehead  comes  under  the  pubes  the 
handles  of  the  forceps  should  be  depressed  and  the  head  for- 
cibly extended  until  the  forehead  escapes.  Then  with  the  for- 
ceps or  with  two  fingers  in  the  rectum  the  head  is  raised  over 
the  perineum.  This  is  a  violent  procedure,  and,  they  add, 
"  the  perineum  is  almost  certainly  torn  and  should  be  repaired 
at  once. "  They  say  later  it  is  hard  to  resist  the  temptation  to 
rotate,  but  we  have  only  to  remember  the  risks  the  mother 
would  run  from  such  a  procedure  and  resist  the  temptation. 
As  their  procedure  is  so  sure  to  cause  serious  laceration,  I  can 
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hardly  conceive  of  more  serious  results  occurring  from  rotation 
with  the  head  in  this  position. 

Pajot  many  years  ago  proposed  a  procedure  differing  from 
the  above  in  that,  instead  of  producing  extension  as  the  first 
step,  violent  flexion  was  secured  and  the  occiput  raised  over 
the  perineum.  The  neck  then  becoming  the  fixed  point,  with 
the  perineum  as  fulcrum,  extension  completed  delivery.  This 
violent  flexion,  by  bringing  the  soft  top  of  the  head  against  the 
pubes,  might  endanger  the  cranial  contents;  and  Charpentier, 
in  commenting  on  it,  says  it  almost  certainly  produces  lacera- 
tion of  the  perineum,  and  he  therefore  prefers  to  rotate  with 
forceps,  when  possible.  That  some  cases  can  be  delivered  in 
this  position  without  damage  I  do  not  doubt.  I  have  myself 
seen  four  unaided  deliveries  in  which  no  tear  took  place — three 
in  multiparas  who  had  been  previously  torn,  and  one  primipara 
with  large  vulva  and  very  lax  pelvic  floor.  As  the  cases  when 
I  have  used  forceps  as  above  described  have  shown  no  larger 
per  cent  of  lacerations  than  anterior  positions,  I  have  con- 
tinued to  follow  the  practice  rather  than  follow  established 
rule  and  do  plastic  surgery.  As  the  danger  to  the  child  from 
torsion  of  the  spinal  column  seems  to  be  proven  by  Tarnier's 
experiments  to  be  in  the  imaginations  of  those  who  fear  it,  I 
have  laid  it  aside  until  at  least  I  find  as  good  reasons  for  ac- 
cepting the  theory  as  I  now  have  for  rejecting  it. 
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JAMES   F.    HEADY,  M.D., 
Glendale,  O. 


The  presentation  of  the  following  cases  of  puerperal  eclamp- 
sia is  to  illustrate  that  form  due  to  increased  nervous  tension 
and  reflex  nervous  irritability,  not  well  understood  at  present. 
It  is  true  that  convulsions  due  to  this  cause  are  less  frequent 
and  more  benign  than  those  described  by  Braun  as  uremic.  In 
fact  this  author  doubts  that  you  have  eclampsia  from  any  other 
cause  than  a  nephritic  lesion.     But  I  want  to  be  understood,  in 
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the  beginning,  that  what  I  have  to  say  has  nothing  to  do  in 
any  way  with  eclampsia  from  kidney  lesions. 

In  the  first  case  we  have  demonstrated  plainly  that  trauma 
to  the  nervous  system,  before  labor  commences,  can  and  does 
produce  convulsions  during  labor.  The  second  as  fully  proves 
that  in  proper  subjects — that  is,  neurotic  ones — the  trauma  may 
take  place  during  the  time  of  labor. 

Case  I. — C.  E.,  age  19,  married,  primipara,  well  developed 
and  nourished.  Has  been  perfectly  well  during  pregnancy. 
No  edema  of  the  feet  and  legs  or  any  other  part  of  the  body. 
A  normal  quantity  of  urine  had  been  excreted  during  latter 
months  of  pregnancy,  so  far  as  could  be  ascertained.  On  the 
night  of  December  8th,  1890,  a  general  fight  occurred  in  her 
house,  and,  although  she  did  not  take  part,  it  greatly  excited 
her.  The  next  morning  at  6  labor  commenced.  At  9  she  had 
a  convulsion.  This  was  repeated  at  10:15  and  11,  after  which  I 
first  saw  her.  Pulse  100,  temperature  101°,  very  restless.  Two 
ounces  of  clear  urine  were  secured  by  catheter  and  tested  for 
albumin  with  heat,  the  only  means  at  hand;  none  present. 
Upon  vaginal  examination  found  the  os  uteri  dilated  to  the 
size  of  a  silver  dollar,  soft,  and  dilatable;  vertex  presentation, 
right  occipito-posterior  position,  membranes  intact.  At  11:30 
she  had  a  fourth  convulsion,  which  lasted  five  minutes,  during 
which  the  membranes  ruptured. 

Under  chloroform  the  os  uteri  was  forcibly  dilated  and  a 
well-developed  male  child  delivered  by  podalic  version.  The 
child  was  dead.  The  anesthetic  was  removed  and  at  12:30  an- 
other convulsion,  more  severe  than  the  last,  commenced.  She 
was  restless  before  this  began,  but  did  not  regain  consciousness. 
Pulse  140,  temperature  104:°,  and  at  the  end  of  convulsion  coma 
was  profound.  One  grain  of  morphia  was  given  hypoderma- 
tically.  In  thirty  minutes  she  became  restless,  but  had  no 
eclamptic  seizure.  At  3  p.m.  pulse  130,  temperature  103°, 
respiration  10.  At  6  p.m.  very  restless,  pulse  124,  temperature 
102°,  respiration  14;  still  unconscious;  one-half  grain  morphia 
given  hypodermatically.  December  10th,  6  a.m.,  pulse  120, 
temperature  102°,  respiration  18;  can  be  aroused,  but  does  not 
answer  questions  rationally  and  swallows  with  some  difficulty; 
hypodermatics  of  whiskey  and  digitalin  were  given.  At  3  p.m. 
pulse  118,  temperature  101°,  respiration  20;  has  taken  nourish- 
ment and  answers  questions  intelligently.  From  this  time  she 
made  an  uneventful  convalescence.  August,  1893,  she  had  a 
normal  labor,  being  delivered  of  a  healthy  child  before  my  arrival. 
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Case  II. — M.  R.,  age  22,  married,  primipara,  well  developed 
and  nourished,  but  of  a  high  nervous  temperament.  Urine 
examined  frequently  during  latter  weeks  of  pregnancy  ;  no 
albumin  or  casts  were  found  at  any  time.  The  daily  quantity 
varied  between  36  and  40  ounces,  specific  gravity  1018  to  1024. 
ISTo  edema  of  the  feet  and  legs  or  any  other  part  of  the  body. 
None  of  the  pallor  you  have  in  kidney  lesions. 

Labor  commenced  August  10th,  1893,  at  8  P.M.  Uterine 
contractions  feeble  and  occurring  every  half-hour.  Vaginal 
examination  shows  os  uteri  dilated  enough  to  admit  the  index 
finger;  not  dilatable;  the  vertex  presenting  at  the  pelvic  brim. 
The  position  could  not  be  recognized.  At  12  M.,  August  11th, 
OS  uteri  dilated  to  the  size  of  a  silver  dollar,  but  quite  tense; 
very  little  advance;  with  difficulty  the  position  was  made  out 
to  be  left  occipito-anterior.  Uterine  contractions  still  feeble, 
occurring  every  twenty  minutes.  At  6  p.m.  os  uteri  fully 
dilated;  uterine  contractions  every  five  minutes  and  of  good 
character;  the  head  pressing  against  the  perineum,  which  was 
dilatable.  Every  indication  pointed  to  a  speedy  and  satisfac- 
tory termination  of  the  labor.  Without  a  single  premonitory 
symptom  a  convulsion  commenced  and  lasted  about  eight  min- 
utes. On  the  cessation  of  the  clonic  convulsions,  under  sur- 
gical anesthesia,  the  forceps  was  applied  and  a  living,  well- 
developed  female  child  delivered.  Believing  the  cause  of  the 
eclamptic  seizures  removed,  the  administration  of  chloroform 
was  discontinued. 

At  7  P.  M.  a  second  convulsion  commenced,  which  lasted  ten 
minutes,  followed  by  profound  coma.  Pulse  120,  temperature 
103°,  respiration  40;  deeply  cyanosed.  One  half  grain  of 
morphia  given  hypodermatically.  At  10  p.m.  pulse  120,  tempe- 
rature 104°,  respiration  14,  slightly  restless,  when  a  third  seiz- 
ure began.  This  was  the  hardest  and  longest  I  have  ever 
seen.  Life  seemed  extinct,  but  with  artificial  respiration,  ele- 
vating her  feet,  and  irritation  of  the  fauces,  respiration  was 
finally  re-established.  The  pulse  was  too  rapid  and  feeble  to 
be  counted  ;  temperature  105°,  respiration  30  ;  comatose  and 
deeply  cyanosed.    One  grain  of  morphia  given  hypodermatically. 

August  I2th,  2  A.M.,  pulse  160,  temperature  104°,  respiration 
12,  full  and  easy.  At  4  a.m.  pulse  130,  temperature  103°,  res- 
piration 6.  She  was  now  perfectly  conscious  and  answered 
questions  intelligently,  notwithstanding  the  extreme  effect  of 
the  morphia  upon  the  respiration.  It  is  the  only  case  of  this 
kind  I  have  ever  seen  from  use  of  opium;  with  a  respiration  of 
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6  she  yet  responded  correctly  to  any  question  and  was  dis- 
turbed by  any  noise  about  the  house.  At  10  a.m.  pulse  120, 
temperature  100°,  respiration  14;  takes  nourishment  and  is 
improved  in  every  way.  August  13th,  morning,  pulse  100, 
temperature  99°.  After  this  nothing  of  moment  occurred,  and 
she  made  a  good  recovery. 

Denman,  in  his  work  on  "  Midwifery,"  1802,  relates  a  case 
similar  to  the  first  one  here  given:  "The  carriage  of  a  lady 
who  was  going  on  a  party  of  pleasure  was  broken  down;  she 
was  near  the  time  of  lying-in,  and  was  very  much  frightened, 
though  she  received  no  apparent  injury.  When  she  fell  into 
labor  this  was  preceded  by  convulsions  in  which  she  died  un- 
delivered." 

Bard's  "  Theory  and  Practice  of  Midwifery,"  1819,  cites  this 
case:  "  A  lady,  in  great  distress  for  the  loss  of  her  husband 
and  child,  complained  to  her  physician  of  an  unnatural  motion 
in  her  arms;  suspecting  this  might  depend  upon  the  state  of 
the  uterus,  he  examined  and  found  the  os  tincse  considerably 
dilated.  A  second  physician  was  called,  and  while  they  were 
consulting  in  another  room  they  were  suddenly  called  to  the 
patient,  whom  they  found  in  a  fit  of  puerperal  convulsions, 
which  continued  until  she  died." 

Dewees  gives  an  example  of  the  second  case  here  narrated 
in  his  "System  of  Midwifery,"  1839 — a  lady  having  had  a 
tedious  labor,  when  the  head  was  upon  the  perineum,  with 
every  prospect  of  an  early  termination  of  labor,  without  any 
warning  a  convulsion  commenced. 

It  is  not  always  easy  to  differentiate  puerperal  convulsions 
ot  purely  nervous  origin  from  the  uremic  variety.  They  may 
also  bear  some  resemblance  to  hysterical  convulsions.  We 
must  bear  in  mind  that  other  causes  entirely  divorced  from 
pregnancy  produce  convulsions.  In  epilepsy  you  have  the 
previous  history;  and  then  the  fits  seldom  occur  during  labor. 
Apoplexy  shows  pupils  that  are  unequal,  and  hemiplegia 
usually  can  be  recognized;  pulse  is  hard  and  slow.  In  strych- 
nia-poisoning you  have  the  convulsive  seizures,  but  not  the 
coma.  In  hysterical  convulsions  the  pupils  respond  to  light; 
there  is  no  frothing  at  the  mouth  and  no  cyanosis.  In  uremia 
you  have  a  decreased  excretion  of  urine,  edema  of  the  legs, 
or  general  dropsy.  There  is  albumin  in  the  urine,  with  casts 
both  granular  and  hyaline.  You  also  have  great  restlessness 
before  the  first  seizure,  severe  pain  in  the  head  and  epigas- 
trium, nausea,  and  sometimes  vomiting;  while  in  convulsions 
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due  to  trauma  to  the  nervous  system  we  have  an  absence  of 
all  these  except  headache,  which  is  sometimes  present. 

There  has  not  been  a  uniformity  of  opinion  as  to  the  best 
treatment  to  be  employed  in  these  cases.  Early  in  the  century, 
indeed  until  in  the  fifties,  bleeding  seemed  to  be  the  one  treat- 
ment. Nature  was  left  to  complete  delivery,  or  the  woman 
died  undelivered.  It  is  true  some,  while  the  child  was  at  the 
pelvic  brim,  delivered  by  the  feet;  and  more  used  the  forceps 
when  the  child  presented  at  the  outlet.  Some  advised  hot 
baths,  some  cold  water  dashed  in  the  face;  none  employed 
opium  in  large  doses,  if  at  all,  so  far  as  I  know.  The  treatment 
here  employed  relates  to  eclampsia  from  increased  nervous 
tension  and  reflex  nervous  irritability  developed  during 
labor.  The  contents  of  the  uterus  demand  immediate  delivery. 
If  child  is  at  the  pelvic  brim,  deliver  by  podalic  version;  if  well 
down  in  the  pelvic  cavity,  the  forceps  should  be  used.  There 
should  be  an  immediate  delivery  of  the  placenta.  When  the 
seizures  are  severe  and  frequent,  a  full  dose  of  morphia,  not 
less  than  one  grain,  should  be  given  hypodermatically.  When 
the  convulsions  are  slight  and  far  apart,  and  the  patient  en- 
tirely regains  consciousness  between  the  seizures,  one-half 
grain  will  often  be  quite  enough,  I  am  free  to  confess  the  first 
time  I  employed  a  grain  dose  of  morphia  it  was  more  with  an 
idea  of  euthanasia  than  cure.  All  other  treatment  is  sympto- 
matic.  

CORRESPONDENCE. 


UNUSUAL  CASE  OF  PROLAPSUS  FUNIS. 


To  THE  Editor  op  Thk  Amerrican  Journal  of  Obstetrics,  etc. 


Dear  Sir: — The  apparent  rarity  of  similar  cases  is  my  excuse 
for  reporting  the  following:  I  was  called  to  see  Mrs.  S.,  IVpara, 
jet.  35,  one  evening  during  last  winter.  She  was  pregnant 
about  five  months.  She  told  me  that  a  few  hours  before  she 
had  felt  something  come  down,  and,  fearing  that  it  was  a  rup- 
ture, had  gone  to  bed.  Upon  examination  I  found  a  prolapse  of 
a  loop  of  cord  to  the  extent  of  about  three  or  four  inches  outside 
of  the  vulva.  Though  I  questioned  the  patient  closely,  she  was 
quite  positive  that  there  had  been  no  flow  of  the  waters  either 
at  the  time  of  the  prolapse,  before,  or  since.     The  cord  was 
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pulsating.  There  was  no  hemorrhage  nor  other  discharge,  and 
absolutely  no  pain.  I  replaced  the  cord  in  the  vagina,  applied 
an  antiseptic  pad  and  binder  over  the  vulva,  and  enjoined 
quiet.  On  the  following  day  her  condition  was  about  the  same, 
except  that  there  was  an  occasional  pain.  Realizing  that  there 
could  be  no  possible  chance  of  prolonging  the  pregnancy,  I 
gave  twenty  grains  of  chloral  hydrate  every  fifteen  minutes  for 
three  doses,  and  soon  found  its  effect  upon  the  os.  Later  in 
the  day  I  was  able  to  bring  down  a  foot  and  deliver.  The  case 
progressed  to  recovery  without  any  unusual  occurrence. 

The  explanation  of  the  non-appearance  of  amniotic  fluid  must 
be  found  in  the  supposition  that  the  membranes  had  ruptured 
while  the  patient  was  at  stool  some  time  or  other  previous  to  the 
prolapse,  and  that  the  patient  attributed  the  discharge  of  fluid 
to  the  passage  of  urine. 

I  cannot,  in  the  works  on  obstetrics  at  my  disposal,  find  any 
reference  to  prolapse  of  the  cord  so  early  in  the  pregnancy. 
Any  of  my  friends  whom  I  have  consulted — and  several  have 
had  very  large  experience  in  obstetric  work — say  that  they 
either  have  not  had  or,  at  all  events,  do  not  recollect  having 
had  a  similar  condition  in  any  of  their  cases. 

I  shall  be  glad  if  any  of  your  readers  who  have  had  a  case 
or  cases  similar  to  this  one  will  report  them. 

John  W.  S.  McCullough. 

Alliston,  Ont  ,  May  18th,  1897. 
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OBSTETRICAL  SOCIETY. 


Meeting  of  January  21st,  1897. 

dermoid  cyst. 

Dr.  Re  amy. — The  tumor  was  removed  last  Saturday  from 
a  patient  aged  58  years,  the  mother  of  several  children.  The 
last  child  was  born  sixteen  years  ago,  and  the  tumor  attained, 
two  years  later,  two-thirds  of  the  size  it  was  when  I  operated. 
The  tumor  was  of  the  right  ovary,  adherent  to  the  rectum  and 
the  sigmoid  flexure.  It  was  detached  with  difficulty,  and  there 
was  considerable  hemorrhage  that  I  could  not  control  by  the 
ligatures.  The  pedicle  was  quite  small.  There  was  oozing, 
which  I  controlled  by  putting  in  a  packing  of  iodoform  gauze, 
which  was  brought  out  of  the  abdominal  wound.  The  patient 
has  had  no  temperature.     I  examined  the  stitches  to- day  (the 
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fifth  day) ,  and  there  seems  to  be  union  everywhere.  I  removed 
the  gauze  early,  because  I  felt  the  hemorrhage  did  not  demand 
that  it  should  remain,  and  I  did  not  want  its  interference  with 
the  union.  It  is  rather  unusual  in  my  experience  that  a  der- 
moid of  that  size  should  remain,  without  developing  further, 
for  fourteen  years. 

Dr.  Zinke. — When  did  you  remove  the  gauze  ? 

Dr.  Re  amy. — After  twenty- four  hours. 

Dr.  Zixke. — Did  you  find  any  adhesion  ? 

Dr.  Reamy. — Only  to  the  sheath  of  the  gauze.  My  object 
in  removing  the  gauze  so  early  was  to  avoid  the  danger  of  a 
hernia  developing  at  the  lower  end  of  the  wound.  After  pull- 
ing at  the  gauze  for  a  long  time — perhaps  twenty  or  twenty- 
five  minutes — I  twisted  it,  and  it  came  away  very  easily. 

MULTIPLE   FIBROMA. 

This  specimen  is  very  natural  in  appearance,  because  it  has 
been  preserved  in  a  two  per  cent  solution  of  formaldehyde 
in  water.  I  have  tried  formaldehyde  a  number  of  times,  and 
am  certain  you  will  never  use  alcohol  after  you  have  tried 
this  agent.  The  tumor  is  a  multiple  fibroma  about  as  large  as 
two  fists.  I  present  it  to  state  with  what  facility  I  removed  it 
per  vaginam.  I  think  I  could  not  have  delivered  this  tumor 
intact  without  dividing  the  uterus,  stretching  the  vagina,  and 
cutting  the  perineum.  The  patient  had  a  very  narrow  and 
long  vagina,  and,  although  a  married  woman,  had  never  borne 
children.  She  is  quite  fleshy  and  robust.  This  tumor  pre- 
sented in  front,  pushed  the  bladder  up,  and  caused  tenesmus. 
I  could  feel  the  tumor  through  the  empty  bladder.  I  divided 
the  cervical  neck,  as  is  usual,  and  opened  it  posteriorly  and 
anteriorly,  and  divided  this  tumor  with  my  scissors  before  I 
removed  anything  else,  and  then  I  removed  one-half  of  it. 
The  woman  had  been  in  the  habit  of  taking  opium  whenever 
she  suffered  pain.  I  used  clamps,  and  the  patient  complained 
of  intense  pain  about  eight  or  ten  hours  after  they  were 
applied.  I  gave  her  a  full  dose  of  morphia — one-quarter  of  a 
grain — repeating  it  in  an  hour,  and  she  got  a  splendid  sleep. 
I  did  not  have  to  again  use  morphia  until  about  five  or  six 
days  after  I  removed  the  clamps,  when  the  patient  had  severe 
pain  and  some  temperature  and  I  again  gave  her  one- quarter 
of  a  grain.     I  had  no  trouble  with  the  bowels. 

OVARIOTOMY   FOR   HYSTERO-EPILEPSY. 

Case  I. — The  patient  was  the  mother  of  two  children,  and 
she  had  for  the  last  three  years  frightful  dysmenorrhea  and 
repeated  and  typical  attacks  of  hystero-epilepsy.  Her  suffering 
had  become  so  great  that  she  required  and  took  large  doses  of 
opium.  After  consultation  with  her  physician.  Dr.  Terwilli- 
ger,  I  decided  to  remove  the  ovaries.  I  dilated  the  cervix, 
curetted  the  uterus  thoroughly,  and  packed  -with  iodoform 
gauze.     Then  I  removed  the  ovaries,  continuing  to  give  her 
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the  same  dose  of  morphia  that  she  had  been  taking.  It  is  now 
eight  days  after  the  operation  and  she  goes  without  the  mor- 
phine. It  is  pecuhar  that  two  of  us  should  have  the  same  ex- 
perience regarding  the  effect  of  this  drug  on  the  action  of  the 
bowels.  In  this  case  it  did  not  affect  the  action  of  the  bowels 
at  all. 

Case  II. — The  patient  was  a  woman  25  years  of  age.  It 
was  a  typical  case  of  hystero  epilepsy  and  dysmenorrhea. 
The  woman  was  once,  I  think,  in  an  institution  of  the  State, 
but  has  had  no  trouble  of  that  kind  for  a  long  time.  She  has 
clamored  for  the  removal  of  her  ovaries,  but  none  of  her  friends 
would  consent  until  now.  She  had  menorrhagia.  She  would 
menstruate  eight  or  ten  days  and  would  almost  have  convul- 
sions at  the  time.  I  found  the  cervix  developed  not  quite  in 
correspondence  with  the  corpus.  Yet  the  want  of  symmetrical 
development  of  the  cervix  was  not  sufficient  to  classify  it  as  a 
typical  case  of  infantile  uterus.  The  patient  commenced  to 
menstruate  at  13  years  of  age  and  continued  to  menstruate 
two  years  without  pain.  Those  cases  in  which  one  part  of  the 
uterus  is  developed  more  than  another  are  usually  prenatal  in 
origin.  One  ovary  was  more  than  double  its  proper  size.  This 
patient  also  had  been  in  the  habit  of  taking  opium  occasionally. 
I  found  that  she  had  intense  headache  on  the  second  day  after 
the  operation.  Her  face  became  greatly  flushed,  her  headache 
terrific,  and  the  pulse  irritable,  so  I  was  somewhat  alarmed.  I 
gave  her  forty  grains  of  the  iodide  of  potassium,  and  four  or 
five  hours  afterward  the  sj'mptoms  had  subsided.  She  took 
a  second  dose  of  iodide  of  potassium,  but  no  morphine. 

I  have  adopted  a  little  different  method  of  dealing  with  the 
bowels.  On  the  day  of  operation,  before  the  operation  is  done, 
I  am  in  the  habit  of  giving  the  patient  six  to  ten  grains  of 
calomel,  and  the  next  morning  I  give  her  a  glass  of  Apenta 
water,  and  I  seldom  have  to  repeat  it.  If  the  operation  is  done 
in  the  afternoon,  for  instance,  I  give  the  calomel  on  the  tongue 
about  9  o'clock  of  the  same  day. 

INTRAUTERINE   FRACTURES. 

Dr.  Colter. — You  will  notice  in  this  child  a  marked  de- 
formity of  both  the  upper  and  lower  extremities,  clubbed  feet 
and  clubbed  hands,  and  the  right  arm  and  the  right  leg  show 
fractures  which  must  have  been  intrauterine,  because  there 
was  no  instrumental  interference  on  my  part  and  I  noticed 
these  fractures  immediately  after  delivery.  The  child  was 
born  breech  first,  and  there  was  a  little  difficulty  in  delivering 
the  head,  but  not  as  much  as  we  often  encounter.  There  was 
marked  hydramnios.  Before  delivery  the  abdomen  was  promi- 
nent, large,  and  globular,  and  before  the  membranes  were 
ruptured  I  could  not  detect  anything  like  the  head  or  breech 
of  the  child.  After  the  membranes  had  ruptured  the  breech 
presented  and  the  child  was  soon  delivered. 

Dr.  J.  Ambrose  Johnston. — I  have  here  an 
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OVARIAN   TUMOR. 

The  patient  from  whom  it  was  removed  had  been  suffering 
about  six  or  eight  months.  She  went  to  a  dance  and  danced 
four  or  five  hours,  and  after  coming  home  suffered  very  con- 
siderably. I  saw  the  case  a  week  or  two  after  the  dance  and 
I  found  the  abdomen  distended  with  ascitic  fluid.  I  removed 
this  tumor,  whose  pedicle  presented  a  quarter  turn.  It  had 
begun  to  degenerate,  and  caused  perhaps  three  gallons  of  fluid 
to  collect  in  the  abdomen. 
Here  is  a 

PEDICULATED   CERVICAL   FIBROID. 

It  was  attached  by  a  small  pedicle  near  the  internal  os  and 
was  entirely  extruded  from  the  uterus.  The  cervix  was  drawn 
around  the  small  pedicle,  which  I  snipped  off  with  a  pair  of 
scissors.  The  pedicle  is  only  about  one-fourth  of  an  inch 
in  length,  and  yet  the  tumor  was  completely  extruded  from  the 
uterus. 

Dr.  E.  Gustav  Zinke  reported  a 

CASE   FOR   DIAGNOSIS. 

About  a  month  ago  a  lady  upon  whom  I  performed  an  ovari- 
otomy three  years  ago  was  brought  to  me.  The  patient  is 
about  36  years  of  age,  and  in  appearance  perfectly  healthy,  but 
her  stature  is  changed,  so  that  when  standing  or  walking  she 
presents  a  picture  much  like  that  of  a  subject  in  the  first  stage 
of  hip-joint  disease.  About  a  year  before  I  saw  her  she  had 
fallen  upon  the  pavement,  striking  upon  the  left  gluteal  region. 
She  got  up,  and  after  a  few  days  the  soreness  subsided.  She 
noticed  no  inconvenience  from  the  injury  until  four  months 
later,  when  she  began  to  complain  of  what  appeared  to  be 
sciatica.  No  matter  what  was  done  for  the  sciatica,  the  pain 
continued,  and  by-and-by  large  doses  of  opium  or  morphia  had 
to  be  administered  to  give  relief.  Her  general  health  did  not 
suffer,  but  she  could  not  move  without  causing  great  pain; 
in  fact  she  was  brought  here  on  a  cot.  On  digital  examina- 
tion I  could  feel  nothing.  On  inspection  I  could  only  detect 
the  deformity  we  are  accustomed  to  see  in  morbus  coxarius. 
But  when  I  had  the  patient  stand  up  I  found  the  right  buttock 
considerably  lower  than  the  left,  and  there  was  a  distinct  fluc- 
tuation to  be  ascertained  by  palpation.  The  left  gluteal  region 
also  appeared  somewhat  swollen.  The  right  gluteal  region 
was  about  two  inches  lower  than  the  left,  and  the  gluteal  fold 
had  been  completely  obliterated.  I  then  put  the  patient  in 
the  lithotomy  posture  and  the  swelhng  entirely  disappeared. 
Even  under  the  influence  of  chloroform  neither  Dr.  Evans 
nor  I  could  detect  anything.  The  next  day  I  again  examined 
the  patient  upon  her  feet  and  found  the  same  condition  as  be- 
fore. Whenever  she  got  into  the  upright  posture  there  ap- 
peared to  be  fluid  present,  but  when  she  resumed  the  recumbent 
posture  it  disappeared.     I  kept  her  in  bed  about  two  weeks  and 
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the  pain  subsided.  She  then  became  anxious  to  go  home. 
Prof.  Conner  examined  her  and  we  found  a  tumor  about  the 
size  of  an  ordinary  pear,  with  a  pedicle  springing  from  the 
right  sacro-iliac  synchondrosis  and  extending  over  the  right 
sacro-sciatic  foramen.  It  was  apparently  a  hard,  firm  tumor, 
solidly  fixed  in  that  region.  I  had  before  expressed  the  opinion 
that  possibly  it  was  a  hernia  through  the  sacro-sciatic  foramen. 
We  finally  concluded  to  operate.  Knowing  the  dangers  of  the 
region  in  which  the  tumor  appeared  to  be,  and  the  large  blood 
vessels  and  nerves  surrounding  it,  I  was  very  glad  when  Dr. 
Conner  offered  to  do  the  work  Before  he  proceeded  to  operate 
he  thrust  his  finger  again  into  the  rectum  and  said  that  he 
could  not  find  what  he  found  the  first  time.  The  tumor  had 
entirely  disappeared.  Of  course  the  operation  was  not  made. 
In  two  weeks  the  patient  left  for  home,  and  she  is  still  com- 
fortable, but  the  same  condition  exists. 

I  thought  it  might  be  a  condition  resulting  from  an  opera- 
tion in  which  possibly  an  opening  was  made  in  the  broad  liga- 
ment and  covered  by  the  peritoneum  proper;  that  a  hernia 
formed,  and  the  fluid  we  felt  was  merely  peritoneal  fluid,  and  the 
tumor  nothing  but  a  mass  of  feces  kept  there  in  the  loop  of 
bowel  that  had  found  its  way  into  the  hernia  when  we  made 
the  examination.  There  evidently  is  no  pus  present,  although 
Dr.  Peterson,  when  making  an  examination  with  a  bivalve 
vaginal  speculum,  said  he  gathered  about  a  tablespoonful  of 
pus,  and  at  that  time  it  was  thought  possible  there  was  some 
opening  there.  But  there  was  no  discharge  of  pus  from  the 
vagina  while  the  patient  was  under  my  observation,  and  an 
examination  of  the  vagina  failed  to  reveal  any  opening. 

Dr.  Johnstone. — Does  the  appearance  of  the  fluid,  or  what- 
ever it  may  be  in  the  gluteal  region,  always  give  pain  ? 

Dr.  Zinke. — No. 

Dr.  Johnstone. — What  is  the  muscular  reaction? 

Dr.  Zinke — It  is  good.  When  the  patient  is  upon  her  feet 
she  becomes  exceedingly  cyanotic,  which  I  believe  is  due  to 
the  impediment  of  the  circulation  by  the  fluid  She  has  fluid 
there  now,  but  you  cannot  find  any  when  she  lies  down. 

Dr.  Re  amy. — Is  the  mass  most  in  front  or  behind  the  uterus? 

Dr.  Zinke. — It  is  behind  the  uterus.  The  mass  seems  to  fill 
the  posterior  cul-de  sac,  the  right  entirely  and  the  left  partly. 
I  aspirated,  but  could  not  withdraw  any  fluid  except  blood. 

Dr.  Johnstone. — I  have  been  thinking  of  an  exploratory  in- 
cision I  made  A  woman  was  apparently  dying,  and  I  thought 
there  was  a  cancer  in  the  position  Dr.  Zinke  has  described.  I 
made  an  exploratory  incision  and  found  the  head  of  the  cecum 
in  the  pehns  and  filled  with  feces.  The  mass  was  below  the 
ileo-cecal  valve,  so  there  was  absolutely  no  current  to  wash  the 
feces  out.  But  this  was  not  what  caused  the  trouble,  for  there 
was  a  sarcoma  which  I  could  not  diagnosticate  from  the  out- 
side. Were  I  to  make  an  incision  in  Dr.  Zinke's  case  I  would 
make  it  near  the  umbilicus,  as  the  sacro  sciatic  notch  is  nearer 
the  umbilicus  than  is  the  field  where  we  ordinarily  work. 
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Of  course  we  have  to  give  opium  to  cases  such  as  have  been 
described,  but  we  should  see  that  the  drug  is  stopped  before  we 
leave  them.  I  had  a  sad  case  several  years  ago.  The  wife  of  a 
physician,  who  married  her  knowing  she  was  an  opium-eater, 
came  to  me  with  infantile  uterus  and  cystic  ovaries.  They  in- 
sisted upon  my  operating  while  the  patient  continued  taking 
opium.  I  refused  to  do  so,  although  I  knew  of  several  cases  that 
had  been  pulled  through  operations  without  stopping  the  habit, 
and  several  of  them  had  broken  off  the  opium  habit  and  re- 
covered from  both.  The  husband  took  the  patient  away,  after 
bringing  her  two  or  three  times.  I  told  the  husband  not  to 
let  the  patient  be  touched  with  a  knife  until  the  opium  habit  was 
thoroughly  broken  up,  or  the  opium  habit  would  continue  all 
her  life.  It  was  not  six  months  until  an  operation  was  done, 
and  there  she  stayed  for  a  year  or  two,  and  she  finally  died  from 
the  complications  of  opium-eating.  That  may  be  a  unique  ex- 
perience, but  I  have  never  seen  a  patient  operated  upon,  with- 
out breaking  up  the  opium  habit  first,  who  ever  got  over  the 
opium  habit  afterward.  So  I  would  never  operate  upon  one  of 
these  patients  before  they  stopped  the  use  of  opium,  unless  it 
was  absolutely  necessary  to  do  so  in  order  to  save  life. 

Dr.  Giles  S.  Mitchell.— Dr.  Johnstone's  experience  is  ab- 
solutely at  variance  with  my  own.  During  the  past  fifteen 
years  I  have  treated  many  cases  of  opium  habit,  but  with  un- 
satisfactory results.  Indeed,  the  only  case  I  have  ever  suc- 
ceeded in  curing  was  a  lady  patient  who  contracted  the  habit 
by  taking  morphine  to  relieve  the  pains  of  dysmenorrhea.  She 
had  been  using  morphine  for  five  years;  daily  average,  one 
and  a  half  grains  subcutaneously.  Both  ovaries  were  removed, 
and  when  the  patient  was  able  to  leave  the  hospital  she  was 
cured  of  both  dysmenorrhea  and  morphia  habit.  My  recollec- 
tion is  that  the  aggregate  of  morphine  taken  after  the  opera- 
tion would  not  amount  to  more  than  eight  grains.  I  readily 
appreciate,  as  Dr.  Johnstone  has  said,  that  after  the  morphine 
habit  is  formed  it  is  next  to  impossible  to  differentiate  between 
the  pain  incident  to  the  withdrawal  of  the  narcotic  and  the 
original  suffering.  But  it  impresses  me  that  the  most  rational 
procedure  is  first  to  remove  the  cause  of  the  vaginal  pain  and 
then  withdraw  the  morphine. 

Dr.  Bonifield.  —  In  discussing  the  question  of  continuing 
opium  in  operative  cases,  I  want  to  report  the  case  of  a  woman 
who  had  been  accustomed  to  taking  morphine  for  forty  years. 
After  the  operation  we  continued  to  give  her  opium,  at  first  in 
the  form  she  had  taken  it,  and  afterward  we  gave  usually  one 
and  a  half  grains  of  morphia  at  a  dose.  We  succeeded  in 
diminishing  the  quantity  quite  materially  by  the  time  the 
patient  left. 

In  the  last  year  it  has  been  the  custom  of  myself  and,  I 
think,  of  Dr.  Withrow,  in  almost  all  cases  in  which  we  have 
had  to  pack  with  gauze,  to  make  the  opening  in  the  vagina  and 
bring  the  gauze  out  that  way.  Gauze  is  not  as  good  a  drain 
as  it  is  sometimes  supposed  to  be,  and  if  we  can  assist  it  by 
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gravity  it  is  a  very  great  advantage.  It  has  always  been  my 
custom  to  commence  removing  the  gauze  in  about  twenty-four 
hours.  I  simply  lay  the  gauze  in  in  regular  folds,  so  that  the 
end  that  comes  out  will  not  be  tangled  with  any  other  part  of 
the  gauze.  In  this  way  I  have  never  had  any  particular  trou- 
ble in  removing  it. 

Dr.  Zinke. — In  reference  to  Dr.  Johnstone's  remarks  as  to 
the  morphine  habit,  he  either  has  not  made  himself  understood 
or  he  and  I  differ  radically  in  our  views.  These  patients  cer- 
tainly cannot  be  so  successfully  cured  of  the  opium  or  morphine 
habit  before  as  after  we  remove  the  cause  of  the  pain.  I  think, 
in  the  case  he  refers  to,  the  case  was  not  operated  upon  soon 
enough,  and  by  the  time  she  was  operated  upon  the  habit  had 
become  so  established  it  could  not  be  broken  up. 

Dr.  Robert  Stewart. — The  case  of  Dr.  Colter  is  of  ex- 
treme interest  from  an  obstetrical  point  of  view.  It  might  be 
called  a  case  of  infantile  or  fetal  rickets  ;  probably  it  would  be 
better  classified  as  a  case  of  infantile  syphilis.  The  head  is 
very  large,  the  bones  are  soft  and  brittle,  and  the  epiphyses  are 
enlarged,  which  would  all  speak  for  syphilis. 

Dr.  Edwin  Ricketts. — I  reported  to  this  Society  the  case 
of  a  lady,  suffering  from  ovarian  tumor,  who  had  used  mor- 
phine for  quite  a  time,  and  who  after  an  ovariotomy  was  en- 
abled to  stop  its  use  and  never  used  it  afterward.  I  think  there 
has  not  been  enough  said  upon  the  question,  what  shall  we  do 
with  opium-users  ?  A  case  of  gall  stones  was  reported  to  this 
Society  a  year  ago  this  month  in  which  a  gentleman  had  been 
in  bed  from  August  until  December,  and  on  the  day  of  the 
operation  had  to  have  seven  grains  of  morphia.  The  operation 
was  done  and  two  stones  removed.  The  physician  in  charge 
tells  me  that  the  gentleman  has  been  able  to  stop  the  use  of  the 
morphia  entirely.  On  the  other  hand,  I  have  three  cases  of 
opium-users  in  which  I  removed  diseased  appendages  and  all 
three  died.  I  think  I  am  responsible  for  the  death  of  those 
patients,  because  I  did  not  permit  them  to  use  opium  right  along 
as  they  had  been  using  it.  In  fact  I  had  been  deceived  by  two 
of  them,  in  that  I  did  not  know  the  real  amount  of  morphine 
they  had  been  using.  I  do  not  think  Dr.  Johnstone  has  given 
us  sufficient  reasons  for  speaking  as  he  has  this  evening.  I 
believe  a  greater  percentage  of  these  patients  will  do  better  if 
the  operation  is  done  while  they  are  using  the  opium  and  the 
habit  is  broken  up  after  the  operation. 

Dr.  Rufus  B.  Hall. — I  am  glad  to  hear  the  differences  in 
opinion  in  reference  to  the  use  of  opium  and  the  effect  of  con- 
tinuing and  discontinuing  it  at  the  time  of  operation.  I,  like 
the  rest  of  you,  have  given  this  subject  especial  attention,  and 
am  convinced  that  in  patients  who  have  used  opium  for  a  long 
time,  over  four,  five,  or  six  years,  and  are  accustomed  to  tak- 
ing opium  or  morphine  but  once  or  twice  a  day,  it  makes  very 
little  difference  to  them  whether  you  stop  the  opium  after  the 
operation  or  before  the  operation.  In  fact  the  opium  seems  to 
have  no  effect  on  the  movement  of  the  bowels  afterward,  which 
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is  what  we  most  dread.  But  the  acute  cases  which  must  have 
several  doses  a  day  I  am  always  afraid  to  put  through  an  ope- 
ration ;  I  am  afraid  of  the  immediate  result,  that  they  will  die 
following  the  operation,  because  you  cannot  get  the  bowels  to 
move.  And  if  you  keep  the  opium  from  them  they  do  not  do 
well.  In  other  words,  if  I  have  a  case  that  is  acute  and  is  tak- 
ing from  three  to  five  or  eight  grains  a  day,  and  has  only  been 
taking  it  a  year  or  less,  if  I  can  reduce  the  quantity  to  a  quarter 
of  a  grain  a  day  for  a  few  weeks  I  do  not  feel  so  afraid  of  losing 
the  case  at  the  time  of  the  operation.  I  have  had  two  or  three 
cases  that  I  can  recall  now  in  which  the  patients  tried  hard  to 
stop  the  opium  habit  before  the  operation  and  could  not  do  it 
on  account  of  the  pain,  but  after  the  operation  the  habit  was 
readily  broken  up.  One  patient  I  can  recall  now,  a  married 
woman  30-odd  years  of  age,  who  had  used  opium  five  or  six 
years.  She  had  a  dermoid  not  larger  than  a  small  orange. 
The  patient  was  taking  several  grains  of  morphine  every  day. 
She  had  been  at  institutions  for  a  long  time  to  get  the  habit 
broken,  but  was  not  successful.  She  took  less  than  eight 
grains  of  morphine  after  the  operation,  now  five  or  six  years 
ago,  and  she  has  taken  none  since.  Of  course  she  has  had  the 
encouragement  of  her  friends  to  help  her  discontinue  the  use  of 
the  drug.  I  cannot  see  how  it  could  be  possible  in  such  a  case 
to  stop  the  morphine  entirely  while  the  patient  was  suffering 
the  pain  that  demanded  its  use. 

Dr.  Re  amy. — I  wish  to  say  to  the  gentlemen  who  referred 
to  the  gauze  for  drainage  that  they  have  a  misconception  of  the 
reason  for  which  this  gauze  was  used.  It  was  not  used  for 
drainage  at  all  ;  it  was  used  simply  as  a  hemostatic  to  stop  the 
oozing.  As  to  Dr.  Zinke's  case,  if  he  were  to  make  a  vaginal 
exploration  and  do  nothing  except  perhaps  break  up  some  ad- 
hesions, he  could  stitch  it  up  and  the  woman  in  a  few  days 
would  hardly  know  anything  had  been  done.  It  is  the  easiest 
and  safest  operation  imaginable. 

As  to  operating  upon  patients  who  are  in  the  habit  of  taking 
opium,  my  experience  is  so  absolutely  contradictory  to  Dr. 
Johnstone's  and  the  experience  of  those  with  whom  I  have  con- 
versed that  I  cannot  accept  his  views. 

In  the  last  case  I  reported  the  ovar}"  and  the  intestines  were 
adherent ;  the  woman  had  had  a  peritonitis,  and  undoubtedly 
that  accounted  for  the  pain  she  suffered.  The  case  came  under 
the  head  of  Dr.  Johnstone's  inflammatory  dysmenorrhea.  I 
operated  upon  the  woman  for  the  relief  of  the  conditions  for 
which  she  was  first  induced  to  take  the  opium.  She  had  no 
twisted  pedicle,  her  life  was  not  imperilled,  she  was  not  in 
worse  condition  then  than  she  had  been  for  two  or  three  years, 
but  she  had  such  pain  she  could  not  stop  the  use  of  opium, 
so  I  continued  to  give  her  the  opium.  And  then  we  took  ad- 
vantage of  the  removal  of  the  pathological  conditions  which 
were  the  primarj'  cause  of  the  pain,  and  secondarily  we  took 
advantage  of  the  woman's  changed  physiological  condition  and 
the  fact  that  she  knew  the  operation  was  done  for  her  cure 
16 
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and  her  knowledge  that  the  cause  was  removed.  We  were 
thus  able  to  get  her  to  stop  the  opium  habit.  If  you  can 
get  a  patient  to  understand  the  situation  and  get  her  moral 
consent,  this  is  the  most  favorable  time,  so  I  hope  Dr.  John- 
stone's statement  will  not  be  heeded.  I  can  recall  two  cases 
that  I  have  operated  upon  who  had  the  opium  habit  and  were 
broken  of  it  after  the  operation. 

Dr.  Johnstone. — Both  those  cases  were  operated  upon 
when  I  was  with  you,  and  they  were  still  taking  opium  when 
I  last  heard  from  them. 


Meeting  of  February  18th,  1897. 
The  President,  Charles  L.  Bonifield,  M.D.,  in  the  Chair. 

The  President,  in  a  graceful  address,  thanked  the  Society 
for  the  honor  it  had  conferred  upon  him  in  electing  him  to  pre- 
side over  its  meetings  for  the  coming  year,  and  briefly  outlined 
his  views  as  to  its  policy  in  the  past  and  future. 

Dr.  Magnus  Tate  presented  the  history  of  a  patient  who 
died  in 

ACUTE   uremic    COMA. 

Patient,  aged  22,  colored,  well  developed,  primipara,  seven 
months  pregnant,  entered  Ohio  Maternity  Hospital  December 
21st,  1896,  II  A.M.  Patient  had  had  measles  and  whooping 
cough.  Examination  of  urine:  specific  gravity  1022,  acid  re- 
action, no  sugar,  light  color,  and  a  slight  trace  of  albumin. 
The  case  was  watched  from  day  of  entrance  until  time  of  de- 
livery, and  frequent  hot  baths,  proper  diet,  and  regulation  of 
bowels  resorted  to.  The  day  previous  to  delivery  the  patient 
had  done  the  ordinary  day's  work  (light  work,  as  she  was  now 
eight  months  pregnant)  which  she  had  been  doing  for  four 
weeks  around  the  hospital.  On  the  night  of  January  20th, 
1897,  she  retired,  not  having  complained  of  being  sick  :  in  fact 
at  no  time  had  she  even  hinted  at  feeling  sick.  The  next 
morning  at  7  A.M.  she  began  to  vomit  and  complained  of  vio- 
lent headache.  I  was  called  and  saw  her  at  10  a.m.  When  I 
arrived  I  found  her  about  as  follows  :  breathing  labored,  skin 
moist  temperature  100".  pulse  120,  pupils  did  not  react  to  light 
readilj',  and  it  was  with  considerable  difficulty  that  patient 
could  be  aroused.  Immediately  introducing  a  catheter,  I 
drew  off  two  teaspoonf  uls  of  blood-colored  urine,  which  upon 
testing  was  found  loaded  with  albumin,  heat  giving  a  brown 
coagulated  mass.  I  ordered  patient  a  sweat  and  an  enema. 
After  consultation  with  Drs.  Zinke  and  Rowe  the  following 
course  was  determined  upon  :  Delivery  of  child.  The  cervix 
not  being  dilated  over  the  size  of  a  five-cent  piece,  I  dilated 
with  fingers,  applied  forceps,  and  delivered  child  (lived  six 
days)  and  placenta.  No  laceration  of  consequence.  Only  a 
few  whiffs  of  chloroform,  which  was  really  not  necessary,  but 
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was  used  as  a  prophylactic  against  convulsive  seizure.  De- 
livery accomplished,  the  patient  was  again  removed  to  the  hot 
room  and  sweated  carefully.  Hypodermatics  of  strychnia, 
ether,  digitalis,  and  whiskey  were  given,  but  no  improvement 
followed.  The  pulse  increasing  in  rapidity,  veratrum  viride 
was  given  every  hour  for  four  hours  with  no  diminution  in  pulse 
rate.  The  patient  being  large  and  fleshy,  bleeding  was  resorted 
to,  but  all  to  no  avail,  as  she  succumbed  at  9:15  p.m.  From 
the  time  stupor  supervened  twitchings  of  hands  and  face  were 
constant,  but  there  was  no  violent  convulsive  seizure. 

Very  interesting  features  were  the  patient's  apparently 
healthy  condition  four  weeks  prior  to  her  demise,  her  ability  to 
do  light  work,  and  freedom  from  complaints,  she  not  even  hav- 
ing a  headache.  The  lesson  taught  is  the  great  care  necessary 
in  a  pregnant  patient  with  even  a  slight  trace  of  albumin  in  the 
urine,  and  the  great  danger  of  the  condition. 

UTERUS   AND   APPENDAGES    REMOVED   BY    ABDOMINAL 

HYSTERECTOMY. 

Dr.  C.  L.  Bonifield  — This  specimen  was  removed  at  the 
Good  Samaritan  Hospital,  January  2::id,  in  the  presence  of  the 
class,  from  Mrs.  N.,  of  St.  Mary's,  Ohio  She  is  35  years  old, 
mother  of  three  children,  the  youngest  3  years  old.  Present 
illness  has  lasted  for  eighteen  months.  It  began  with  bloody 
diarrhea;  six  months  later  there  was  a  discharge  of  pus  by  the 
bladder,  and  three  months  ago  by  the  rectum.  Recently  an 
abscess  formed  near  the  crest  of  the  ilium  and  was  opened  by 
her  physician.  It  is  still  discharging.  At  the  time  of  opera- 
tion there  was  slight  elevation  of  temperature,  pulse  120.  I 
first  attempted  to  drain  per  vaginam,  but  the  abscess  was  so  high 
in  the  pelvis  and  the  uterus  so  immovable  I  was  unable  to  do 
so.  I  then  opened  the  abdomen  to  see  what  was  to  be  done, 
and  at  once  decided  total  extirpation  of  the  uterus  and  append- 
ages was  advisable.  This  I  proceeded  to  do,  but  had  only 
gotten  the  uterus  freed  on  one  side  when  my  clinic  hour  ex- 
pired, and,  being  unable  to  secure  the  following  one,  was  com- 
pelled to  move  my  patient  through  the  hospital  halls  and  up 
two  stories  by  the  cold  elevator.  After  this  delay  we  finished 
the  operation  as  rapidly  as  possible,  but  the  patient  left  the 
table  much  exhausted.  She,  however,  rallied  satisfactorily  in 
twelve  hours  and  so  far  recovered  as  to  be  able  to  leave  the 
hospital  day  before  yesterday. 

Dr.  James  F.  Heady  presented  a  report  of 

CASES  of  puerperal  CONVULSIONS  TREATED  BY  LARGE 

DOSES  OF  MORPHINE.' 

Dr.  William  Gillespie  read  a  paper  on 

'  See  original  article,  p.  229. 
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FORCEPS   ROTATION  IN  OCCIPUT   POSTERIOR  POSITIONS 

OF   THE   VERTEX.' 

Dr.  Giles  S.  Mitchell. — I  was  extremely  interested  in  the 
recital  of  Dr.  Heady 's  cases  of  puerperal  eclampsia,  and  he  cer- 
tainly is  to  be  congratulated  upon  being  successful  in  saving 
two  patients  who  were,  from  his  description,  almost  beyond 
hope  of  recover}".     While  I  have  long  ceased  to  recognize  albu- 
minuria as  an  important  factor  in  the  production  of  puerperal 
convulsions,  yet  in  the  few  cases  that  I  have  seen  in  my  own 
practice  and  in  consultation  an  examination  of  the  urine  has 
never  failed  to  reveal  a  very  large  per  cent  of  albumin.     In 
this  particular  the  two  severe  cases  related  by  the  essayist,  so 
far  as  my  own  experience  goes,  are  unique.     I  have  never  had 
any  experience  in  the  use  of  large  doses  of  morphia  in  puerperal 
eclampsia.     I  know  that  its  exhibition  is  recommended  very 
highly,  and  a  proof  of  the  judiciousness  of  the  practice  has  been 
established  in  a  measure  by  the  recovery  of  two  so  serious  cases 
as  those  reported  by  the  essayist.     It  has  been  my  habit  in 
these  cases  to  rely  almost  solely  on  very  large  doses  of  chloral 
hydrate.     I  give  a  drachm  of  chloral  hydrate  by  the  rectum 
and  repeat  it  if  necessary.     The  accouchement  force,  as  prac- 
tised by  the  doctor,  the  rapid  dilatation  of  the  cervix,  and  the 
immediate  delivery  of  the  child,  I  believe,  at  least  where  the 
OS  is  dilatable,  is  judicious  practice;  recognizing,  however,  that 
any  violence  in  the  accomplishment  of  this  is  liable  to  bring  on 
a  convulsive  attack.     The  accouchement  force  is  also  a  conser- 
vative measure  in  the  interest  of  the  child.     I  believe  puerperal 
eclampsia  has  no  pathology,  so  to  speak,  but  that  pregnancy  is 
the  great  j^hj^siological  test  of  mental  and  bodily  soundness  in 
women ,  and  that  what  would  excite  a  puerperal  convulsion  in  a 
woman  with  an  unstable  nervous  system  would  not  bring  about 
a  seizure  of  this  kind  in  a  woman  who  was  perfectly  healthy. 

As  to  Dr.  Gillespie's  paper,  I  said  recently  all  I  have  to  say 
.-about  the  management  of  occipito-posterior  positions.  I  have 
never  seen  a  difficult  case  of  occipito-posterior  position.  Un- 
doubtedly these  cases  do  occur,  but  I  believe  they  must  occur 
very  rarely.  The  vast  majority  of  them,  as  the  gentleman  has 
stated  in  his  paper,  take  care  of  themselves.  And  I  am  sure 
that  it  would  require  more  than  an  ordinary  amount  of  skill  in 
the  use  of  the  forceps  to  apply  it  when  the  head  is  high  up 
or  even  in  the  middle  strait,  in  order  to  accomplish  this  rota- 
tion. In  this  position  it  is  desirable  to  grasp  the  head  in  the 
biparietal  diameter.  The  head  naturally  follows  the  sacral 
curve,  and  you  are  almost  certain  to  apply  one  blade  over  the 
forehead  and  one  blade  over  the  occiput,  and  in  this  way  you 
are  more  likely  to  complicate  matters  than  to  simplify  them.  I 
believe  the  safer  plan  is  to  simply  introduce  the  hand.  But  I 
have  never  been  called  upon  to  put  this  into  practice  at  the  bed- 
side. I  have  seen  cases  delivered  spontaneously,  and  in  two  in- 
stances there  was  some  tear  of  the  perineum,  but  not  extensive. 

'  See  original  article,  p.  224. 
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Dr.  Reamy. — I  would  like  to  ask  Dr.  Heady  what  the  con- 
dition of  the  pupil  was  at  the  time  the  patient  was  comatose 
before  he  gave  the  morphia. 

Dr.  Heady. — It  was  contracted. 

Dr.  Reamy. — The  type  of  cases  presented  in  Dr.  Heady 's 
paper  are  those  that  are  pre-eminently  adapted  to  the  morphine 
treatment.     In   a  paper  before  the  American  Gynecological 
Society  three  years  ago  I  reported  that  I  had  used  morphine  in 
large  doses  in  a  few  cases  such  as  have  been  described  this 
evening.     It  is  extremely  interesting  that  associated  with  the 
unconsciousness  there  was  contraction  of  the  pupil,  and  that  in 
that  condition  the  action  of  morphine  was  so  gratifying.     I 
have  seen  coma  follow  the  convulsions  when  there  was  wide 
dilatation  of  the  pupils.     Of  course  that  is  a  very  serious  com- 
bination, and  I  have  felt  afraid  in  such  cases  to  give  large 
doses  of  morphine.     I  doubt  if  I  would  have  had  the  courage 
to  give  such  large  doses  where  there  was  already  contraction 
of  the  pupil,  yet  the  result  in  Dr.  Heady's  cases  shows  the 
wisdom  of  his  practice.     While  I  do  not  rely  upon  any  one 
remedy  in  the  treatment  of  cases  in  general,  yet  I  think  it  is 
recognized  that  in  the  large  majority  of  cases  of  puerperal 
eclampsia  there  is  renal  insufficiency.     I  do  not  mean  to  con- 
vey the  idea  that  I  think  these  convulsions  are  due  to  this  ; 
I  think  it  was  wrong  to  call  them  uremic  convulsions,  but  in 
most  cases,  even  of  nervous  origin,  we  have  albumin  in  the 
urine  at  this  time,  if  we  do  not  have  it  before.     In  the  vast 
majorit}'  of  cases  there  is  excrementitious  material  in  the  tis- 
sues that  ought  to  be  eliminated  by  the  skin  or  the  kidneys,  or 
both,  and  therefore  any  plan  of  treatment  should  be,  first,  to 
control  the  convulsion,  in  which  there  is  the  greatest  danger  ; 
second,  to  relieve  the  conditions  on  which  the  convulsion  de- 
pends.    But  I  do  not  believe,  as  was  advocated  by  a  few  promi- 
nent speakers  in  a  recent  discussion  of  this  subject  in  New 
York,  in  the  rapid  and  prompt  delivery  in  every  case.     I  do  not 
believe  that  is  always  wise.     I  think  the  class  of  cases  in  which 
speedy  delivery  should  be  practised  is  distinctly  defined  ;  I  do 
not  believe,  in  a  large  percentage  of  these  cases,  that  when  you 
have  removed  the  child  you  have  the  conditions  upon  which  the 
convulsions  depended.     In  one  of  Dr.  Heady's  cases  the  con- 
vulsions came  on  after  the  delivery,  and  in  some  of  the  worst 
cases  I  have  ever  seen  this  has  been  true.     In  a  fatal  case  in  the 
West  End  the  woman  had  no  convulsion  until  after  the  delivery. 
Indeed,  other  things  being  equal,  the  convulsions  coming  on  after 
delivery  are  more  likely  to  prove  fatal  than  when  they  come 
on  prior  to  delivery.     If  the  deliverj^  can  be  accomplished  it 
certainly  is  well  and  desirable,  especially  in  a  nervous  case, 
particularly  when  we  are  able  to  deliver  with  so  much  facility 
as  Dr.  Heady  did  in  one  of  these  cases.     When  the  convulsions 
are  coming  on  rapidly  the  remedy,  above  all  others,  is  veva- 
trum  viride  in  large  doses.     I  use  this  hypodermaticallj^  in 
doses  as  large  as  forty  drops,  and  scarcely  ever  would  I  begin 
with  less  than  thirty  drops  of  Norwood's  tincture  of  veratrum 
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viride.  If  the  woman  could  swallow  and  was  still  conscious, 
and  the  convulsions  were  not  coming  on  ver}'  rapidly,  vera- 
trum  viride  could  be  given  by  the  mouth  and  would  manifest 
its  action  in  twent}'  or  twenty-five  minutes.  I  have  made  it  a 
rule  to  continue  the  use  of  this  remedy  until  I  have  brought 
the  pulse  down  to  about  40  or  50.  It  then  is  rather  difiQcult  for 
the  patient  to  have  a  convulsion,  because  the  action  of  the  con- 
vulsive centres  is  pretty  well  suspended.  In  these  cases  vera- 
trum  viride  produces  just  the  same  condition  that  you  would 
secure  b}^  large  blood-letting.  In  this  way  we  may  secure  all 
the  good  that  we  could  from  blood-letting,  unless  you  take 
the  ground  that  we  get  rid  of  improper  material  by  blood-let- 
ting. Another  advantage  is  that  veratrum  viride  acts  with 
great  eflSciency  as  a  diuretic  and,  before  that,  produces  pro- 
found diaphoresis,  so  that  in  these  two  ways  j^ou  secure  the 
elimination  of  the  material  which  is  doing  the  damage  in  the 
blood. 

Dr.  Giles  S.  Mitchell. — I  believe  the  majority  of  those 
who  advocate  the  accouchement  force  do  it  more  in  the  inte- 
rests of  the  child  than  to  prevent  convulsive  seizures. 

Dr.  Re  amy. — It  is  advocated  for  that  purpose.  But  one  of 
the  gentlemen  to  whom  I  have  referred  took  the  ground  that 
the  presence  of  the  child  caused  the  convulsion,  and  he  pro- 
posed to  forcibly  dilate  and  deliver.  He  said  he  could  dilate 
and  deliver  in  twenty  minutes. 

The  rotation,  to  which  Dr.  Gillespie  has  referred,  I  will  not 
discuss.  It  is  well  known  that  I  have  been  in  the  habit  of 
rotating  with  the  forceps.  In  the  first  place,  to  use  an  instru- 
ment as  Dr.  Gillespie  has  described,  it  must  be  an  instrument 
without  too  great  pelvic  curve.  In  the  next  place,  the  blade  of 
the  instrument  must  not  be  too  thick.  I  suppose  Dr.  Gillespie 
uses  an  Elliott  forceps,  or  some  such  instrument. 

Dr.  Palmer. — I  cannot  recall  a  case  of  puerperal  convul- 
sions in  which  the  urine  was  not  albuminous  after  the  con- 
vulsion, if  not  before.  There  seems  to  be  something  in  the 
convulsion  that  interferes  with  the  action  of  the  kidneys,  so 
that  the  urine  may  become  albuminous  after^vard.  In  view  of 
that  fact  I  asked  the  gentleman  if  he  had  examined  the  urine 
of  the  patients  after  the  convulsions,  and  he  said  he  had  not. 
I  think  if  he  had  done  so  he  would  have  found  albumin  con- 
sequent upon  the  convulsion.  I  think  it  is  well  recognized  that 
not  all  these  cases  of  convulsions  are  uremic.  There  is  a  con- 
sensus of  opinion  now  that  convulsions  may  be  due  to  a  tox- 
emia, the  kidneys,  skin,  or  the  bowels  being  at  fault.  Emo- 
tional excitement,  of  course,  will  cause  these  convulsions. 
Now,  I  take  it  that  these  two  cases  were  such  as  belonged  to 
the  hysterical  or  epileptic  variety,  and  not  to  the  apoplectic 
variety  of  eclampsia  ;  and  I  take  it  that  they  were  exactly  the 
class  of  cases  in  which  we  would  experience  good  results  from 
the  hypodermatic  injection  of  morphia.  I  have  never  given  such 
large  doses  of  morphine  hypodermatically  as  are  reported  this 
evening.     I  usually  give  one-quarter  of  a  grain  of  morphia 
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combined  with  atropine.  I  never  have  given  more  than  one- 
half  of  a  grain  of  morphia  at  a  dose,  and  I  usually  give  it  with 
one  one-hundredth  to  one-fiftieth  of  a  grain  of  atropine.  In  a 
case  of  puerperal  eclampsia  I  would  first  think  of  emptying  the 
bowels,  then  of  acting  upon  the  kidneys  or  upon  the  skin. 
There  is  a  potent  influence,  which  we  ought  not  to  ignore, 
in  the  administration  of  chloral.  I  think  all  the  good  effects 
of  chloral  may  be  obtained  by  giving  it  per  rectum,  repeating 
it  if  necessary.  A^eratrum  viride,  I  believe,  is  the  best  remedy 
in  these  cases.  I  give  it  by  the  mouth,  or,  if  it  is  necessary, 
hypodermatically.  It  is  good  in  almost  any  condition  of 
uremic  convulsions,  but  particularly  is  it  of  value  in  the  apo- 
plectic form  of  the  disease.  I  think  the  action  of  the  morphia  is 
aided  by  the  veratrum  viride. 

Dr.  Charles  B.  Schoolfield. — I  have  had  three  cases 
of  puerperal  eclampsia.  One  of  them  died.  In  the  first  case 
the  convulsions  came  on  after  the  child  was  delivered.  The 
woman  never  came  out  of  the  convulsions,  and  died.  The  sec- 
ond was  one  in  which  I  was  called  in  consultation.  The  woman 
was  in  convulsions  and  we  bled  her.  She  came  out  of  the  con- 
vulsion aTid  recovered.  At  the  time  approaching  her  next  par- 
turition she  again  began  having  symptoms  of  convulsions,  head- 
ache and  dizziness,  and  a  few  days  before  the  confinement  I 
bled  her  freely.  The  headache  and  all  symptoms  of  convul- 
sion disappeared  and  she  went  through  her  parturition  without 
any  trouble.  About  two  years  afterward  she  again  became 
pregnant  and  had  the  same  conditions  preceding  the  partu- 
rition. I  again  bled  her  freely  at  her  own  request,  and  she 
passed  through  confinement  safely,  without  any  puerperal 
convulsions.  The  next  time  she  became  pregnant,  when  the 
time  approached  for  her  parturition,  instead  of  bleeding  her  I 
began  giving  her  the  bromides  and  chloral.  That  relieved  the 
headache  for  the  time  being,  but  her  headaches  continued  after 
delivery,  and  her  urine  was  not  up  to  the  normal  in  quantity 
and  was  still  albuminous.  I  kept  on  giving  the  bromides  and 
the  hydrate  of  chloral.  On  the  tenth  day  she  had  a  stroke  of 
apoplexy  with  hemiplegia  and  coma,  and  died  in  a  few  days 
without  regaining  consciousness.  I  think  if  I  had  bled  her  as 
I  had  before  I  would  have  saved  the  woman. 

In  another  case  I  gave  veratrum  viride.  The  patient  began 
having  convulsions  about  ten  or  twelve  days  before  labor. 
After  giving  two  or  three  full  doses,  thirty  grains,  veratrum 
viride,  the  symptoms  all  subsided  and  I  stopped  giving  the 
remedy.  The  patient  had  no  further  symptoms  until  the  day 
of  labor.  She  then  commenced  to  complain  of  headache,  and, 
fearing  convulsions  would  come  on,  I  again  gave  her  thirty 
drops  of  veratrum  viride.  She  then  went  through  labor  with- 
out any  trouble.  I  believe  if  I  had  given  veratrum  viride  in 
the  previous  case  it  might  have  saved  the  patient.  But  the 
bleeding  acted  promptly,  relieved  the  headache  and  the  arterial 
tension,  and  made  the  condition  of  the  patient  very  much 
better.     I  have  never  bled  in  any  other  case,  because  I  did  not 
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think  it  necessary  ;  but  in  cases  such  as  that  I  think  bleeding 
is  an  excellent  thing. 

Dr.  Porter. — In  the  first  case  of  convulsions  I  think  the 
result  was  due  perhaps  as  much  to  the  emptying  of  the  uterus 
as  to  the  medication.  The  administration  of  large  doses  of 
morphia  relieved  the  condition,  but  I  think  some  drug  which 
would  lower  the  blood  pressure  would  have  acted  better. 
While,  as  Dr.  Reamy  says,  it  is  not  desirable  to  use  violent 
measures  to  empty  the  uterus,  yet  I  think  prompt  measures 
are  desirable.  I  have  seen  but  two  cases  of  puerperal  convul- 
sions. The  first,  a  most  appalling  case,  occurred  in  the  person 
of  my  own  sister.  I  was  called  to  that  case  a  long  distance, 
after  the  patient  was  unconscious  fourteen  hours  and  had  had 
twenty-five  convulsions.  The  pregnancy  had  advanced  to  the 
seventh  month.  There  was  complete  suppression  of  the  urine. 
The  cervix  was  dilatable,  and  the  treatment  consisted  in  empty- 
ing the  uterus  promptly  and  using  pilocarpine  hypodermati- 
cally.  In  a  little  while  there  was  profuse  perspiration.  In 
addition  to  the  pilocarpine,  purgatives  were  also  used.  After 
this  there  was  but  a  single  convulsion.  The  condition  of  coma, 
however,  remained  about  eighteen  hours  after  the  treatment. 
Then  the  patient  gradually  recovered  consciousness,  but  was 
unable  to  sleep  much  for  a  long  time.  Four  days  afterward 
she  had  an  attack  of  puerperal  mania  lasting  two  or  three 
hours,  which  failed  to  yield  to  chloral  or  bromides,  but  finally 
yielded  to  chloroform,  and  after  a  sleep  the  patient  made  a  slow 
recovery.      Partial  hemiplegia  persisted  for  several  months. 

The  second  case  I  saw  in  consultation  in  the  city.  In  that 
case  the  convulsions  came  on  soon  after  delivery.  The  patient 
had  three  convulsions.  Veratrum  viride  was  used  with  very 
good  results,  at  first  twenty  drops  by  the  mouth,  and  after- 
ward the  same  dose  hypodermatically.  After  the  use  of  the  drug 
hypodermatically  the  pulse  rate  fell  from  130  to  60  inside  of 
twenty  minutes. 

As  to  the  occipito-posterior  position  being  a  rare  condition, 
as  was  said  by  one  gentleman,  I  think  it  is  far  from  a  rare  con- 
dition. The  gentleman  referred  in  his  paper  to  the  fact  that 
often  the  head  remains  above  the  brim  and  fails  to  engage 
because  the  occiput  is  posterior.  I  think  I  have  seen  several 
such  cases,  and  I  think  many  cases  thought  to  be  cases  of  rigid 
OS  are  really  cases  in  which  the  head  does  not  engage  promptly, 
and  after  it  does  engage  descends  slowly  because  the  occiput  is 
posterior.  I  do  not  think  the  gentleman  recommended  the  use 
of  the  plan  he  suggested  in  all  cases,  but  only  would  assist 
Nature  to  rotate,  if  possible,  and,  if  not,  would  favor  the 
descent  of  the  head  and  accomplish  rotation  at  the  outlet.  I 
confess  that  perhaps  I  have  always  been  prejudiced  in  the  use 
of  the  forceps  in  changing  the  position  of  the  head  in  these 
cases.  I  think  the  method  described  by  the  gentleman  is  an 
excellent  one,  and  in  some  respects  superior  to  other  methods 
of  rotating  with  the  forceps.  In  the  first  place,  you  can  secure 
flexion  of  the  head,  and  I  do  not  think  this  can  be  done  with 
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the  forceps  at  any  other  point  than  at  the  outlet.  You  can 
grasp  the  head  so  as  to  make  proper  leverage,  and  you  can 
move  the  handles  in  a  sufficiently  large  arc  to  cause  flexion. 

I  had  a  case,  perhaps  a  month  ago,  in  which  I  tried  the 
method  described  by  the  gentleman  this  evening,  who  had 
previously  described  it  to  me  in  a  private  talk.  The  case  in 
which  I  tried  it  was  one  in  which  the  head  descended  to  the 
pelvic  floor  without  any  difficulty,  and  I  simply  applied  the 
forceps  as  described  in  the  paper,  flexed  and  then  rotated  the 
head  and  delivered  the  child,  with  very  slight  perineal  tear. 

Dr.  a.  W.  Johnstone. — I  believe  we  are  just  on  the  verge 
of  finding  out  much  we  have  not  heretofore  known  about  these 
cases.  I  believe  paraxanthin  is  at  the  bottom  of  it  all,  and  if 
any  of  you  will  give  me  at  least  a  quart  of  urine  from  such  a 
patient  I  will  see  that  it  is  properly  examined.  The  excremen- 
titious  materials  are  not  excreted.  We  know  now  that  urea  is 
very  little  more  poisonous  than  bicarbonate  of  soda,  and  it  is 
all  a  mistake  to  call  these  uremic  convulsions.  The  hysterical, 
apoplectic,  and  other  varieties,  I  believe,  are  simply,  like  petit 
mal  and  grand  mal,  etc.,  due  to  the  presence  of  some  poison. 
In  one  case  I  saw,  the  convulsions  were  terrible,  and  the  coma 
that  followed  proved  beyond  a  shadow  of  a  doubt  that  it  was 
due  to  paraxanthin,  and  I  saw  six  or  eight  mice  and  one  guinea- 
pig  killed  by  the  paraxanthin  gotten  out  of  a  quart  of  urine 
from  that  patient.  They  were  attacked  by  the  same  kind  of 
convulsions  that  we  saw  the  woman  have.  I  have  seen  but 
one  case  of  puerperal  convulsions,  and  that  was  also  seen  by 
Dr.  Mitchell.  The  patient  got  well  very  promptly  and  had 
very  little  trouble.  Suppose  these  cases  are  due  to  paraxanthin, 
how  are  we  to  treat  them?  Others  have  been  on  the  right 
track  in  trying  to  get  rid  of  this  material  in  one  of  two  ways: 
one  is  to  get  it  out  of  the  body,  and  the  other  is  to  drive  it 
back  into  the  tissues  where  it  is  harmless  for  the  time  being. 
Morphine,  chloral,  and  all  the  anodynes  act  on  these  compounds 
just  as  they  do  on  uric  acid.  It  is  a  well-known  fact  that  you 
can  stop  the  formation  of  uric  acid  verj"  largely  by  the  use  of 
these  remedies.  I  should  feel  very  much  like  bleeding  the 
patient,  but  in  a  different  way  from  that  suggested.  At  the 
same  time  that  I  would  make  a  venesection  I  would  have  a 
saline  solution  going  in.  Patients  get  well  readily  when  given 
saline  solution  at  the  same  time  they  are  losing  blood.  So  far 
it  has  been  found  that  paraxanthin  is  not  excreted  by  a  dis- 
eased kidney.  Thus,  paraxanthin  was  found  in  the  blood  of 
a  man  who  died  of  convulsions  in  Bright's  disease.  We  want 
to  see  if  we  can  find  it  in  the  blood  of  these  eclamptic  patients. 
Such  an  examination  will  enable  us  to  know  just  what  these 
poisons  are. 

As  to  the  last  paper,  I  have  had  eleven  cases  of  occipito-pos- 
terior  position,  and  saved  all  but  one  in  which  the  cord  had 
been  down  and  pulseless  six  hours.  With  slightly  curved 
forceps  I  have  had  no  trouble  turiiing  in  these  cases.  It  is 
true  in  some  cases  we  have  to  push  the  child  up  some  before 
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we  can  turn.  But  we  should  never  be  satisfied  until  we  have 
the  child  by  the  back  of  the  neck,  when  we  can  dislodge  the 
head  and  push  it  in  almost  any  direction  we  desire.  In  the 
last  case  I  had  the  head  was  clear  up  above  the  brim  of  the 
pelvis;  and  I  had  only  about  half  the  pelvis  to  work  in,  for  the 
right  side  of  the  pelvis  was  filled  with  a  cellular  swelling  (that 
disappeared  in  a  few  months),  and  I  succeeded  in  delivering 
the  child. 

Dr.  Hall. — If  we  are  treating  these  cases  rationally  and  in- 
telligently it  matters  ver}^  little  to  us  whether  or  not  the  cause 
is  the  xanthin  bodies,  or  uremic  poisons,  or  reflex  from  the  ner- 
vous system.  The  essayist  certainly  reported  two  very  inte- 
resting and  remarkable  cases,  and  the  results  sustain  the  treat- 
ment. But  I  wish  to  emphasize  the  value  of  the  veratrum 
viride  treatment.  Not  many  weeks  ago  I  was  asked  to  see  a 
case  of  convulsions  in  a  plethoric  woman  about  40  years  of  age. 
I  said  to  the  doctor  over  the  telephone  :  "Give  the  patient  a 
hypodermatic  injection  of  thirty  drops  of  veratrum  viride .'"  He 
asked  if  I  wanted  him  to  kill  her.  I  replied  that  if  he  would 
promise  to  do  that  I  would  come.  He  promised  me  to  do  it, 
but  the  consulting  physician  objected  to  it.  I  saw  the  patient 
an  hour  afterward  and  found  she  had  had  five  drops  It  had 
had  no  effect.  The  woman  had  had  a  number  of  convulsions 
and  was  in  a  dying  condition.  At  first  neither  one  of  them 
would  consent  to  the  hypodermatic  injection  of  twenty-five 
drops  more.  Finally,  when  the  patient  seemed  almost  dead, 
thej^  allowed  me  to  inject  twenty-five  drops  more.  In  half  an 
hour  I  noticed  some  effect.  In  three-quarters  of  an  hour  the 
patient  was  given  ten  drops  more  of  veratrum  viride.  In  half 
an  hour  the  pulse  was  80  and  she  was  semi-conscious.  Then 
the  doctors  were  converted.  The  patient  was  given  ten  drops 
ever}"  hour  until  the  pulse  was  down  to  50.  She  never  had 
another  convulsion  and  is  well  to-day.  The  reason  I  report 
this  case  is  to  emphasize  the  importance  of  bleeding  into  the 
veins,  as  it  were.  When  this  treatment  was  first  suggested 
I  thought  I  would  as  soon  shoot  the  patient,  it  seemed  to  me 
so  dangerous.     But  it  is  just  what  these  patients  need. 

Dr.  Heady. — Each  patient  had  a  convulsion  after  delivery, 
and  I  did  not  give  the  morphia  until  they  appeared  after  de- 
livery. Often  the  convulsions  stop  when  the  child  is  deliv- 
ered. I  do  not  want  the  Society  to  believe  that  all  my  cases 
have  recovered.  The  first  case  I  saw  was  some  fifteen  j'ears 
ago.  The  urine  was  loaded  with  albumin  and  the  patient 
showed  anasarca.  Deliverj'  was  accomplished  without  con- 
vulsions, but  an  hour  after  delivery  they  began  and  continued 
until  the  patient  died.  In  that  case  I  used  morphia  and  chloral 
without  effect.  I  think  the  use  of  morphia  and  chloral  is  good 
treatment  in  the  nervous  variety  of  puerperal  convulsions. 

Dr.  William  Gillespie. — As  to  the  application  of  the  for- 
ceps to  the  biparietal  diameter,  Dr.  Mitchell  has  said  that  this 
is  difficult  when  the  head  is  high  up.  Of  course  it  is  impossible 
to  apply  the  forceps  in  this  way  at  the  superior  strait,  but  it  is 
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quite  different  when  the  head  is  low  down  ;  but  where  the  head 
is  even  high  in  the  cavity  it  is  often  possible  to  grasp  the  head 
regularly,  and  we  should  do  so  for  the  reasons  stated  in  the 
paper.  I  think  if  he  were  to  take  the  trouble  to  apply  the  for- 
ceps as  I  have  described  he  would  find  delivery  much  more 
easily  accomplished.  I  frequently,  before  I  began  this  meth- 
od, had  very  great  difficulty  in  delivering  some  cases.  An- 
other objection  to  applying  the  forceps  irregularly,  and  one  I 
fear  I  did  not  emphasize  enough,  is  that  if  you  apply  the  for- 
ceps with  one  blade  on  the  forehead  and  the  other  on  the  occi- 
put you  have  a  much  more  insecure  hold  in  the  posterior  than 
in  the  anterior  position.  If  it  is  an  anterior  position  and  you 
squeeze  the  handles  together  sufficiently  to  keep  the  forceps  on 
the  head,  if  any  rotation  takes  place  the  occiput  will  swing 
forward  ;  but  in  occipito-posterior  positions  the  tight  gripping 
of  the  handles  will  cause  the  occiput  to  go  backward.  This  is 
what  first  called  my  attention  to  occipito-posterior  positions. 
The  case  was  one  in  which  the  forceps  slipped  when  not  applied 
in  the  biparietal  diameter.  I  pulled  until  satisfied  the  child 
was  dead,  then  perforated  with  a  pocket  knife  and  delivered. 
With  the  head  below  the  brim  I  prefer,  if  I  can  bring  it 
down  without  great  force,  to  bring  the  head  down  on  the  peri- 
neum and  rotate.  Dr.  Reamy  referred  to  the  pelvic  curve. 
I  do  use  the  Elliott  forceps,  which  has  not  a  very  exces- 
sive curve.  The  manipulation  high  in  the  pelvis,  which  I 
have  described,  however,  I  think  could  be  accomplished  by 
the  double  application  with  an  ordinary  forceps.  By  turning 
the  head  in  the  transverse  diameter  and  applying  the  forceps 
in  the  opposite  diameter  you  can  complete  rotation  and  de- 
livery. But  the  rotation  at  the  inferior  strait  or  on  the  peri- 
neum is  the  easiest  maneuvre  I  have  ever  executed  with  the 
forceps.  The  main  secret  is  to  have  the  forceps  applied  on  the 
biparietal  diameter,  bring  the  blades  parallel  with  the  long 
diameter  of  the  head,  and  then  flex  and  turn  without  force. 
The  first  time  I  delivered  with  the  forceps  in  the  reversed  posi- 
tion I  simply  grasped  the  forceps,  resting  the  handles  under 
the  forearm,  and  lifted  the  head  over  the  perineum,  in  order  to 
see  how  the  blades  applied  themselves  to  the  head. 
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OBSTETRICS. 

Velamentous  Insertion  of  the  Cord. — Porak '  reports  a 
velamentous  insertion  of  the  cord  more  than  ten  centimetres 
below  the  inferior  border  of  the  placenta.  The  latter  was  situ- 
ated near  the  lower  segment  of  the  uterus,  and  the  child 
emerged  through  an  orifice  in  the  inembranes  entirely  sur- 
rounded by  vessels,  but  the  length  of  the  latter  prevented  their 
laceration  during  delivery. 

Prolapse  of  the  Cord. — In  reporting  two  cases  of  prolapse 
of  the  cord,  in  one  of  which  the  child  was  saved  by  version,  but 
was  found  dead  in  the  other  and  was  removed  by  basiotripsy, 
Poux  °  makes  the  following  suggestions  :  If  dilatation  is  com- 
plete, version  is  preferable,  especially  if  the  pelvis  is  slightly 
contracted  ;  if  this  is  difficult,  forceps  should  be  used.  If  dila- 
tation is  incomplete  the  cord  should  be  pushed  up  and  a  balloon 
of  Champetier  de  Ribes  inserted. 

Breaking  of  the  Cord  during  Labor  at  Term. — This  rare 
phenomenon  was  observed  by  Ahlfeld  "  in  a  19-year-old  primi- 
para  whose  child  had  died  intrapartum.  The  cord  was  44 
centimetres  in  length  and  was  wound  around  the  left  arm  and 
right  leg. 

Asphyxia  Neonatorum. — Oehlschlager "  believes  that  in 
Laborde's  method  the  rhythmical  tongue  traction  is  of  second- 
ary importance  ;  it  is  the  traction  upon  the  tongue  which  re- 
vives the  child.  The  simultaneous  blowing  in  of  air  is  very 
valuable. 

Placental  Tumor. — Gueniot '  reports  a  tumor  of  the  placenta 
occurring  in  a  primipara.  It  consisted  of  a  mass  of  altered 
placental  villosities,  of  blood  vessels  united  by  connective  tissue. 

Ptyalism  and  Retroflexion  of  the  Gravid  Uterus. — Aude- 
bert  *  describes  a  case  of  salivation  which  he  believed  to  be  due 
to  a  sharp  retroflexion  of  the  gravid  uterus,  as  it  ceased  com- 
pletely within  three  days  after  the  uterus  was  replaced, 
although  the  patient  had  been  losing  about  a  quart  of  saliva 
daily. 

Suppurating  Ovarian  Cyst  complicating  Pregnancy. — 
Mayo  Robson "  began  a  Cesarean  section  in  such  a  case,  but 
after  removal  of  the  child  a  sac  containing  pus  from  a  large 
suppurating  ovarian   cyst,  and  whose  walls  were  formed  of 
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intestines  above,  uterus  in  front,  and  ovarian  cyst  below,  rup- 
tured. Porro's  operation  was  then  done,  removing  the  ovarian 
tumor  with  the  uterus.  Irrigation  and  drainage  of  peritoneal 
cavity.     Recovery. 

Dermoid  Cyst  causing  Dystocia. — In  a  case  seen  by  Os- 
termayer ""  the  tumor  occupied  the  sacral  cavity  and  prevented 
the  descent  of  the  head,  which  was  movable  above  the  pelvic 
brim.  The  lower  uterine  segment  was  extremely  thin  and  the 
high  location  of  Bandl's  ring  made  a  shortening  of  the  uterus 
apparent.  Craniotomy  was  performed  in  the  hope  of  extract- 
ing the  diminished  skull,  but  several  attempts  proved  futile. 
It  became  therefore  necessary  to  empty  the  cyst,  after  which 
the  extraction  of  the  child  was  easy.  The  cyst  contained  a 
large  quantity  of  grumous  fluid  and  bundles  of  hair  ;  its  cavity 
was  tamponed  with  iodoform  gauze.  The  edges  of  the  cyst 
were  sewed  to  the  vaginal  incision.  The  patient  made  a  good 
recovery. 

Fibroids  complicating  Pregnancy  and  Labor. — Keiffer' 
discusses  the  various  accidents  which  these  may  cause,  and 
concludes  that,  except  under  special  circumstances  which  pre- 
clude the  possibility  of  gestation  and  delivery,  expectant  treat- 
ment is  to  be  advised,  being  prepared  for  complications  and 
treating  these  as  they  arise.  When  gestation  is  impossible 
curettage  is  preferable.  Premature  delivery,  forceps,  symphy- 
seotomy, or  embryotomy  may  be  demanded.  Hysterectomy 
may  be  necessary  in  cases  where  it  would  be  so  irrespective 
of  pregnancy ;  where  the  tumor  arrests  labor  and  renders  its 
termination  impossible  ;  where  one  strongly  suspects  degenera- 
tion of  the  fibroids  or  suppuration  and  infection  from  placental 
retention  ;  after  Cesarean  section  required  by  the  presence  of 
fibroids. 

Fochier '  calls  attention  to  his  observation  that  fluctuation 
is  frequently  obtained  in  the  early  months  of  pregnancy  com- 
plicated with  uterine  fibroids,  this  aiding  in  the  diagnosis,  as 
fluctuation  is  rare  at  the  beginning  of  simple  pregnancies. 

Enucleation  of  an  Interstitial  Fibroid  during  Pregnancy. 
— The  woman  was  40  years  old  and  four  months  pregnant.  A 
tumor  the  size  of  a  fist  occupied  the  anterior  uterine  wall  and 
was  the  cause  of  severe  urinary  disturbance.  The  tumor  was 
enucleated  by  Biermer  °'  and  the  mother  made  a  good  recovery. 
A  dead  fetus  was  expelled  four  weeks  later.  [It  is  of  course 
a  great  surgical  feat  to  remove  a  tumor  from  the  pregnant 
uterus  without  interfering  with  the  progress  of  gestation.  We 
believe,  however,  that  the  majority  of  these  cases  do  not  re- 
quire operative  interference.  After  the  fifth  month  the  blad- 
der disturbances  disappear,  and,  although  the  tumor  may  grow 
at  an  alarming  rate,  involution  of  the  uterus  will  cause  it  to  dis- 
appear with  the  same  rapidity.  We  have  observed  a  number 
of  cases  in  which  both  labor  and  puerperium  were  perfectly  nor- 
mal ;  and  although  we  cannot  report  brilliant  surgical  opera- 
tions and  narrow  escapes,  we  have  the  satisfaction  of  having 
saved  both  mother  and  child  in  every  case.  ] 
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Ectopic  Gestation. — In  a  case  with  lacerated  cervix  and 
perineum  and  enlarged,  tender  uterus,  E.  G.  Frisbie  °  curetted. 
Pain  was  soon  noticed  in  the  right  ovarian  region,  but  ceased 
on  the  thirtieth  day  with  the  expulsion  of  a  fetus  two  inches 
long.  After  severe  hemorrhage  three  weeks  later,  he  dilated 
the  cervix  and,  passing  the  finger  into  the  right  tube,  detached 
a  placenta.     Recovery. 

F.  A.  Purcell "  records  a  successful  operation  for  ruptured 
ectopic  pregnancy.  The  other  tube  and  ovary  had  been  re- 
moved five  months  before  for  either  ectopic  pregnancy  or  re- 
current tubal  hemorrhage. 

Notes  of  a  case  of  tubal  pregnancy  which  ruptured  into  the 
broad  ligament  and  subsequently  into  the  peritoneal  cavity  are 
given  by  J.  W.  D.  Hooper.'  Recovery  followed  celiotomy. 
Another  case  of  ruptured  tubal  pregnancy,  with  recovery  after 
operation^  is  reported  by  M.  O.  Klotz.* 

Crouzat  and  Jeannel '  report  a  laparatomy  for  secondary  ab- 
dominal pregnancy  at  the  seventh  month.  The  head  of  the 
fetus  was  deformed  and  adherent  to  the  peritoneum.  The 
child  died  the  same  day,  and  the  mother  a  month  later  from 
putrefaction  of  the  placenta,  which  was  so  adherent  that  it 
could  not  be  removed. 

Extrauterine  Pregnancy  occurring  Twice  in  the  Same 
Tube. — A  case  reported  by  T.  F.  Prewitt '  had  symptoms  of  a 
ruptured  left  tubal  pregnancy,  but  refused  operation.  About 
a  year  later  she  had  a  similar  attack,  and  at  the  operation  the 
left  tube  removed  showed  near  its  middle  a  large  rent,  from 
which  escaped  a  clot  containing  chorionic  villi.  The  fimbriated 
extremity  was  occluded  and  the  outer  end  of  the  tube  presented 
an  enlargement  separated  from  the  new  gestation  sac  by  a  con- 
striction. This  and  the  clinical  historj^,  he  believes,  point  to 
a  ruptured  tubal  pregnancy  at  the  time  of  the  former  attack. 
To  account  for  the  case  he  supposes  that  either  the  rupture  in 
the  first  case  occurred  before  the  closure  of  the  abdominal  os- 
tium, leaving  the  lumen  of  the  tube,  after  the  repair  of  the  rent, 
still  patulous;  or  that,  the  fimbriated  extremity  having  been 
closed,  an  ovum  passed  down  the  right  tube,  became  impreg- 
nated in  the  uterus,  and  was  forced  by  muscular  action  into 
the  left  tube. 

Pregnancy  after  Transplantation  of  the  Ovaries. — Gri- 
gorieff "  experimented  on  twelve  rabbits.  He  transplanted 
ovaries  upon  the  broad  ligament,  and  in  one  case  the  ovaries 
of  two  animals  were  exchanged.  In  four  such  cases  subsequent 
pregnancy  occurred,  which  proves  that  these  organs  continued 
their  function. 

Pregnancy  in  Double  Uterus. — Pruvost  ^  records  a  case  in 
which  5  pregnancies  occurred  alternately  in  each  half  of  a 
double  uterus,  a  decidual  cast  of  the  other  half  being  expelled 
shortly  afterward.  The  woman  normally  menstruates  three 
days,  and,  after  an  interval  of  one  day,  again  flows  three  days. 

Univitelline  Twin  Pregnancy. — Bar  and  Eleuterescu  ^  show 
that  in  such  pregnancies  the  fetuses  are  often  of  unequal  size — a 
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difference  which  may  have  existed  from  the  beginning  on  ac- 
count of  an  unequal  development  of  the  portion  of  the  placenta 
supplying  each.  Again,  one  may  receive  venous  blood,  which 
is  the  probable  cause  of  the  cirrhosis  of  the  liver  often  existing 
in  the  smaller  fetus. 

Death  of  One  Twin  during  Pregnancy. — Perret '  has  ob- 
served a  case  in  which  one  twin  died  at  the  seventh  month. 
The  other  was  born  in  good  condition  at  term,  though  the  first 
was  completely  macerated. 

Measurement  of  Fetal  Head  in  Pregnancy.— Perret  and 
Dubrisay  '  have  measured  the  heads  of  16  fetuses  through  the 
abdominal  wall.  In  14  the  error  was  between  1  and  2  milli- 
metres. They  measured  the  occipito-frontal  diameter  and  de- 
duced the  biparietal  by  subtracting  25  millimetres,  which  they 
had  found  by  experiment  to  be  the  average  difference.  Three 
of  these  cases  were  saved  from  symphyseotomies  by  comparison 
of  the  results  obtained  with  the  pelvic  measurements. 

Fetal  Putrefaction. — A.  Herrgott "  reports  the  case  of  a 
primipara,  age  39,  who  was  brought  to  the  Nancy  Maternity 
in  a  state  of  collapse.  She  had  ceased  to  menstruate  March 
22d,  1895.  Fetal  movements  were  distinctly  felt  until  January 
11th,  189G.  Two  days  later  an  extremely  fetid  vaginal  dis- 
charge appeared,  and  on  January  16th  the  patient  was  brought 
to  the  hospital.  Cesarean  section  allowed  the  removal  of  a  de- 
composed fetus  from  a  uterus  containing  putrid  gas,  and  itself 
so  affected  as  to  require  supravaginal  amputation.  The  pelvis 
was  obstructed  by  a  large  tumor,  but  this  could  not  be  moved. 
The  abdomen  was  irrigated,  and  death  occurred  from  shock 
during  its  closure.  The  tumor  which  had  been  left  in  the  pel- 
vis was  subsequently  found  to  be  a  dermoid  cyst  of  the  right 
broad  ligament. 

Delivery  of  the  After-coming  Head. — When  the  head  is 
born  up  to  the  mouth  Rubeska  '"  places  four  fingers  upon  the  pos- 
terior commissure,  while  the  thumb  of  the  same  hand  enters  the 
mouth  and  lies  against  the  alveolar  process  of  the  upper  jaw. 
By  this  method  one  hand  has  perfect  control  over  the  head,  a 
pressure  of  the  thumb  retarding  its  delivery  until  warranted  by 
the  distension  of  the  perineum. 

Statistics  of  the  Prague  Maternity  Hospital. — Rosthorn.'' 
These  show  that  the  restriction  of  vaginal  examination ,  is  con- 
comitant with  low  mortality  and  morbidity.  The  so-called 
prophylactic  vaginal  douches  were  found  to  be  not  objection- 
able, but  their  prophylactic  value  is  questionable. 

Pseudocyesis. — A  case  of  simulated  pregnancy,  in  a  hyste- 
rical woman,  going  on  to  labor,  is  described  by  J.  W.  Keiser." 
The  woman  menstruated  every  six  weeks  meanwhile,  but 
denied  it.  The  case  is  reported  as  illustrating  the  absolute  ne- 
cessity for  physical  examination,  the  woman's  diagnosis,  con- 
firmed by  subsequent  subjective  symptoms  and  enlargement  of 
the  abdomen,  being  accepted  in  this  instance. 

Diagnosis  of  Pregnancy  by  Massage.— Staffer'  advocates 
bimanual  palpation  combined  with  massage  for  the  diagnosis  of 
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early  pregnancy.  It  shows  flattening  and  pliability  of  the  abdo- 
men, a  firm  and  elastic  uterus,  and  Hegar's  sign.  If  by  this 
means  a  displaced  uterus  can  be  restored  to  its  normal  position 
and  maintained  there,  pregnancy  is  very  probable. 

Examination  in  Labor. — K.  F.  M.  Sandberg '-  emphasizes 
the  importance  of  external  examination  in  labor  and  the  desir- 
ability of  limiting  the  internal  examination. 

Decidual  Hydrorrhea. — S.  Bonnet "  reports  a  case  of  decid- 
ual hydrorrhea  occurring  in  the  third  pregnancy,  which  termi- 
nated prematurely.  The  woman  had  had  one  previous  pre- 
mature labor  and  one  at  term,  and  was  affected  with  mitral 
stenosis  and  insufficiency.  The  case  is  presented  as  an  example 
of  the  frequency  of  premature  labors  in  cases  of  cardiac  disease, 
and  as  a  contribution  to  the  study  of  the  relations  of  cardiac 
lesions  to  hydrorrhea  of  pregnancy,  which  he  thinks  may  be  an 
eventual  localization  of  dropsy  of  cardiac  origin. 

Death  of  Child  after  Version. — G  Fieux  "  publishes  a  case 
in  which  the  child  was  delivered  through  a  moderately  con- 
tracted pelvis  by  version.  On  the  third  day  the  child  died  sud- 
denly, after  having  convulsions  confined  to  the  left  side  of  the 
body.     A  small  laceration  of  the  right  lateral  sinus  was  found. 

Habitual  Abortion. — Charpentier'  discusses  cases  due  to 
infantile  uterus  and  occurring  at  two  and  a  half  to  three  and  a 
half  months;  to  malpositions  of  the  uterus,  chiefly  flexions,  caus- 
ing abortion  at  three  and  a  half  months;  to  congestion  of  the 
uterus,  often  benefited  by  general  or  local  blood-letting;  and  to 
lesions  of  the  cervix  and  body,  especially  endometritis  which  is 
amenable  to  curettage. 

Incomplete  Abortion. — In  a  case  described  by  H.  Jellett  *' 
the  patient  was  found  bleeding  profusely  and  was  brought  to 
the  Rotunda  Hospital.  There  no  hemorrhage  was  observed; 
the  uterus  was  about  the  size  of  a  three-months  pregnancy,  ex- 
ternal OS  patent,  internal  closed;  no  ovum  or  clot  found.  It 
was  therefore  supposed  to  be  a  complete  or  threatened  abortion, 
either  contraindicating  exploration.  Soon  after,  sudden  severe 
hemorrhage  occurred,  and  while  the  patient  was  in  collapse  a 
fragment  of  placenta  was  removed  by  the  curette  and  the  uterus 
plugged.  Rapid  recovery  followed.  The  writer  believes  there 
are  three  general  indications  for  exploration  of  the  pregnant 
uterus  in  the  early  months:  excessive  hemorrhage,  incomplete 
abortion,  missed  abortion  In  the  diagnosis  of  threatened, 
complete,  or  incomplete  abortion  he  relies  upon  the  nature  of 
the  substances  expelled  from  the  uterus,  total  cessation  or  con- 
tinuance of  hemorrhage,  the  shape  of  the  cervix — in  threatened 
abortion,  the  internal  os  being  more  dilated  than  the  external, 
and  in  complete  abortion,  vice  versa.  After  incomplete  cases 
the  internal  os  may,  however,  contract. 

Schwab  ^  advocates  the  use  of  sulphate  of  quinine,  fifteen  grains 
in  two  doses  at  an  interval  of  ten  minutes,  in  cases  of  incom- 
plete abortion  when  simple  placental  retention  has  lasted  six 
hours  or  more,  and  earlier  if  there  is  hemorrhage  or  fever.  In 
seven  cases  in  which  he  employed  this  method  the  uterus  was 
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emptied  after  an  average  time  of  four  and  a  half  hours.  The 
remedy  is  always  safe;  its  action  is  constant.  When  rapid 
evacuation  of  the  uterus  is  indicated  it  may  be  given  before 
curettage,  digital  or  instrumental.  In  treating  incomplete 
abortion,  besides  strict  asepsis  and  disinfection  of  hands  and 
genitals,  uterine  drainage  with  one  per  cent  lysol  gauze  is  con- 
sidered very  important  by  Hahn. "  The  moist  gauze  is  removed 
after  forty- eight  hours. 

Eclampsia. — Bar  and  Guyeisse  ^  find  that  the  liver  presents 
no  pathognomonic  lesions  in  eclampsia,  but  those  of  an  infectious 
state,  degeneration  of  hepatic  cells  with  or  without  hemorrhages, 
occur.  The  kidneys  show  hemorrhagic  foci.  The  liver  and 
kidneys  of  the  fetus  show  the  same  lesions. 

Oui "  advises,  as  prophylactic  treatment,  an  absolute  milk 
diet,  if  albumin  appears  in  the  urine  or  if  the  pregnant  woman 
suffers  from  persistent  headache  or  visionary  disturbances. 
The  bowels  should  be  kept  open.  If  prodromata  of  eclampsia 
occur,  active  purgation,  with  chloral  by  mouth  or  rectum,  and 
absolute  rest  in  bed.  are  indicated.  During  the  attack  the  tongue 
should  be  protected,  chloroform  narcosis  employed,  and  sub- 
sequently chloral  given  in  large  doses.  Venesection  should  be 
confined  to  cases  with  great  congestion.  The  urinary  secretion 
should  be  increased  by  the  ingestion  of  large  amounts  of  milk 
or  the  hypodermatic  injection  of  salt  solution.  If  the  convul- 
sions occur  during  pregnancy  the  latter  should  not  be  inter- 
rupted; and  if  during  labor,  this  should  be  allowed  to  proceed 
normally,  with  termination  by  forceps  or  version  if  necessarj'. 
In  case  of  the  death  of  the  mother,  post-mortem  Cesarean 
section  or  delivery  by  the  natural  routes  should  be  done,  if 
the  child  is  living.  No  toxic  antiseptics  should  be  employed 
in  eclamptic  cases,  and  sepsis  should  be  avoided  with  unusual 
care. 

C.  H.  Johnston  "  reports  eight  cases  of  eclampsia  with  three 
maternal  and  three  fetal  deaths,  one  a  craniotomy.  He  says 
that  if  the  pulse  is  but  70  or  80  and  the  patient  conscious  be- 
tween the  convulsions,  the  case  may  often  be  conducted  to  a 
favorable  termination  with  the  aid  of  chloroform,  morphia,  chlo- 
ral, etc.,  but  that  with  a  pulse  of  100  the  woman  should  be 
immediately  delivered,  disregarding  the  child  if  necessar}". 
The  method  used  may  be  Barnes'  bags,  the  colpeurynter^ 
manual  dilatation  of  the  cervix,  multiple  incisions,  forceps, 
version,  perforation,  and  Cesarean  section,  according  to  circum> 
stances,  but  symphyseotomy  is  condemned.  Further  treatment 
includes  chloroform,  morphine,  or  chloral  for  convulsions, 
diaphoretics,  cathartics,  and  extreme  asepticism.  This  demands 
thorough  disinfection  of  external  genitals  and  of  the  hands  of 
the  operator  before  examinations,  and  no  vaginal  douches  of 
any  kind  should  be  used. 

Vomiting  of  Pregnancy. — E.  Doumer''  reports  a  success 
in  the  treatment  of  vomiting  of  pregnancy  by  Apostoli's  method 
of  galvanism  with  the  negative  electrode  over  the  epigastrium, 
the  positive  over  the  pneumogastric  nerves  in  the  neck. 
17 
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Etiology  of  Endometritis  of  Pregnancy. — Observation  of 
a  new  case  confirms  the  views  of  Veit  that  endometritis  of 
pregnancy  presumes  a  pre-existing  chronic  endometritis.  The 
case  aborted  in  the  fourth  month;  two  months  later  a  curette - 
ment  was  performed.  Microscopical  examination  of  the  de- 
cidua  vera  and  serotina  showed  numerous  inflammatory  foci 
containing  a  large  number  of  very  small  diplococci.  In  the 
curetted  material,  which  had  all  the  characteristics  of  a  chronic 
endometritis,  no  cocci  were  found.  Emanuel  "  believes  the  cocci 
to  be  the  origin  of  the  decidual  inflammation  which  caused  the 
abortion.  A  reason  why  the  cocci  should  disappear  sponta- 
neously two  months  later  could  not  be  adduced;  others  have, 
however,  made  the  same  observation. 

Pulmonary  Infarction  complicating  Labor. — Two  weeks 
before  the  birth  of  her  seventh  child  a  patient  of  J.  H.  Barry" 
suffered  a  rupture  of  the  right  saphenous  vein.  Just  after 
rupture  of  the  membranes  pulmonary  infarction  occurred,  but 
under  vigorous  stimulation  and  venesection  the  woman  gave 
birth  to  a  living  child  and  recovered  in  a  few  hours. 

Puerperal  infection. — Bayer'"  employed  the  antistrepto- 
coccic serum,  and  the  only  result  obtained  was  a  temporary  fall 
of  temperature,  accompanied  by  profuse  perspiration  and  marked 
cardiac  depression.  The  temperature  rapidly  assumed  its 
former  height  and  the  cases  all  ended  fatally. 

In  studying  7  cases  of  infection  after  labor  or  abortion,  C. 
W.  Du  Bouchet '"  found  only  the  gonococcus  in  one,  the  bacillus 
coli  communis  alone  in  another.  In  all  the  others  mixed  infec- 
tion was  discovered.  This  may  explain  the  failure  of  anti- 
streptococcus  serum  in  certain  cases  of  puerperal  sepsis  in  which 
the  streptococcus  is  known  to  be  present. 

H.  M.  Joy  '''  gives  the  history  of  a  case  of  puerperal  infection 
which  recovered  after  a  preliminary  intrauterine  douche  and 
daily  vaginal  douches  for  six  days,  with  the  use  of  nuclein  by 
mouth. 

C.  Maygrier'  gives  the  following  figures  obtained  at  the 
Lariboisiere  Hospital,  to  show  the  necessity  for  isolation  of 
cases  of  puerperal  infection.  The  special  ward  of  the  hospital, 
for  this  purpose,  contains  6  beds  and  received  in  13  months 
86  patients,  58  from  the  city,  28  delivered  in  his  service.  Of 
the  86,  11  died  from  sei)si8,  a  mortality  from  that  cause  of 
12.70  per  cent,  while  among  those  treated  in  the  general  wards 
of  the  hospital  it  reached  27.5  per  cent. 

Symphyseotomy. — A  symphyseotomy  performed  after  fail- 
ure of  forceps  in  a  pelvis  with  a  conjugate  of  9  centimetres  is 
reported  by  Pruvost."  The  child  was  saved  and  firm  union  of 
the  symphysis  resulted.  The  next  pregnancy,  her  third,  ter- 
minated spontaneously  at  eight  and  a  half  months  by  the  birth 
of  small  twins. 

Walcher  Position.— The  indications  for  the  Walcher  posi- 
tion, as  given  by  A.  F.  Currier,"  include  (1)  cases  of  protracted 
labor  in  which  the  pelvic  dimensions  are  normal  or  the  antero- 
posterior diameter  somewhat  shortened,  the  head  being  above 
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the  brim;  (2)  cases  in  which  version,  either  cephalic  or  podalic, 
has  been  performed,  or  footling  or  breech  cases.  The  fiat 
pelvis,  the  generally  contracted  pelvis,  transverse  positions, 
occipito- posterior  positions,  are  in  this  category.  Forceps  may 
be  required  in  any  of  the  above.  (3)  Cases  in  which  some 
operative  procedure  has  been  unsuccessful.  Application  of 
forceps  may  be  facilitated  by  using  the  Trendelenburg  position, 
which  maintains  the  condition  of  extension. 

Cesarean  Section. — Fritsch "'  reports  a  successful  case  in 
which  the  uterus  was  opened  by  a  transverse  incision  in  the 
fundus.  The  author  claims  for  this  method  many  advantages 
over  the  usual  longitudinal  incision. 

A  successful  Cesarean  section,  after  failure  of  craniotomy 
at  term,  in  a  woman  with  a  conjugate  of  2-|  inches  and  a  trans- 
verse diameter  of  3  inches,  is  recorded  by  J.  W.  Cousins." 

W.  H.  Wenning "  records  a  Cesarean  section  by  which  the 
child  was  saved,  but  the  mother  died  on  the  fourth  day  from 
shock,  and  sepsis  caused  by  needless  examinations  by  a  mid- 
wife. The  patient  was  very  feeble,  a  hand  and  foot  present- 
ing when  the  operation  was  performed,  as  she  declined  it  until 
the  condition  was  desperate. 

Two  Cesarean  sections  and  one  Porro  operation  for  a  large 
intraligamentous  fibroid  are  reported  by  Adenot.'  In  each 
the  child  was  saved  and  the  mother  recovered. 

Another  Cesarean  section,  successful  for  mother  and  child, 
is  reported  by  W.  R.  Wilson."  The  woman  was  14  years  old 
and  had  an  undeveloped  pelvis.  The  operation  was  performed 
at  term. 

Post-partum  Inversion  of  the  Uterus. — A  oase  of  this 
complication  of  labor,  so  rare  that  but  one  instance  was  noted 
in  the  Dublin  Rotunda  Hospital  in  190,000  births,  and  none  at 
the  St.  Petersburg  Lying-in  Institution  in  200,000  deliveries,  is 
reported  by  G.  T.  Harrison."  The  patient,  age  33,  was  in 
labor  with  her  third  child.  As  the  pelvis  was  narrow  and  the 
OS  dilated,  podalic  version  was  performed  because  the  head 
was  delayed  at  the  brim.  The  Crede  method  was  employed 
at  intervals  for  three-quarters  of  an  hour,  but  the  uterus  failed 
to  conti-act.  After  a  sudden  bearing- down  effort  by  the 
woman  the  uterus  became  completely  inverted,  and  the  pla- 
centa was  found  firmly  attached  to  the  entire  fundus.  It  was 
peeled  off  and  the  uterus  reinverted  and  replaced.  Ergot  was 
administered  hypodermatically  and  good  contraction  was  se- 
cured, recovery  being  uneventful. 

Another  case  of  this  accident  is  put  on  record  by  D.  W. 
Lynch."  The  woman,  a  primipara,  was  found  with  os  dilated, 
membranes  intact,  L.  O.  A.,  strong  pains.  Chloroform  was 
given  and  continued  until  the  child  was  born.  Membranes 
were  ruptured  as  soon  as  they  pressed  on  the  perineum.  After 
delivery  the  uterus  remained  well  contracted,  and  in  fifteen 
minutes  the  placenta  was  removed  entire  by  expression  and 
slight  traction  on  the  cord.  For  fifteen  minutes  the  uterus 
continued  in  firm  contraction.     She  was  then  left  in  order  to 
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dress  the  cord,  and  an  instant  later  wa^  found  with  the  uterus 
completely  inverted.  It  was  promptly  reinverted,  a  hot 
creolin  douche  was  given,  and  the  patient  soon  recovered  from 
the  shock.     Puerperium  normal. 

A  third  case  occurred  in  the  practice  of  F.  D.  Marshall," 
who  found  the  uterus  inverted  and  the  placenta  partially 
attached  half  an  hour  after  the  child  was  born.  The  cord 
measured  between  twelve  and  fifteen  inches,  and  he  believes- 
the  inversion  was  caused  b}'  tension  upon  it.  The  writer  re- 
placed the  uterus,  but  the  patient  died  in  about  an  hour. 

Rupture  of  the  Uterus. — Heydrich  "  reports  a  case  occur-^ 
ring  in  a  VIpara,  36  years  old,  whose  abdomen  was  extremely 
pendulous.  The  head  was  in  the  pelvic  outlet  and  a  low  for- 
ceps operation  easily  accomplished  the  delivery  of  the  child. 
Several  attempts  to  express  the  placenta  not  being  successful, 
the  hand  was  introduced  and  a  rupture  of  the  posterior  uterine 
wall  was  then  discovered.  The  placenta  had  escaped  into  the 
abdominal  cavity  and  was  removed  with  difficulty.  There 
being  no  hemorrhage,  the  woman  was  left  alone;  she  died  in 
twenty-four  hours  from  peritonitis. 

An  abstract'"  of  a  case  reported  by  M.  P.  Larinsky  in  Wratch, 
No.  4,  1897,  gives  the  following  history  :  Patient  36  years  old, 
8  deliveries  at  term,  first  5  were  stillbirths,  sixth  ended  by 
basiotripsy,  seventh  b}^  forceps.  She  was  seen  two  days  after 
the  onset  of  labor,  which  had  ceased  abruptly  three  hours  be- 
fore. The  fetus  was  removed  with  forceps  from  the  abdominal 
cavity,  the  placenta  was  expelled  after  pressure  on  the  fundus, 
and  an  oblique  rupture  of  the  lower  third  of  the  uterus  was 
found,  also  a  movable  ovarian  cyst  of  the  right  ovary.  The 
edges  of  the  laceration  were  adjusted,  the  uterus  packed  with 
iodoform  gauze,  and  recovery  followed.  A  month  later  the 
right  side  of  the  abdomen  was  drained  to  allow  the  escape  of  a 
large  collection  of  pus,  presumably  arising  from  torsion  of  the 
pedicle  of  the  ovarian  cyst. 

Post-partum  Pneumococcus  Meningitis. — Crouzat '  has 
observed  a  sudden  death,  within  twenty-four  hours  after  deliv- 
ery, of  a  woman  previously  in  good  health.  Lesions  of  a  men- 
ingitis were  found  and  pure  cultures  of  the  pneumococcus 
were  obtained.     Etiolog}-  unknown. 

Cerebral  Uremia  after  Delivery. — A  patient  of  E.  J. 
Kempf  "  had  had  eclampsia  in  her  first  three  confinements.  In 
her  seventh  an  eclamptic  seizure  occurred  at  the  end  of  the 
first  stage,  but  the  child  was  safel}^  delivered  and  the  woman 
recovered.  A  few  daj^s  later  cerebral  uremia  supervened,  the 
patient  remaining  in  a  cataleptoid  state  for  nearly  three  weeks 
and  then  regaining  health. 

Ergot  in  Obstetrics. — As  the  result  of  an  experience  of  150 
cases  of  labor  in  which  ergot  was  used,  T.  More  Madden  '^'  con- 
siders that  to  employ  it  safely  (1)  the  presentation  should  be 
natural  or  cranial,  except  in  some  instances  of  breech  presen- 
tation in  which  it  may  possibly  be  necessary  to  deal  at  once 
with  uterine  inertia;  {2}  there  should  be  no  marked  disproportion 
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between  the  fetus  and  mother,  or  any  other  physical  impediment 
in  the  genital  tract  to  delivery;  (3)  the  os  uteri,  if  not  previ- 
ously fully  dilated,  should  be  so  dilatable  as  to  allow  of  speedy 
extraction  by  the  forceps  when  necessary;  and  (4)  the  prepara- 
tion selected,  the  dose,  and  the  method  in  which  it  is  employed 
should  be  well  calculated  to  produce  the  required  effect. 

Subject  to  the  foregoing  conclusions,  ergot  may  with  utility 
be  employed  when  actually  indicated  and  judiciously  adminis- 
tered either  before,  during,  or  after  the  second  stage  of  labor. 
That  is  to  say,  it  may  be  given  before  the  full  dilatation  of  a 
dilatable  os  :  (1)  in  some  instances  of  long  delay  from  uterine 
inertia  in  which  there  is  imminent  danger  to  mother  or  child  ; 
or  (2)  risk  of  subsequent  flooding  from  further  protraction  of 
the  case.  During  the  second  stage  it  may  be  employed  (3)  in 
labor  rendered  abnormally  tedious  by  deficiency  of  uterine 
action  or  otherwise  complicated,  and  in  which  the  presentation 
is  natural  and  no  other  impediments  to  delivery  exist;  or  (4)  for 
the  prophylaxis  of  apparently  impending  flooding.  During  the 
third  stage  ergot  may  be  resorted  to  (5)  for  the  expulsion  of  the 
placenta  when  retained  by  inertia;  or  (6)  for  the  arrest  of  loss 
of  blood.  After  delivery  this  ecbolic  may  be  employed  either 
immediately  (7)  to  check  or  prevent  hemorrhage,  or,  subse- 
quently, (8)  to  produce  tonic  or  permanent  contraction,  and,  by 
sealing  up  the  uterine  vessels,  thus  lessen  the  liability  to  bac- 
teriological invasion  or  sepsis;  or  else  at  the  same  time  it  may 
be  exhibited  (9)  for  the  purpose  of  expelling  clots  from  the 
womb  and  so  arresting  afterpains.  Lastly,  (10)  in  the  major- 
ity of  multiparous  patients  ergot  may  be  administered  during 
the  puerperal  period  with  the  object  of  stimulating  the  muscu- 
lar tonicity  of  the  uterus,  accelerating  the  process  by  which  its 
return  to  a  normal  condition  after  parturition  is  effected,  and 
thus  obviating  the  future  possibility  of  chronic  subinvolution. 
The  writer  advises  the  administration  of  the  fluid  extract  of 
ergot  in  doses  of  2  or  3  drachms  by  mouth,  and  1  or  2  drachms 
by  deep  hypodermatic  injection  into  the  gluteal  region  at  the 
same  time. 

Complete  Transposition  of  the  Viscera. — Badon  "'  found 
the  heart,  stomach,  and  spleen  on  the  right,  liver  and  cecum 
on  the  left  side.  The  fundus  of  the  pregnant  uterus  was  in 
the  left  side  of  the  abdomen,  and  its  anterior  surface  was 
turned  toward  the  left,  while  dextroversion  is  usually  observed. 
Labor  and  puerperium  were  normal. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Abdominal  Surgery.— J.  Price''  believes  that  so-called 
shock  after  operation  is,  in  a  majority  of  cases,  the  result  of 
hemorrhage.  He  says  that  the  most  unsurgical  of  all  practices 
is  to  rely  upon  the  ability  of  the  peritoneum  and  general  system 
to  eliminate  infectious  material  without  the  use  of  drainage. 
Asepsis  has  been  overlooked  in  urging  the  importance  of  anti- 
sepsis. 
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Celiotomy. — L.  C.  Prevost"  reports  a  recovery  after  three 
laparatomies  in  sixteen  daj'S.  The  first  operation  was  for  the 
removal  of  an  ovarian  cyst  which  ruptured  during  examination 
under  ether.  Peritonitis  followed,  and  the  abdomen  was  re- 
opened for  irrigation.  The  third  operation  was  done  for  ob- 
struction of  the  intestine,  which  was  adherent  to  the  pedicle  of 
the  ovarian  cyst  and  to  tissue  in  the  pelvis  denuded  in  the  first 
celiotomy. 

Indications  and  Limitations  of  Celiotomy. — H.  C.  Dal- 
ton  ^^  treats  of  this  subject  in  relation  to  intestinal  obstruction, 
and  advocates  examination  under  anesthesia  in  doubtful  cases, 
and  exploratory  section  if  necessary.  He  mentions  the  neces- 
sity for  careful  diagnosis,  as  obstruction  may  be  simulated  by 
renal,  hepatic,  or  lead  colic,  arsenical  and  other  poisoning, 
peritonitis,  tainted  food,  etc. ;  also  that  one  of  these  may  co- 
exist with  obstruction.  Intussusception  is  the  most  common 
cause,  and  in  this  an  operation  may  be  avoided  by  insufflation 
of  air  or  gas,  or  by  enemata.  If  obstruction  is  caused  by  for- 
eign bodies  a  gentle  aperient  may  suffice.  Nearly  all  cases  of 
obstruction  require  operation — reduction  of  an  intussuscep- 
tion, resection,  ileo  ileostomy,  etc.  In  grave  cases  an  ileostomy 
should  be  done  as  a  temporary  measure  and  the  condition  re- 
lieved subsequently. 

E.  Borck '°  discusses  the  subject  in  connection  with  intestinal 
and  pancreatic  neoplasms.  He  insists  on  a  correct  diagnosis 
of  the  nature  of  the  growth,  and  believes  operation  indicated  if 
it  will  give  relief  and  if  the  patient's  condition  is  favorable. 
Correct  diagnosis  of  neoplasms  of  the  pancreas  is  seldom  made 
without  an  explorator}'  incision.  The  only  pathological  condi- 
tion for  successful  surgical  interference  at  present  are  cysts  of 
the  pancreas.  Partial  excision  of  the  pancreas  has  been  and 
can  be  done.  Any  neoplasm  of  this  organ  may  be  removed, 
provided  the  continuity  and  function  of  the  main  pancreatic 
duct  can  be  preserved. 

J.  W.  Smith "  believes  that  all  extrauterine  gestations 
sooner  or  later  call  for  celiotomy,  and  that  generally  a  favor- 
able period  for  operation  may  be  selected  antedating  first,  if 
possible,  tubal  rupture  ;  if  not,  before  fatal  hemorrhage,  sepsis, 
or  other  conditions  follow  rupture. 

A.  H.  Meisenbach^'  considers  the  indications  and  limitations- 
of  celiotomy  in  disease  of  the  appendix.  He  says  that  simple 
catarrhal  appendicitis  should  receive  the  proper  medical  treat- 
ment in  the  beginning  of  the  disease.  A  case  that  is  not 
materially  benefited  by  this  during  the  first  thirty  six  to  forty- 
eight  hours  should  be  looked  on  with  suspicion — perforative 
abscess  formation  or  gangrene  will  result,  and  operation  should 
be  considered,  taking  into  consideration  the  condition  of  the 
patient  and  all  available  data.  Every  case  of  appendicitis 
whose  onset  is  marked  by  severe  symptoms  should  be  ope- 
rated on  as  soon  as  possible,  as  these  indicate  that  it  is  likely 
to  be  either  a  case  of  appendicitis  perforativa  suppurativa  or  of 
appendicitis  gangrenosa.     In  cases   of  recurrent  appendicitis 
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the  appendix  should  be  removed  in  the  interval  between  at- 
tacks. In  the  recurrent  form  it  may  be  necessary  to  operate 
during  an  attack,  this  being  determined  by  the  character  of  the 
attack. 

F.  J.  Lutz  ^'  summarizes  his  views  in  regard  to  hernia  by 
saying  that  taxis,  without  an  anesthetic,  should  be  employed 
while  the  hernial  impulse  is  present  and  before  vomiting  has 
occurred;  when  the  true  hernial  impulse  is  absent,  when  there 
is  vomiting,  and  when  putrefactive  crackling  is  felt  in  the  sac, 
taxis  is  dangerous.  Free  opening  of  the  hernial  sac  and,  de- 
pendent upon  the  conditions  found,  of  the  peritoneal  sac  proper, 
furnishes  the  best  means  for  relieving  the  local  conditions  and 
for  preventing  or  relieving  those  general  disturbances  which 
follow  strangulated  hernia. 

H.  H.  Mudd,''  dealing  with  affections  of  the  liver,  aside  from 
traumatic  cases,  says  that  multiple  C5^sts  cannot  often  be  re- 
moved surgically.  Adenomata  and  dermoids  are  very  rare. 
Carcinoma  is  usually  secondary  to  a  primary  deposit  outside  of 
the  liver,  while  sarcomata  are  rare  and  not  often  favorably 
situated  for  operative  interference.  If  the  diagnosis  of  an  ab- 
scess is  once  made  there  is  no  justification  in  waiting  for  adhe- 
sions to  form,  as  these  can  be  promptly  obtained  by  incision 
and  gauze  packing,  or  by  stitching  the  liver  to  the  parietal  peri- 
toneum, and  the  abscess  can  be  opened  at  the  same  time  if 
proper  precautions  and  safeguards  are  taken.  Cholecystotomy 
accompanying  or  following  celiotomy,  with  drainage  of  the  gall 
bladder,  is  the  operation  most  frequently  demanded  for  gall 
stones.  The  indications  for  an  operation  on  the  gall  bladder 
are  often  easily  determined  by  the  history  of  pain,  possible 
jaundice,  and  distension  of  the  gall  bladder;  also  when  a  dis- 
tended gall  bladder  is  suddenly  relieved  after  an  attack  of  bili- 
ary colic,  and  tenderness  persists  about  the  gall  bladder. 
In  doubtful  cases  the  indications  for  operative  interference  are 
prolonged  pain,  with  or  without  paroxysmal  exacerbations, 
cholemia  fluctuating  in  its  severity,  and  the  absence  of  organic 
disease.  Prolonged,  uniform  cholemia  is  rather  a  contraindica- 
tion, though  it  is  often  present  when  a  calculus  is  impacted  in 
the  hepatic  or  common  duct,  as  it  suggests  obstruction  from 
cancer  or  external  pressure.  A  nodular  liver,  or  one  dimin- 
ished in  size,  are  contraindications. 

A.  F.  Bock,"  in  discussing  celiotomy  for  non-traumatic  per- 
foration of  the  intestines,  states  that  it  is  indicated  in  perforat- 
ing typhoid  ulcer  by  sudden,  acute,  and  continued  abdominal 
pain,  with  nausea,  followed  by  shock,  collapse,  and  general 
septic  peritonitis.  Perforating  stercoral  ulcer  is  rare,  and  gene- 
rally preceded  by  subperitoneal  cellulitis  causing  an  abscess 
and  demanding  incision  and  drainage.  Perforating  duodenal 
ulcers  and  tuberculous  ulcers  of  the  small  intestine  are  rare, 
and  the  indications  for  celiotomy  are  practically  the  same  as  in 
typhoid  ulcers. 

F.  D.  Mooney"  says  that  acute  disease  of  the  Fallopian  tubes 
rarely  requires  operation.     Removal  of  the  tubes  should  be 
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advised  when  catarrhal  salpingitis  with  open  infundibula  recurs 
after  persistent  treatment,  when  the  tubes  are  occluded  or 
greatly  distended,  and  in  tubercular  salpingitis.  When  resec- 
tion or  drainage  will  save  the  tube  these  should  be  employed. 

Celiotomy  in  relation  to  pregnancy  and  labor  is  discussed  by 
B.  M.  Hypes, ^^  who  states  that  the  indications  are  absolute 
when  the  fetus  can  be  delivered  by  no  other  method.  Cesarean 
section  is  indicated  when  the  conjugate  diameter  is  less  than 
two  and  three-quarter  inches  if  the  fetus  is  living,  and  less  than 
two  and  a  half  inches  with  a  dead  child.  The  consent  of  the 
woman  or  her  representative,  and  the  acquiescence  of  one  or 
more  consultants,  should  be  obtained.  Post-mortem  Cesarean 
section  seems  justifiable  if  performed  \%athin  fifteen  or  thirty 
minutes  after  death. 

Intestinal  Paralysis  following  Laparatomy. — Engstrom  " 
observed  four  cases  of  intestinal  paralysis,  all  ending  fatally, 
following  abdominal  operations;  peritonitis  was  absent.  These 
cases  sustained  his  view  that  intestinal  paralysis  occurs  with- 
out preceding  infection,  but,  like  other  authors,  he  can  give  no 
valid  explanation  for  its  occurrence.  He  recommends  as  thera- 
peutic measures — which,  however,  are  unsatisfactory — systema- 
tic feeding,  if  necessar}^  per  rectum,  and  stimulation. 

Abdominal  Palpation. — Schuster  "  has  drawn  attention  to 
the  ease  with  which  the  abdominal  organs  can  be  palpated 
while  placing  the  patient  in  a  warm  bath.  The  tension  of  the 
abdominal  muscles  disappears,  all  the  orgaDS  are  plainly  dis- 
cernible, and  the  examination  is  free  from  pain  or  discomfort. 

Intra-abdominal  Compression  of  the  Aorta  or  its  Branches 
in  Abdominal  Operations. — In  a  case  of  double  ovarian  cyst 
with  numerous  adhesions,  compression  of  the  abdominal  aorta 
was  practised  for  three-quarters  of  an  hour,  with  the  result  that 
the  existing  bleeding  completely  ceased  and  the  tumors  could 
be  extirpated  with  only  a  slight  loss  of  blood.  When  the  com- 
pression was  removed  the  pulse  became  feeble  and  rapid,  but 
an  injection  of  camphor  and  intravenous  infusion  of  salt  solu- 
tion improved  the  woman's  condition. 

Lennander  "  examined  the  anatomical  conditions  of  various 
large  abdominal  vessels,  and  believes  that  they  can  be  effec- 
tively compressed. 

Tumors  of  the  Liver. — Tumors  of  the  liver  may  possess 
pedicles  similar  to  those  of  ovarian  neoplasms.  Miiller'^  de- 
scribes such  a  tumor,  which  he  removed  from  a  puerpera,  and 
which  proved  to  be  a  primary  angio-sarcoma.  The  patient 
died  nine  months  later  from  internal  metastases.  In  a  second 
case  there  was  a  tumor  which  had  existed  about  six  years,  ex- 
tending from  the  liver  into  the  pelvis.  This  tumor,  which 
could  be  removed  onl}'  in  part,  was  a  cyst-adenoma.  New 
growths  of  similar  structure  were  found  in  the  kidney.  The 
patient  died  eleven  days  later  of  pulmonarj^  embolism. 

Alcohol  as  a  Disinfectant.— Epstein"  states  that:  1.  Ab- 
solute alcohol  has  no  disinfecting  power,  but  acquires  such 
when  diluted.     2.  Fifty  per  cent  alcohol  has  the  most  intense 
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disinfecting  power,  which  decreases  with  higher  degrees  of 
dilution  or  concentration.  3.  Antiseptics  possessing  germi- 
cidal properties,  when  dissolved  in  watery  media,  lose  their 
power,  to  a  certain  extent,  when  dissolved  in  alcohol.  Bi- 
chloride, carbolic  acid,  thymol,  and  lysol,  however,  are  most 
active  when  dissolved  in  fifty  per  cent  alcohol. 

Treatment  of  Syphilis,  and  Balneotherapy. — Neisser " 
declares  that  mercur}"  is  the  only  drug  which  acts  upon  the 
syphilitic  virus  and  exerts  any  influence  upon  the  disease. 
The  iodides  are  curative  factors  in  the  tertiary  state.  There 
are  no  directly  specific  baths,  and  even  those  containing  iodides 
cannot  replace  administration  of  these  drugs  internally.  When 
inunctions  are  employed  the  bath  removes  a  portion  of  the 
mercury,  so  that  in  such  cases  larger  quantities  of  this  drug 
are  required.  The  good  effects  resulting  from  a  sojourn  at 
so-called  specific  baths  are  mainly  due  to  the  thorough  way  in 
which  the  mercurial  treatment  is  administered.  The  theory 
which  finds  in  sulphur  baths  a  test  as  to  the  degree  of  recovery 
is  absolutely  fallacious. 

Shock  during  Abdominal  Operations. — A,  L.  Smith  "  de- 
fines shock  as  a  powerful  irritation  of  the  sympathetic,  causing 
anemia  of  the  brain  and  heart  and  lowering  of  temperature. 
The  same  results  may  follow  loss  of  blood  during  an  operation, 
or  hemorrhage  into  the  abdominal  veins  from  the  sudden 
removal  of  large  tumors  or  quantities  of  ascitic  fluid.  Shock  is 
often  due  to  prolonged  anesthesia  in  a  badl}^  ventilated  room 
or  to  prolonged  exposure  in  wet  clothing;  the  patient  should  be 
kept  warm  and  dry,  and  the  operation  made  as  brief  as  possi- 
ble. Anemia  of  the  brain  can  be  prevented  by  operating  in  the 
Trendelenburg  posture;  anemia  of  the  heart  by  having  the 
arteries  well  filled  before  the  operation,  and  b}^  filling  the  abdo- 
men with  normal  salt  solution  during  the  oj^eration,  or  by 
rectal  enemas  of  salt  solution  after  operation.  Strychnine  in 
doses  of  one-twentieth  of  a  grain  for  three  days  before  and 
three  days  after  operation  diminishes  danger  of  shock  by  keep- 
ing the  intestines  contracted  and  thus  saving  them  from  being 
handled,  and  by  stimulating  even  a  badly  fed  heart. 

Respiratory  Failure  in  Anesthesia. — R.  H.  M.  Dawbarn '' 
summarizes  the  methods  to  be  employed  in  threatened  death 
from  respiratory  failure  during  anesthesia:  1.  Laborde's  rhyth- 
mic traction  upon  the  tongue,  quite  vigorously,  about  as  fre- 
quently as  normal  respiration.  2.  Wylie's  plan,  which  is  seiz- 
ing a  handful  of  the  belly  wall,  about  the  region  of  the  navel, 
and  lifting  it  sharply  forward  away  from  the  spinal  column. 
At  once  the  patient  gasps  from  reflex  stimulation.  This  is 
repeated  again  and  again  until  normal  respiration  is  estab- 
lished. 3.  Stretching  the  sphincter  ani  vigorously  with  the 
thumbs,  doubtless  acting  reflexly.  4.  Ice  slipped  into  the  rec- 
tum, acting  reflexly.  5.  Various  methods  of  artificial  respi- 
ration, such  as  Sylvester's,  Hall's,  and  others.  Koenig's  plan 
is  intermittent  pressure  upon  the  chest,  one  of  the  thumbs 
being  placed  in  a  space  over  the  heart  (differing  simply  in  this 
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latter  respect  from  Von  Nussbaum's  method)  between  the  apex 
beat  and  the  sternum.  Maas'  modification  of  Koenig's  is  one 
"whereby  the  pressure  is  made  very  rapidly — 120  times  a  minute 
— instead  of  at  the  ordinary  rate  of  the  respiratory  act.  These 
methods  would  seem  to  act  mainly  by  frequent  expulsion  of 
narcotized  air  and  admission  of  fresh;  though  Koenig  and 
Maas  claim  for  the  thumb  in  one  of  the  precordial  spaces  a 
mechanical  stimulant  or  irritant  effect  upon  the  heart  as  well. 
6.  The  bellows  method,  a  special  contrivance  for  removing 
narcotized  air  and  replacing  it  at  each  stroke  by  an  equal  bulk 
of  pure  atmospheric  air.  7.  Inhalation  of  oxygen  from  a  can- 
ister while  efforts  at  respiration  are  being  artificially  main- 
tained. 

Abdominal  Hydatids. — Several  cases  of  abdominal  hyda- 
tids are  described  by  R.  A.  Stirling."  In  one  the  cyst  formed 
part  of  the  sac  of  a  strangulated  umbilical  hernia. 

Inoperable  Carcinoma. — In  a  discussion  by  the  British 
Gynecological  Society "  of  inoperable  carcinoma,  Beat  son  stated 
that  since  the  publication  of  his  article  upon  this  subject  (see 
abstract  in  Amer.  Jour.  Obst.,  Sept.,  1896)  he  had  used  his 
treatment  of  removal  of  the  ovaries  and  administration  of 
thyroid  extract  in  other  cases.  In  the  cases  first  reported  the 
cancer  had  lost  its  vascularit}^,  become  fatty,  and  then  disap- 
peared; in  5  new  cases  of  carcinoma  of  the  breast  improvement 
had  occurred  temporarily,  then  death  from  recurrence  or  meta- 
stasis. In  cases  of  uterine  cancer  there  was  less  hemorrhage 
and  destruction  of  tissue  afterward,  but  1  died  of  surgical 
kidney,  1  of  involvement  of  the  ureters,  and  2  others,  though 
alive,  were  little  better.  He  favors  early  and  wide  removal  of 
cancer.  If  recurrence  then  takes  place,  removal  of  the  tubes 
and  ovaries  may  be  tried  if  the  woman  is  young;  if  near  the 
menopause  he  should  try  thyroid  treatment  and  remove  the  ova- 
ries, but  if  secondary  deposits  had  occurred  he  thought  further 
treatment  useless.  Stanley  Boyd  reports  improvement  after 
removal  of  the  ovaries  in  2  cases  of  the  breast.  In  a  case  of 
cancer  of  the  uterus,  vagina,  and  perineum  the  general  con- 
dition was  much  improved  but  the  local  condition  became 
worse.  Marmaduke  Shield  had  employed  Coley's  fluid,  the 
toxins  of  streptococci  and  bacillus  prodigiosus,  in  2  cases  of 
carcinoma  of  the  breast,  in  which  a  few  injections  made  the 
patients  so  ill  that  they  refused  further  treatment.  In  a  case 
of  sarcoma  of  the  thigh  the  growth  increased  and  broke  down, 
and  metastasis  occurred.  In  another  sarcoma  the  nodules  dis- 
appeared, but  apparently  from  necrosis.  The  patient  died  of 
pyemia,  probably  from  the  necrosis. 

Cancer  of  the  Breast. — Bennett  May'""'"  advocates  thor- 
ough and  early  operation  for  cancer  of  the  breast.  Among  in- 
operable cases  he  classes:  (1)  large  medullary  cancers;  (2)  scat- 
tered tubercles  in  the  skin  and  edema;  (3)  internal  metastasis 
of  all  kinds;  (4)  edema  and  solid  enlargement  of  the  upper  limb, 
which  he  regards  as  an  emphatic  contraindication.  Among 
debatable  cases  he  includes:  (1)  enlargement  of  supraclavicular 
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glands,  which  should  be  removed  in  cases  of  small  and  mov- 
able tumors  or  when  the  highest  axillary  gland  is  found  infected; 
(2)  cancer  of  both  breasts,  which  is  regarded  as  a  general  in- 
fection due  to  free  anastomosis  rather  than  as  an  independent 
growth. 

Retrodisplacements  of  the  Uterus.— Falk'"  recommends 
besides  massage  the  application  of  electricity  in  mobile  retro- 
flexion, with  a  view  to  strengthening  the  utero-sacral  ligaments. 
He  uses  the  faradic  current.  One  electrode  is  placed  upon  the 
sacrum,  the  other  alternately  in  the  posterior  fornix  and  rec- 
tum.    A  pessary  is  worn  between  the  sittings. 

Uterine  Fibroids. — From  the  facts  of  the  great  frequency 
of  these  growths  at  a  comparatively  early  age  (35  years);  that 
one  fourth  of  the  women  have  some  symptoms  before  they  are 
30;  that  the  frequency  of  the  growths  increases  with  the  mar- 
ried state  (75  per  cent);  that  they  may  be  a  cause  of  sterility; 
that  an  examination  is  perfectly  allowable  when  there  are 
irregularities  of  menstruation  in  married  women;  that  about 
65  per  cent  are  intramural,  with  tubes  affected  sooner  or  later 
(estimated  in  one-half  the  cases),  and  that  in  many  cases  the 
growth  toward  the  place  where  the  functional  activity  is  the 
greatest  (that  is,  the  uterine  cavity)  is  apt  to  be  single,  while 
the  multiple  fibroids  are  crowded  out  toward  the  peritoneum; 
that  degeneration  is  so  common;  that  10  per  cent  of  all  cases 
die  from  hemorrhage  or  uremia,  and  that  the  danger  of  hemor- 
rhage increases  with  the  size  of  the  tumor — from  all  these  facts 
E.  L.  Twombly  "  concludes  that  an  early  operation  should  be 
recommended  in  this  class  of  cases,  irrespective  of  severe  symp- 
toms. Myomectomy  is  particularly  advised  because  it  causes 
very  little  mutilation,  there  is  slight  danger  from  sepsis  and 
very  little  shock,  it  is  not  excessively  difficult  to  perform,  has 
scarcely  any  mortality,  and  convalescence  is  rapid. 

Five  cases  of  large  uterine  fibroids,  successfully  operated 
upon  by  the  abdominal  route  with  extraperitoneal  treatment  of 
the  pedicle,  are  reported  by  Maynard^-  in  support  of  this  ope- 
ration. He  favors  it  for  its  results,  its  brevity,  and  as  being 
extremely  safe.  Dervaux"  records  an  abdominal  hysterec- 
tomy for  uterine  fibroid,  followed  by  death  from  uremia.  The 
kidneys  showed  a  pronounced  chronic  nephritis. 

Removal  of  a  fibromyomatous  uterus  by  the  combined 
method  is  reported  by  F.  A.  Purcell."  Death  occurred  on  the 
nineteenth  day  from  pulmonary  embolism  following  throm- 
bosis of  the  left  common  femoral  and  iliac  veins. 

W.  Duncan"  reports  18  supravaginal  hysterectomies  for 
uterine  fibroids,  with  1  death  from  pulmonary  embolism  on  the 
eighteenth  day.  He  enthusiastically  favors  this  operation,  of 
which  he  describes  the  technique. 

Anatomy  and  Physiology  of  the  Uterine  Vessels.— Keif- 
fer"  concludes  that  the  nearer  one  approaches  the  highest 
mammalia  the  more  dependent  does  the  uterus  become  upon 
vasomotor  reactions.  The  blood  vessels  may  possess  walls  and 
run  in  loose  connective  tissue,  or  possess  walls  intimately  con- 
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nscted  with  the  uterine  tissue,  or  consist  of  a  simple  layer  of 
epithelium.  All  may  coexist  in  the  same  type.  In  woman,  the 
bitch,  and  the  guinea-pig  the  vascular  apparatus  consists  of  a 
vasomotor  muscular  zone,  and  a  secretory  mucous  zone,  to  the 
functional  activity  of  which,  and  especiall}'  of  its  capillaries, 
menstruation  is  due.  The  muscular  zone,  independently  of  its 
trophic  function,  causes  and  controls,  by  its  vasoconstrictor 
and  vasodilator  action,  the  menstrual  flow.  Menstruation  is  a 
secretory  act  anatomically  and  physiologically. 

Endometritis. — J.  D.  Emmet"  believes  that  the  symptoms 
classed  under  the  head  of  endometritis  are  due  either  to  an 
inflammation  of  the  body  of  the  uterus  or  to  one  which  has 
originated  in  the  ligaments,  adnexa,  or  periuterine  connective 
tissue,  by  which  an  interference  with  the  normal  blood  supply 
of  the  uterus  has  taken  place,  the  stasis  causing  the  so-called 
leucorrhea.  When  he  curettes  he  does  so  in  order  to  change 
th3  character  of  the  endometrium  and  to  enable  its  glandular 
structure  to  recover  its  normal  anatomical  and  functional  con- 
dition, and  in  order  to  effect  a  local  blood-letting  for  its  im- 
mediate effect  upon  the  periuterine  circulation.  He  packs  the 
uterus  (after  thoroughly  removing  all  debris  and  applying  a 
powerful  st3"ptic)  in  order  to  produce  a  counter-irritant  effect 
upon  the  endometrium  itself  and  upon  the  pelvic  circulation 
outside  the  uterus. 

Hemorrhagic  Parenchymatous  Metritis. — Pilliet  and 
Souligoux  *''  report  a  case  of  hemorrhagic  parenchymatous 
metritis  secondary  to  pyosalpinx,  for  which  vaginal  hysterec- 
tomy was  successfully  performed. 

Cancer  of  the  Uterus. — P.  Begouin '"  reports  a  case  of  in- 
terstitial cancer  of  the  cervix  in  which  extension  to  the  body 
took  place  by  epithelial  prolongations  in  the  muscular  tissue, 
the  intervening  mucosa  remaining  healthy. 

Sarcoma  of  the  Uterus. — In  an  analysis  of  2,649  consecu- 
tive cases  of  primary  uterine  neoplasms  W.  Roger  Williams ' 
finds  only  2  sarcomata,  with  1,571  carcinomata  and  883  fibro- 
myomata,  but  he  thinks  that  the  number  of  cases  recently  re- 
ported suggest  that  sarcoma  of  the  uterus  is  more  prevalent 
than  these  figures  indicate.  The  writer  considers  the  subject 
under  the  heads  :  infantile  forms,  grape-like  or  botryoidal 
form,  sarcoma  of  the  mucosa,  sarcoma  of  the  pareuchj^ma,  and 
deciduoma  malignum.  discussing  the  pathology,  symptoms,  and 
treatment  of  each,  reporting  a  number  of  illustrative  cases. 

Intraligamentous  Fibromyoma  in  Inguinal  Hernia. — Al- 
fred Smitii  and  McArdle  ^'  describe  a  case  of  fibromyoma  of 
the  broad  ligament  strangulated  b}^  protrusion  through  the  in- 
guinal canal  and  forming  the  sole  contents  of  the  hernial  sac. 

Salpingo-oophoritis. — R.  Pichevin  ''  favors  extirpation  of 
the  ovary  and  tube  b}^  the  vaginal  route  in  unilateral  cases  of 
salpingo-oophoritis,  in  which  this  operation  can  be  performed 
rapidly  and  easil}'. 

Primary  Papilloma  and  Carcinoma  of  the  Tube. — Emil 
Ries  "  gives  the  pathological  reports  of  two  cases  operated  upon 
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by  T.  J.  Watkins.  They  are  both  rare,  as  the  examination 
showed  one  to  be  a  primary  papilloma  of  the  tube,  the  other  a 
primary  carcinoma  of  the  same  structure. 

Ovarian  Cysts  — D.  P.  Ronayne  "  reports  a  case  of  suppu- 
ration, after  a  forceps  delivery,  of  large  ovarian  cysts  which 
had  existed  previously.  After  their  removal  the  symptoms  of 
sepsis  became  profound,  and,  as  antistreptococcic  serum  could 
not  be  obtained,  phenol  was  injected  twice  daily  in  doses  of  one 
drachm.  General  improvement  occurred,  the  temperature  be- 
coming normal  in  five  days.     Recovery  followed. 

Abscess  of  the  Ovary.— De  Vos"  gives  the  histories  of  five 
cases  of  abscess  of  the  ovary  treated  by  laparatomy  or  vaginal 
hysterectomy,  with  one  death. 

Fibroma  of  the  Ovary  and  Ovarian  Ligament. — H. 
Briggs  "  gives  the  clinical  history  and  pathological  description 
of  eight  cases  of  fibroma  of  the  ovary  and  one  of  the  ovarian 
ligament.  From  these,  and  the  cases  previously  reported  by 
Doran  (see  Amer.  Jour.  Obst.,  Sept.,  189G),  he  concludes  that 
fibromata  form  a  larger  proportion  of  the  heavy,  solid,  primary 
ovarian  growths  than  has  been  acknowledged.  He  believes 
that  a  hard,  heavy,  solid  ovarian  tumor  is  more  likelj"  to  be  a 
fibroma  than  a  sarcoma. 

Fibroma  of  the  Ovary. — C.  E.  Purslow"  adds  another  case 
report  of  a  solid  fibroid  tumor  of  the  ovary  successfully  re- 
moved. The  abdomen  contained  ascitic  fluid.  A  fibromyoma 
of  the  ovary  has  also  been  reported  by  H.  C.  Coe."  Well- 
marked  ascites.     Recovery  followed  removal  of  the  tumor. 

Prolapse  of  the  Ovary. — After  describing  the  treatment  of 
mild  cases  of  prolapse  of  the  ovary  by  pessaries,  tampons,  and 
local  applications,  C.  O'Donovan  ^°  considers  cases  in  which  the 
organs  are  densely  adherent.  He  advises  forcible  reposition  of 
such  ovaries,  or,  this  failing,  laparatomy  to  break  up  adhesions 
and  suture  them  in  position.  The  ovaries  should  be  removed 
only  if  the  tubes  are  hopelessly  diseased. 

Simple  Round  Ulcer  of  the  Vagina, — A  case  of  this  lesion, 
of  which  eight  have  previously  been  published,  was  seen  by 
Bekmann  '°  at  the  Oboukhov  Hospital.  The  patient  was  64 
years  old,  a  widow  ;  had  borne  two  children  ;  had  never  worn 
a  pessary  or  suffered  from  prolapsus.  She  complained  of 
severe  leucorrhea.  Examination  showed  in  the  posterior  for- 
nix an  irregularly  round  ulcer  with  sharply  defined  edges, 
slightly  depressed  red  base  with  a  little  yellow  detritus  ;  the 
entire  ulcer  was  soft.  Causes  of  a  traumatic  ulcer  were  ex- 
cluded. The  ulcer  was  excised  under  cocaine,  and  microscopic 
examination  showed  obliterating  endarteritis  in  its  deeper 
parts.  The  vaginal  wall  in  its  vicinity  contained  thin-walled 
blood  vessels  and  cavities  of  irregular  shape,  probably  dilated 
vessels,  both  filled  with  blood.  Bekmann  suggests  the  connec- 
tion of  these  with  the  origin  of  the  ulcer. 

Laceration  of  the  Perine.um.— M.  Price*'  reports  the  suc- 
cessful removal  of  a  malignant  growth  at  the  mouth  of  the 
urethra,  and  closure  of  a  complete  laceration  of  the  perineum 
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which  had  existed  for  thirty  years.  Though  greatly  debili- 
tated, good  union  was  obtained  with  the  exception  of  a  small 
fistula,  which  soon  healed. 

Precocious  Menstruation. — Clendinnen  ^'^  reports  a  case  of 
precocious  menstruation  which  the  child's  mother  stated  to 
have  begun  between  the  ages  of  3  and  4  years.  Skiagrams 
taken  at  the  age  of  9  show  complete  ossification  of  the  bones  of 
the  arm  and  hand,  excepting  a  trace  of  the  epiphyseal  line  at 
the  base  of  the  first  metatarsal  and  part  of  that  at  the  lower  ex- 
tremity of  the  radius. 

Dysmenorrhea. — J.  E.  Langstaff"  has  successfulh^  treated 
dysmenorrhea  preceding  the  flow  and  associated  with  a  mov- 
able uterus,  bj'  means  of  ten  minims  of  a  three  per  cent  mixture 
of  Churchill's  tincture  of  iodine  in  water,  injected  into  the  ute- 
rine cavity  every  four  or  five  days  during  the  intermenstrual 
period.  This  treatment  was  ineffectual  when  pelvic  infiamma- 
tion  or  ovarian  and  tubal  disease  was  present. 

Pelvic  Hematocele. — F.  B.  Jessett'  reports  a  death  from 
acute  intestinal  obstruction  five  days  after  operation  for  pelvic 
hematocele.  He  considers  it  an  error  to  attribute  all  cases  of 
hematocele  to  ectopic  gestation,  and  believes  this  case  was 
among  the  exceptions 

Cystitis. — H.  C.  Bloom "  advises  as  irrigating  solutions 
potassium  permanganate  or  one-half  per  cent  acetanilid. 

The  solutions  advised  by  W.  D.  Haggard,  Jr.,"  for  irrigation 
of  the  bladder  in  cystitis  are:  sterilized  normal  salt  solution;  half 
saturated  boric  acid  solution  in  chronic  cases  with  alkaline  fer- 
mentation; salicylic  acid,  eight  grains  to  one  ounce  of  alcohol 
added  to  one  pint  of  hot  water;  silver  nitrate  one-tenth  to  one- 
half  per  cent.  All  applications  are  best  mad-e  with  the  cysto- 
scope.  In  intractable  cases  an  artificial  vesico-vaginal  fistula, 
advised  by  Emmet,  will  cure. 

Method  of  Obtaining  the  U«rine  from  the  Kidneys 
Separately. — Rose's"  method  (Amer.  Jour.  Obst.,  March, 
p  iiO)  has  been  successfully  tried  in  eleven  other  cases.  No 
unfavorable  after-effects  have  been  observed. 

Uretero-abdominal  Fistula. — During  the  extirpation  of  a 
tumor  situated  in  the  broad  ligament  a  piece  of  the  right 
ureter  was  accidentally  resected  by  Seiffart.""  The  two  ends 
were  approximated  and  sewed  into  the  abdominal  wound. 
The  original  distance  of  two  centimetres  became  gradually  less 
and  after  four  months  the  union  of  the  ureters  was  continuous. 
The  lower  end  was  kept  patent  by  the  daily  passing  of  a  sound. 

Salt  Solution  in  Hemorrhage. — Tarnier  "  employs  a  solu- 
tion of  ten  grammes  of  sodium  chloride  to  the  litre,  to  which 
are  added  five  centigrammes  of  benzoate  of  caffeine. 

Medical  Therapy  of  the  Female  Genital  Tract. — O.  B. 
Will "  condemns  the  use  of  glycerin  and  boroglyceride  tampons 
for  depletion,  as  lessening  the  fluid  and  increasing  the  solid 
constituents  of  the  local  circulation,  thus  making  it  sluggish. 
He  greatly  prefers  the  hot  douche  containing  salt,  given  in  the 
recumbent  position,  and  followed  by  several  hours'  rest  in  that 
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posture,  as  merely  diminishing  the  local  blood  supply  without 
altering  its  composition.  As  a  resolvent  and  absorptive  he 
considers  iodine  as  of  little  value,  the  tincture  being  almost 
useless  except  as  a  superficial  stimulant  and  irritant.  The 
alcohol  quickly  evaporates,  leaving  metallic  iodine,  which  is 
too  insoluble  to  be  of  use.  It  should  be  employed  in  aqueous 
solution.  Ichthyol,  preferably  pure  or  in  strong  aqueous  solu- 
tion, is  probably  the  most  powerful  resolvent  and  most  satis- 
factory anodyne  and  antiseptic.  For  hypertrophic  endometri- 
tis, except  when  fungosities  and  irregular  growths  are  present, 
he  prefers  caustics,  combined  with  anodynes,  to  all  other 
treatments.  He  employs  saturated  solution  of  potassium  per- 
manganate in  mild  cases,  and  zinc  sulphate  alone  or  with  zinc 
chloride,  in  aqueous  solution  or  in  oil,  in  severe  cases.  S.  L. 
Weber  "  says  that  taking  into  consideration  that  all  forms  of 
endometritis  are  bacterial  diseases;  that  especially  in  the  gonor- 
rheal and  septic  cases,  which  comprise  the  large  majoritj"  of 
cases  treated,  the  bacteria  are  the  sole  inciting  and  maintaining 
cause  of  the  inflammation  ;  and  bearing  in  mind  the  histologi- 
cal structure  of  the  endometrium  and  the  consequent  thickness 
of  tissu-e  invaded  by  the  bacteria,  it  is  wholly  inconceivable 
how  any  action  can  be  expected  from  topical  applications 
except  an  antiseptic  one.  On  account  of  the  thickness  of  the 
tissue  invaded  by  gonococci  these  caustic  antiseptics,  acting 
only  up3n  the  suparficial  layers  and  not  reaching  the  bacteria 
in  the  deeper,  are  liable  by  their  irritant  action  to  make  a 
chronic  process  acute  and  to  lead  to  involvement  of  the  tubes. 
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DISEASES  OF  CHILDREN. 

Abdominal  Tumor. — John  Campbell'  reports  a  case  in 
which  a  cystic  tumor  weighing  3  pounds  was  successfully  re- 
moved from  a  child  7  months  of  age.  There  was  nothing  to 
indicate  the  organ  from  which  it  originated. 

Abscess  in  connection  with  Tuberculous  Joint  Disease, 
Treatment  of. — Russell  A.  Hibbs  '  deduces  from  his  own  ex- 
perience and  a  large  number  of  reported  cases  that  the  opera- 
tive treatment  of  these  abscesses  is  not  satisfactory.  In  326 
cases  referred  to  in  the  article,  only  57.65  per  cent  were  cured, 
and  this,  combined  with  the  fact  that  pathological  investigation 
and  clinical  observation  demonstrate  that  the  abscess  is  not 
due  to  the  same  cause  as  that  of  a  pyogenic  abscess  and  does 
not  produce  the  same  symptoms,  makes  it  probable  that  the 
most  rational  treatment  is  that  which  is  devoted  to  the  relief  of 
the  diseased  joint,  the  underlying  and  the  only  cause  of  the 
abscess.  When  this  is  accomplished  by  the  constant  applica- 
tion of  eflBcient  mechanical  protection  of  the  diseased  joint,  and 
at  the  same  time  good  hygienic  conditions  are  brought  to  bear 
upon  the  treatment  of  the  case,  it  will  be  found  that  the  ab- 
scesses in  connection  with  such  disease  in  most  instances  need 
no  operation,  being  of  secondar}-  importance  as  regards  the 
patient's  immediate  comfort  or  ultimate  recover}^. 

Abulia  of  Speech.— Liebman  ^  reports  a  case  in  a  boy  5 
3"ears  old  whom  he  treated  successfully,  so  that  he  could  speak 
fluently  in  four  weeks.  The  point  of  the  treatment  is  to  com- 
bine psychic  with  mechanical  influences,  and  begin  with  words 
and  sentences  in  which  vowels  predominate,  since  it  is  the  con- 
sonants which  are  troublesome  to  the  patient. 

Acetanilide  Poisoning.— Irving  M.  Snow'  reports  a  case 
in  a  newly-born  infant.  It  had  been  applied  to  the  umbilicus 
as  an  antiseptic,  and,  having  been  absorbed,  produced  its  toxic 
effect.  The  author  quotes  a  number  of  similar  cases  reported 
by  other  observers,  and  concludes  that  the  drug  should  be  ex- 
cluded from  the  surgery  of  young  children. 

Acute  Alcoholism. — F.  Parkes  Weber '  reports  a  case  in 
which  an  apparently  healthy  child,  5  years  old,  unaccustomed 
to  alcohol,  took  on  an  empty  stomach  a  small  amount  of  undi- 
luted whiskey.  She  soon  became  insensible,  and  artificial  res- 
piration was  at  once  resorted  to  for  the  maintenance  of  life. 
After  about  nine  hours  a  second  stage  was  entered  upon,  char- 
acterized bj"  violent  tetanic  convulsions.  As  the  convulsive 
tendency  diminished  a  third  stage  could  be  distinguished, 
marked  by  dyspnea,  cyanosis,  and  an  increasing  temperature. 
The  child  never  regained  consciousness,  and  died  after  fifty-six 
hours  in  a  way  similar  to  that  in  which  persons  in  a  "  status 
epilepticus "  or  children  with  a  series  of  infantile  convulsions 
die. 

Ataxia  in  a  Child. — Mary  Putnam  Jacobi '  reports  a  case 
presenting  this  symptom,  the  etiology  of  which  is  obscure. 
The  author  is  inclined  to  the  diagnosis  of  Friedreich's  disease 
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in  its  incipient  stage.  It  is  difficult,  however,  to  explain  all 
the  symptoms  in  the  case  by  any  one  lesion.  The  subject  is 
discussed  in  such  an  exhaustive  way  that  it  is  impossible  to  do 
it  justice  in  an  abstract. 

Aural  Inflammation,  the  Gauze  Drain  in. — George  B. 
McAuliffe '  believes  that  the  advantages  of  the  gauze  are  that 
it  serves  to  keep  sterile  the  external  canal  and  thereby  cuts  off 
one  of  the  entrances  of  the  staphylococcus — the  germ  admitted 
to  be  the  cause  of  the  chronicity  of  otorrhea  ;  that  it  drains  and 
asepticizes  the  exudation  from  the  tympanum.  The  disadvan- 
tages of  the  gauze  are  that  it  is  usually  irritating  to  the  canal 
and  thereby  interferes  with  the  comfort  of  the  patient  and  with 
the  efficiency  of  the  drainage  by  setting  up  a  dermatitis  which 
stenoses  the  canal ;  that  the  drainage  of  the  exudate  varies 
in  different  cases,  so  that  no  fixed  time  can  be  allowed  for  the 
retention  of  each  dressing.  This  latter  fact  accounts  for  the 
failure  of  the  gauze  to  do  good  in  certain  cases  in  which  it  is 
allowed  to  remain  too  long  and  not  only  loses  its  power  of  ab- 
sorption but  in  addition  acts  as  an  impediment  to  drainage. 
The  second  disadvantage  is  sometimes  removed  by  allowing  the 
patient,  after  full  instructions  as  to  the  necessity  of  cleanliness 
in  the  dressings,  to  renew  the  gauze  when  he  thinks  it  is  moist. 
This  permission,  however,  introduces  the  uncertainty  of  asep- 
sis in  the  treatment ;  yet  in  the  present  state  of  otology,  while 
ambulatory  treatment  embraces  almost  all  pathological  condi- 
tions of  the  ear,  it  is  the  best  plan  to  pursue.  In  acute  middle- 
ear  catarrh  demanding  paracentesis  the  canal  and  drum  should 
be  carefully  cleansed  of  cerumen  and  bathed  in  an  antiseptic 
fluid  :  the  knife  should  be  dipped  in  alcohol  and  the  incision 
made  in  the  drum,  a  narrow  strip  of  gauze  carried  up  the  canal 
almost  its  length,  and  a  loose  dressing  applied  in  the  concha, 
covered  by  a  piece  of  American  skin  plaster.  If  there  is  not 
much  secretion  the  dressing  should  be  renewed  perhaps  once  or 
twice  a  day,  without  any  other  interference. 

Barlow's  Disease.— Klein'  gives  a  detailed  review  of  all 
the  writings  on  the  subject,  going  minutely  into  the  symptoms, 
pathological  anatomy,  and  therapy  as  presented  by  the  various 
writers.     A  bibliography  is  appended. 

Blindness  in  New  York  State. — Lucien  Howe  '  states  that 
ophthalmia  neonatorum  has  caused  about  21  per  cent  of  all  the 
blindness  existing  in  the  two  State  schools  for  the  blind.  This 
agrees  with  the  results  of  similar  investigations  in  other  coun- 
tries by  different  observers.  The  accumulated  experience  now 
covers  thousands  of  cases,  and  this  shows  that  ophthalmia  of 
infancy  develops  in  over  8  per  cent  of  all  the  children  born  in 
institutions  when  not  treated  by  the  Crede  method,  while  with 
this  treatment  it  occurs  in  only  a  little  over  one-half  of  one  per 
cent.  On  such  a  basis  of  calculation  for  the  cases  of  blindness 
in  this  State  from  the  ophthalmia  of  infancy,  we  would  have 
27  instead  of  438  now  probably  existing,  if  the  proper  measures 
had  been  taken. 

Bromoform-poisoning. — Louis  Fischer '"  reports  a  case 
18 
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occurring  after  the  administration  of  this  drug  for  pertussis. 
The  remedy  had  been  ordered  in  three-  drop  doses  every  hour 
in  a  mixture  of  syrup,  alcohol,  and  water.  As  the  specific 
gravity  of  the  bromoform  is  greater  than  that  of  the  other 
ingredients  in  the  bottle,  the  mixture,  in  order  to  be  properly 
given,  should  have  been  thoroughly  shaken  up  before  adminis- 
tering it.  This  not  having  been  done,  the  bromoform  precipi- 
tated, and  the  whole  quantity  ordered  (fortj'  drops)  must  have 
been  given  in  the  last  teaspoonful  contained  in  the  bottle. 

Cerebral  Palsies  of  Childhood. — iJaniel  R.  Brower"  writes 
that  hemiplegia  is  the  most  common  form  of  the  cerebral  pal- 
sies of  childhood  and  is  accompanied  by  more  or  less  mental 
impairment;  it  is  frequently  followed  by  epilepsy  and  occasion- 
ally by  athetosis.  In  the  treatment  electricity  will  be  of  ser- 
vice, the  current  being  just  sufficient  to  cause  contraction. 
Tonics  should  be  given  when  indicated.  Strychnia  should 
never  be  administered  until  all  danger  of  inflammation  has 
passed  away.  The  early  treatment  in  these  cases  is  very 
important. 

Congenital  Dislocation   of  the  Hip.— George  R.  EUiott^ 
gives  a  description  of  the  new  non-cutting  operation  of  Lorenz 
for  the  correction  of  this  deformity.     The  first  step  consists  in 
the  reduction  or  bringing  the  head  of  the  dislocated  thigh  to 
the  level  of  the  acetabulum.     The  patient  must  be  completely 
anesthetized.     If  manual  extension  is  insufficient  a  band  is 
passed  around  the  perineum,  protected  by  padding,  and  a  soft 
band  is  put  around  the  ankle  and  attached  to  a  screw-extension 
apparatus.     The  extension  is  now  very  evenly  and  carefully 
exerted,  while  the  operator  manipulates  the  thigh  muscles, 
increasing  their  tension  b}^  intermittent  pressure  against  the 
femur  beneath,  while,  with  the  hand  upon  the  joint,  he  appre- 
ciates the  descent  of  the  trochanter.     The  extension  is  stopped 
at  the  moment  when  the  upper  margin  of  the  trochanter  is  at 
or  just  below  the  Nelaton  line.     The  next  step  is  the  wedging 
of  the  reduced  head  of  the  thigh  bone  into  the  pocket  of  the 
acetabulum.     This  is  largely  accomplished  by  flexing  the  leg 
on  the  thigh,  and  the  latter  at  right  angles,  which  relaxes  the 
anterior  capsular  wall.     The  operator,  standing  upon  a  stool, 
now  seizes  the  flexed  thigh  with  one  hand,  and,  with  the  other 
one  grasping  the  head  of  the  femur,  by  a  system  of  extension 
combined  with  rotation  and  gradually  increasing  abduction, 
forces  the  head  of  the  bone  into  the  acetabular  pocket.     In 
order  to  retain  the  reposed  head  it  is  necessary  to  keep  the 
angle  of  abduction  not  far  from  90°  by  means  of  a  plaster-of- 
Paris  fixation  bandage.     The  third  step  in  the  operation  has 
for  its  object  the  formation  of  a  solid  acetabulum.     By  manip- 
ulation the  soft  parts  of  the  acetabular  cavity  may  be  moulded, 
considerable  strength  and  patience   being  exercised,  but  the 
substantial  changes  occur  gradually  when  the  patient,  with  a 
properly  fixed  joint,  is  allowed  to  go  about,  every  step  tending 
to  drive  the  head  of  the  bone  deeper  and  deeper  into  the  rudi- 
mentarj'  acetabulum.    The  first  fixation  is  left  on  three  months 
and  then  removed.     If  the  joint  is  found  good  and  the  reposi- 
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tion  stable,  the  patient  is  allowed  to  go  about  with  the  sole  of 
the  sound  foot  raised  from  two  to  four  inches,  so  as  to  keep  up 
a  tendency  to  slight  abduction  in  the  previously  dislocated 
member. 

Congenital  Hernia  in  Childhood  treated  by  Injections 
of  Chloride  of  Zinc. — Lannelongue  "'  describes  his  new  meth- 
od as  practised  on  a  boy  of  14  years.  A  ten  per  cent  solution 
of  zinc  chloride  is  used  and  about  fifty  drops  injected  at  vari- 
ous points  into  the  inguinal  canal.  The  operation  lasts  about 
five  minutes  and  has  for  its  object  the  secondary  closure  of 
the  canal. 

Diphtheria. — The  American  Pediatric  Society's  '^  report  on 
the  collective  investigation  of  the  antitoxin  treatment  of  laryn- 
geal diphtheria  in  private  practice  in  1896-1897  is  based  upon 
the  answers  to  60,000  circulars  distributed  throughout  the 
United  States  and  Canada.  By  this  means  1,704  cases  of 
laryngeal  diphtheria  have  been  collected  for  study  and  ana- 
lyzed as  follows: 

Table  of  all  Cases,  showing  Age  and  Result  in  Treatment. 


Age. 

Fatal  Cases. 

Recoveries. 

Totals. 

Mortality, 
per  cent. 

1  year  and  under 

1  to    3  years 

25 

77 

81 

42 

■47 

72 

9 

3 

5 

0 

360 

35 

219 

260 

216 

160 

345 

64 

24 

17 

4 

1,344 

60 

296 

841 

258 

207 

417 

73 

26 

32 

4 

1,704 

41.66 
26.01 

2  to    3     "    

23.75 

3  to    4     "    

16.27 

4  to    5     "    

22.70 

5  to  10     "    

10  to  15     "    

17.26 
12.32 

15  to  20     "    

7.65 

Over  20     "    

22.73 

Unknown  

21.12 

Of  the  1,704  total  cases,  l,0;i6  were  not  operated  upon  (60.79 
per  cent).  Among  these  82.82  per  cent  recovered  (or  858  cases). 
Good  as  is  this  percentage  of  recovery  in  so  large  a  number 
of  cases  of  diphtheria  of  the  severest  type,  it  is  believed  that  it 
is  not  so  good  as  it  ought  to  be.  Cases  of  laryngeal  diphtheria 
not  requiring  operation,  according  to  the  testimony  of  consult- 
ing intubationists,  are  seldom  heard  from  a  second  time  and 
less  often  find  their  way  into  reports.  It  was  formerly  esti- 
mated that  about  10  per  cent  of  cases  of  laryngeal  diphtheria 
recovered  without  operation.  In  the  total  of  1,704  cases  there 
were  668  cases  operated  upon.  In  the  668  there  were  182 
deaths,  or  a  mortality  of  27  24  per  cent.  Two  facts  are  empha- 
sized by  these  reports:  (1)  Before  the  use  of  antitoxin  it  was 
estimated  that  90  per  cent  of  laryngeal  cases  required  operation, 
whereas  now,  with  the  use  of  antitoxin,  39.21  per  cent  require 
it;  (2)  formerly  27  per  cent,  approximately,  represented  the 
recoveries,  while  now,  with  the  use  of  antitoxin,  27  represents 
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the  mortality.  The  mortahty  is  still  larger  than  the  personal 
experience  in  private  practice  of  some  would  suggest.  The  rea- 
sons for  this  are  that  antitoxin  is  still  used  too  late  or  in  insuffi- 
cient doses.  The  committee  recommends  that  the  antitoxin  be 
given  as  early  as  possible  in  all  cases  of  suspected  diphtheria; 
that  the  most  concentrated  strength  of  an  absolutely  reliable 
preparation  be  selected  ;  and  that  in  all  cases  of  laryngeal 
diphtheria,  the  patient  being  2  years  of  age  or  over  should  re- 
ceive 2,000  units  at  the  earliest  possible  moment,  2,000  units  12 
to  18  hours  after  the  first  dose  if  there  is  no  improvement 
in  the  symptoms,  and  2,000  units  24  hours  after  the  second 
dose  if  there  is  still  no  improvement.  Patients  under  2  years 
of  age  should  receive  1,000  to  1,500  units,  the  doses  being 
repeated  as  above. 

The  report  of  the  medical  superintendents  '*  upon  the  use  of 
antitoxic  serum  in  the  treatment  of  diphtheria  in  the  hospitals 
of  the  Metropolitan  Asylums  Board  of  London  during  the  year 
1896  has  just  been  issued,  and  constitutes  one  of  the  most  ex- 
haustive and  elaborate  statistical  studies  of  the  subject  which 
have  yet  been  issued.  Excluding  the  Northwestern  Hospital,  it 
appears  that  the  serum  treatment  was  pursued  in  71.3  per  cent 
of  the  total  number  of  cases  admitted,  its  employment  not 
being  had  recourse  to  in  moribund  or  hopeless  cases,  or  in 
those  which  were  doubtful  in  nature  or  so  mild  as  not  to  re- 
quire any  specific  treatment.  In  order  to  arrive  at  a  definite 
conclusion  as  to  the  effect  produced  by  the  antitoxin,  a  com- 
parison is  made  between  the  age  incidence  and  mortality  of  all 
cases  of  diphtheria  (whether  treated  by  antitoxin  or  not)  treated 
in  the  year  1896  with  those  treated  in  the  hospitals  of  the 
Board  in  1894  when  antitoxin  was  not  used.  This  comparison 
is  noted  in  the  following  tables  : 

All  Cases  of  Diphtheria,  1896. 


Day  of 
Disease. ' 


Ages. 


Under  5. .  . 
5  to  10. .  . . 
10  to  15.... 
15  to  20. . . . 
20  and  up- 
ward .... 

Total 

Mortality    per 
cent 


1st. 

2d. 

3d. 

4th. 

5th  and 

Total. 

after. 

m 

CD 

■y. 

co' 

CO 

« 

CO 

ja 

CA 

J= 

K 

CO 

JS 

V} 

.c 

« 

4.^ 

■i± 

1i 

V 

■*^ 

« 

*^ 

-t^ 

VI 

03 

CA 

<A 

Xft 

C^ 

te 

03 

X 

03 

w 

<S 

<A 

V 

<& 

(B 

« 

v 

a 

4) 

(S 

•V 

03 

O 

u 

Q 

o 
253 

54 

o 
351 

93 

O 

Q 

810 

281 

O 

1786 

541 

34 

3 

338 

110 

.37 

1 

216 

17 

287 

47 

298 

61 

670 

147 

1508 

273 

11 

0 

67 

2 

83 

4 

96 

12 

236 

26 

493 

44 

1 

0 

9 

0 

28 

1 

33 

2 

63 

5 

134 

8 

1 
84 

0 
4 

22 
567 

0 

74 

1 
146 

57 

822 

0 

100 

1879 

4 
463 

254 
4175 

5 

871 

73 

823 

185 

4.7 

12.8 

. . 

17.7 

22.5 

24.6 

. . 

20.8 

Q. 


30.2 

18.1 
8.9 
5.9 

1.9 


20.8 


'  In  the  case  of  those  not  treated  with  antitoxin,  day  of  disease=day  of  disease  in  which 
the  patient  was  admitted  to  hospital. 
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All  Cases  of  Diphtheria  before  the  Use  of  Antitoxin,  1894. 


Day  of 

Is 

t. 

2d. 

3d. 

4th. 

5th  and 

Total. 

disease.! 

aft 

er. 

to 

to 

■J! 

s  a 

Ages. 

to 

'X 

to 

to 

eg 

to 

c8 

CO 

5 

OS 

to 
to 

eS 

o 

eS 

01 

c8 

01 

cS 

01 

s 

a 

e« 

i 

58 

Q 

22 

a 
216 

107 

243 

a 
111 

212 

108 

442 

208 

O 

S 

Under  5 

1171 

556 

47.4 

5  to  10 

53 

6 

179 

34 

215 

71 

208 

60 

420 

109 

1075 

280 

26.0 

10  to  15 

12 

2 

85 

4 

79 

8 

59 

5 

128 

22 

363 

41 

11.2 

15  to  20 

6 

0 

23 

0 

33 

1 

28 

0 

70 

6 

160 

1 

4.3 

20     and     up- 

ward   

4 
133 

0 
30 

36 
539 

1 
146 

82 
652 

1 

59 

6 

179 

92 
1152 

10 
355 

273 
3042 

18 
902 

6.5 

Total 

192 

566 

29.6 

Mortality    per 

C3nt 

22.5 

27.0 

29.4 

31.6 

30.8 

• 

J9.6|   .. 

1  Day  of  dlsease=day  of  disease  on  which  the  patient  was  admitted  to  hospital. 

Collating  the  figures  given  of  those  under  10  years  of  age,  of 
whom  there  were  in  all  in  1894  2,246  with  S36  deaths,  or  32.7 
per  cent  mortality,  and  in  1896  3,294  with  814  deaths,  or  27.4 
per  cent  mortality,  it  is  found  that  in  1894  the  rates  range  from 
25.2  amongst  those  treated  from  the  first  day  to  40.0  amongst 
those  treated  from  the  fourth  day,  whilst  in  1896  they  range 
from  5. 6  amongst  those  treated  from  the  first  day  to  28 .8  amongst 
those  treated  from  the  fifth  day  and  after.  One  of  the  most 
striking  results  was  the  diminution  of  severity  induced  in  cases 
where  the  larynx  was  implicated.  This  is  amply  borne  out  by 
these  returns,  for  whereas  in  1894  the  mortality  in  these  laryn- 
geal cases  was  62.0  per  cent,  in  1896  it  was  29.6  per  cent. 
Again,  the  mortality  after  tracheotomy,  which  was  70. 4  per  cent 
in  1894,  was  42.5  per  cent  in  1896,  although  the  proportion  of 
laryngeal  cases  submitted  to  this  operation  was  56  as  compared 
with  41  per  cent  in  1894.  As  compared  to  1895,  the  practice 
has  been  improved  by  the  use  of  a  more  concentrated  serum,  so 
that  it  has  been  possible  to  administer  large  doses.  The  ave- 
rage dose  was  2,000  units  per  injection,  and  the  average  num- 
ber of  injections  was  2.3  per  patient;  but  often  that  dose  was 
considerably  exceeded  and  some  cases  received  many  injec- 
tions. J.  C.  Connell "  presents  the  reports  of  18  cases  of  intu- 
bation. All  the  patients  recovered  with  the  exception  of  two. 
Four  of  them  received  no  antitoxin,  and  the  two  that  died  were 
of  these.  The  writer  considers  it  advisable  to  extubate  after 
thirty-six  to  forty-eight  hours,  this  being  the  time  when  by 
action  of  the  antitoxin  the  membrane  is  thrown  off.  It  may 
be  necessary  to  reintubate.  In  a  clinical  lecture  upon  the  treat- 
ment of  diphtheria  John  Herald  '*  cites  100  successive  cases 
treated  in  Kingston  General  Hospital  with  antitoxin  without  a 
death.     Intubation  was  performed  in  12  of  the  cases. 
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Fracture  of  the  Neck  of  the  Femur  in  Childhood,  with 
especial  reference  to  its  Diagnosis  and  to  its  more  Re- 
mote Results. — In  reporting  some  cases,  illustrated  with  skia- 
grams, Roj'al  Whitman'^  writes  that  as  regards  the  immediate 
diagnosis,  it  would  seem  that  the  evidence  of  injury  about  the 
hip,  the  elevation  and  projection  of  the  trochanter,  the  change 
in  contour,  the  shortening  and  eversion  of  the  leg,  should  make 
the  diagnosis  clear,  providing  accurate  measurements  were  em- 
ployed ;  but,  on  the  other  hand,  as  in  some  of  the  cases  cited, 
patients  are  sometimes  able  to  walk  a  few  days  after  the  acci- 
dent, the  injury  in  such  instances  being  a  bending  and  break- 
ing of  the  neck,  a  green-stick  or  impacted  fracture  rather  than 
an  actual  separation  ;  in  the  latter  cases,  in  the  absence  of  the 
peculiar  helplessness  and  evident  shortening  of  the  leg,  the 
injury  might  be  overlooked  by  one  familiar  only  with  the  de- 
scribed and  accepted  type  of  symptoms.  If  a  primary  diagnosis 
has  not  been  made  one  can  well  understand  how  the  subse- 
quent limp,  the  pain  referred  to  the  hip  and  knee,  and  the  pain 
and  restriction  of  motion  at  the  seat  of  the  injury  might,  in 
these  cases,  be  mistaken  for  the  symptoms  of  hip  disease.  The 
determining  causes  of  deformity  and  ultimate  disability  are: 
(1)  The  direct  result  of  the  injury.  This  might  be  remedied,  in 
part  at  least,  by  treatment  at  the  time  of  the  accident.  (2)  The 
further  depression  due  to  the  early  use  of  the  limb  during  the 
stages  of  repair.  This  might  be  prevented  by  the  application 
of  a  hip  splint  or  perineal  crutch,  which  should  be  worn  at 
least  six  months,  or  until  complete  consolidation  has  taken 
place.  The  support  should  be  combined  with  daily  massage 
and  forcible  manipulation  of  the  limb  (3)  The  later  sinking 
of  the  neck,  due  simply  to  the  strain  to  which  it  is  subjected 
by  the  deformity.  This  maj"  be  prevented  bj"  the  avoidance  of 
violent  exercises,  and,  particularly,  long  standing  or  laborious 
occupation.  The  author  emphasizes  the  fact  that  the  traditional 
age  limit  for  fracture  of  the  femur,  that  may  have  led  to  inac 
curacy  of  teaching  and  to  errors  of  diagnosis,  does  not  exist. 

Gangrene  of  the  Soft  Parts  of  the  Thoracic  Wall  after 
Measles. — Wunder'"  reports  the  case  of  a  rachitic  girl,  2  years 
old.  who  recovered  perfectly. 

Glandular  Fever. — Samuel  W.  Hamill "  offers  a  communi- 
cation upon  this  subject,  which  so  far  seems  to  have  received 
little  attention  in  this  countr}".  Glandular  fever  may  be  de- 
fined as  an  epidemic  infectious  disease  of  sudden  onset  and 
short  duration,  occurring  in  children,  without  premonitory 
signs,  and  attended  with  constipation,  mild  faucial  redness, 
high  fever,  rapid  swelling  and  great  redness  of  the  cervical 
lymph  glands  lying  beneath  and  posterior  to  the  upper  third 
of  the  sterno-cleido-mastoid  muscle.  Exposure  to  cold  seems 
directly  responsible  for  the  condition,  as  it  is  prevalent  during 
the  months  in  which  diseases  of  the  upper  air  passages  are  most 
common.  The  few  and  incomplete  bacteriological  examina- 
tions which  have  been  made  would  appear  to  indicate  that  the 
streptococcus  is  responsible  for  the  condition.     It  is  believed  by 
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some  that  the  micro-organisms  enter  through  the  tissues  of  the 
throat  or  tonsils  when  these  parts  happen  to  be  the  seat  of 
mild  congestion  or  inflammation.  The  onset  is  sudden,  initi- 
ated by  a  chill  or  sense  of  chilliness.  Vomiting  and  pain  in  the 
joints  frequently  exist,  and  high  fever— 101°  to  105° — is  con- 
stant. There  is  restlessness,  decided  weakness,  anorexia,  head- 
ache, a  coated  tongue,  and  constipation.  Diarrhea  has  been 
observed  in  some  mild  cases.  The  head  is  fixed,  swallowing 
and  movement  of  the  head  giving  rise  to  pain.  On  the  first  or 
second  day  there  develops  a  rapidly  increasing  swelling  of  one 
or  several  of  the  lymph  glands,  either  on  one  or  both  sides. 
Aside  from  the  glands  described  there  has  been  noted  enlarge- 
ment of  the  lymphatics  of  the  entire  circumference  of  the  neck. 
The  fauces  usually  show  a  moderate  degree  of  redness,  occa- 
sionally a  marked  angina.  The  fever  in  mild  cases  falls  on  the 
second  or  third  day;  in  severe  cases  it  continues  from  five  to  ten 
days.  Recurrences  with  renewed  fever  are  frequent.  A  sub- 
normal temperature  usually  succeeds  the  febrile  course  for 
several  days,  with  sweating,  depression,  and  pallor.  Upon  the 
fall  of  the  fever  the  glandular  swelling  begins  to  subside,  and 
gradually  disappears  in  from  ten  days  to  three  weeks.  The 
most  serious  and  common  complication  is  nephritis.  Complete 
recovery  is  the  invariable  termination.  The  treatment  is 
symptomatic.  If  there  is  suppuration  of  a  gland  it  must  be 
treated  by  free  incision. 

Hemorrhage  after  Tracheotomy  from  Erosion  of  the 
Innominate  Artery. — Hecker  '°  describes  a  case  of  this  rare 
accident  and  reviews  the  literature  on  the  subject.  The  patient 
was  a  girl  2f  years  old,  who  died  on  the  fifth  day  after  the  ope- 
ration (for  croup).  The  autopsy  disclosed  an  ulcer  in  the 
tracheal  wall  at  the  bottom  of  the  wound,  at  which  point  the 
innominate  artery  was  adherent  to  the  trachea  and  had  become 
perforated,  the  opening  being  large  enough  to  admit  a  knitting 
needle.  Death  ensued  four  to  five  minutes  after  the  hemor- 
rhage began. 

Influenza. — Thompson  S.  Westcott '"  reports  a  case  of  influ- 
enza with  persistent  respiratory  failure  in  an  infant  of  4  weeks. 
At  the  outset  the  attacks  of  respiratory  suspension  were  spas- 
modic in  character,  apparently  depending  upon  an  irritability 
of  the  laryngeal  mucous  membrane.  Later  on  there  was  in- 
creasing stupor  and  a  tendency  to  convulsion  in  addition  to 
the  respiratory  failure,  which  pointed  to  pressure  at  the  base 
of  the  brain,  probably  quite  limited  in  extent,  and  possibly  to 
some  degree  involving  the  medulla. 

Immunization  with  Antitoxin. — Burt  Russell  Shurly  '  pre- 
sents his  experience  with  immunization  at  the  Children's  Free 
Hospital  and  the  Women's  Hospital  and  Foundlings'  Home  of 
Detroit.  The  dosage  used  was  as  follows:  1  to  3  months,  50 
units;  o  to  4  months,  75  units;  4  to  6  months,  100  units;  6 
months  to  1  year,  150  units;  1  to  2  years,  175  units;  2  to  4 
years,  200  units;  adults,  mostly  pregnant  women,  400  units. 
This   dosage  seemed    entirely    satisfactory   and  none  of    the 
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immimized  cases  developed  the  disease.  Two  grave  cases  of 
marasmus  were  inoculated  with  50  units  each.  One  case  died 
within  12  hours  after  the  injection;  the  other  steadily  improved 
in  health.  The  immunit}'  is  immediate,  but  can  only  be  relied 
upon  for  13  days.     No  bad  after-results  were  noticed. 

Improved  Nursing  Bottle. — Rowland  Godfrey  Freeman* 
describes  a  bottle  of  improved  form  for  pasteurizing  and  for 
nursing.  It  is  designed  to  secure  facility  for  cleansing.  This 
end  has  been  obtained  by  the  adoption  of  a  short  neck  and  a 
large  opening.  That  portion  between  the  neck  and  the  body 
forms  a  truncated  cone  with  straight  sides,  so  adapted  to  the 
opening  of  the  neck  that  all  parts  are  accessible  to  any  straight 
instrument  of  suitable  size.  In  other  bottles  the  bulging  por- 
tion between  the  neck  and  the  body  causes  a  concave  interior 
surface  which  is  difficult  of  access. 

Intussusception,  Ileo-Cecal,  and  its  Treatment. — In  an 
article  upon  this  subject  D'Arcy  Power  '  states  that  this  form 
of  intussusception  is  most  common  in  children.  It  is  that  in 
which  the  end  of  the  ileum,  carrying  with  it  the  ileo-cecal 
valve,  the  cecum,  and  the  vermiform  appendix,  is  invaginated 
into  the  colon.  An  examination  of  the  many  ileo-colic  angles 
shows  that  at  birth  the  diameter  of  the  colon  is  almost  the- 
same  as  that  of  the  ileum,  but  that  the  colon  increases  rapidly 
in  width  after  birth  until  it  may  attain  three,  four,  or  even 
eight  times  its  original  width.  Its  length,  however,  remains 
stationary  until  the  fourth  month,  when  it  begins  to  increase. 
The  ileum,  on  the  other  hand,  grows  steadily  in  width,  as  well 
as  in  length,  from  birth  onward,  but  it  rarely  does  more  than 
double  its  original  width.  During  the  early  months  of  fetal 
life,  therefore,  there  is  a  rapidly  increasing  disproportion  be- 
tween the  transverse  diameters  of  the  large  and  small  intes- 
tines. These  anatomical  facts  help  to  explain  wh}"  ileo-cecal 
intussusceptions  occur  so  spontaneoush^  and  frequently  in 
young  children,  and  whj^  thej  run  so  variable  a  course  The 
rapid  growth  of  the  colon  in  length,  as  well  as  in  breadth, 
which  commences  about  the  fourth  month,  leads  to  such  an 
alteration  in  the  muscular  and  nervous  mechanisms  of  the 
large  intestine  as  to  render  its  movements  less  orderly  than 
whilst  it  was  onl}^  growing  in  %vidth  or  when  it  had  ceased  to 
grow  as  in  adult  life.  It  is  not  so  easy  to  define  the  physio- 
logic factor  which  causes  an  intussusception.  It  may  be  the 
inco-ordinate  movement  of  the  intestine  in  the  spontaneous 
forms,  though  there  are  a  certain  number  of  cases  to  show  that 
a  physical  shock  to  the  body  or  an  injury  to  the  abdomen 
may  be  sufficient  to  produce  an  invagination.  The  arrange- 
ment of  the  peritoneal  folds  at  the  ileo-colic  angle  becomes  of 
great  importance  as  soon  as  the  intussusception  has  begun,  for 
they  determine  its  course,  A  ^vide  colon,  with  few  and  simple 
ileo  colic  folds  devoid  of  glands,  will  allow  the  intussusception 
to  run  a  chronic  course,  even  though  the  amount  of  invaginated 
bowel  is  very  great;  whilst  complex  fossae  with  numerous 
glands  at  the  ileocolic  angle,  and  prolongations  of  the  mesen- 
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tery  along  the  end  of  the  ileum,  will  render  the  invagination  so 
tight  that,  if  gangrene  is  not  produced  at  once,  early  adhe- 
sions will  be  formed  and  the  intussusception  will  soon  become 
irreducible.  The  treatment,  therefore,  resolves  itself  into  two 
methods  adapted  for  the  relief  of  these  two  conditions  of  sim- 
ple and  strangulated  intussusception.  Simple  invaginations 
are  best  treated  by  irrigation,  but  it  is  not  likely  to  be  success- 
ful when  forty-eight  hours  have  elapsed  from  the  onset  of  the 
symptoms,  except  in  those  cases  which  are  going  to  run  a 
chronic  course.  The  length  of  the  intussusception  is  no  bar  to 
its  reduction  by  irrigation.  A  chronic  case  with  a  great  deal 
of  glairy  discharge,  whose  onset  has  been  heralded  by  similar 
attacks  of  less  intensity,  may  be  treated  by  irrigation  after  a 
much  longer  time  than  is  allowable  in  ordinary  cases.  Abun- 
dant hemorrhage  seems  to  contraindicate  any  attempt  to  re- 
duce an  intussusception  by  irrigation,  for  the  structure  of  the 
intestine  is  then  much  injured  by  the  effusion  of  the  blood. 
Absence  of  hemorrhage,  on  the  other  hand,  associated  with 
severe  collapse,  equally  contraindicates  the  treatment  of  an  in- 
tussusception by  irrigation,  for  it  points  to  an  early  occurrence 
of  gangrene.  When  this  measure  has  failed  to  relieve  the  con- 
dition, or  when  it  is  considered  inadvisable  to  adopt  the  method, 
abdominal  section  should  be  performed  at  once. 

Bernard  Pitts  '*  reports  7  cases  of  intussusception  in  infants 
treated  b}"  abdominal  section,  with  6  recoveries.  He  believes 
that  in  recent  cases  of  acute  intussusception  distension  of  the 
bowel  combined  with  gentle  external  manipulation  maj'  be 
tried  under  an  anesthetic.  The  surgeon  should,  however,  be 
prepared  to  open  the  abdomen  at  once  if  a  satisfactory  result  is 
not  quickly  obtained.  In  many  cases  the  effect  of  the  inflation 
is  to  reduce  the  main  mass  of  the  tumor,  but  to  leave  an  irre- 
ducible portion  in  the  right  iliac  and  lumbar  regions.  This 
amount  of  success  aids  the  subsequent  operation  and  allows 
the  tumor  to  be  easily  delivered  through  a  smaller  incision  and 
with  less  manipulation.  An  exploratory  incision  should  be 
resorted  to  without  preliminary  inflation  when,  from  the  sever- 
ity of  the  symptoms  or  the  chronicity  of  the  case,  there  is 
reason  to  believe  that  such  inflation  would  be  dangerous  or 
unlikely  to  succeed.  It  must  always  be  remembered  that  the 
time  taken  up  by  inflation  adds  considerably  to  the  shock. 
For  the  reduction  of  the  final  portion  of  an  intussusception  the 
tumor  should  be  brought  outside  the  wound,  so  that  the  opera- 
tor may  clearly  see  the  condition  of  the  bowel  and  make  sure 
the  reduction  is  complete.  When  in  doubt  an  incision  may  be 
safely  made  into  the  colon  and  the  parts  examined  within  the 
bowel.  The  author  has  never  deemed  it  advisable  after  reduc- 
tion to  attempt  any  fixation  of  the  bowel  as  a  security  against 
recurrence.  When  reduction  is  found  impossible  a  resection 
inside  the  colon  would  seem  to  afford  the  best  chance.  The 
junction  between  the  large  and  the  small  bowel  must  be  made 
secure  before  any  part  is  cut  away.  When  gangrene  is  present 
the  condition  in  young  children  is  almost  hopeless.     William 
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Fitch  Chene}'  '^  reports  a  case  in  an  infant  6  months  old,  with 
death  in  twenty-four  hours.  The  average  duration  of  fatal 
cases  is  three  days,  and  the  great  majority  die  within  a  week, 
3'et,  as  in  the  case  reported,  it  occasionally  occurs  with  very 
little  warning.  The  author  thinks  that  at  another  time,  on  the 
first  appearance  of  a  bloody  discharge  from  the  bowel  with  a 
histdr}^  of  pain  and  vomiting  preceding,  he  would  at  once  treat 
the  case  for  intussusception  without  waiting  for  a  tumor  or 
tenesmus  or  other  classical  signs.  Poppert "  reports  a  case  in 
which  laparatomj^  was  performed  for  invagination  in  a  child 
8  months  old,  with  recovery.  The  operation  was  performed 
after  the  condition  had  lasted  forty- eight  hours.  The  statistics 
of  operations  and  results  in  infants  under  1  year  old  are  re- 
viewed. 

Laryngeal  Stenosis,  an  Improved  Intubator  for  the  Re- 
lief of. — Louis  Fischer '  describes  some  instruments  designed 
for  this  purpose  which  are  improvements  upon  those  of  Dr. 
Joseph  O'Dwyer.  These  tubes  are  made  of  vulcanized  rubber; 
the  lumen  is  smooth  while  the  outside  is  corrugated.  The 
corrugation  acts  as  a  self-retaining  device  and  prevents  the 
tube  from  being  coughed  out. 

Mastoid  Disease. — Gorham  Bacon"  considers  the  symp- 
toms which  are  most  important  in  deciding  as  to  the  advisa- 
bility of  operation  for  this  condition.  He  has  never  seen  a  case 
of  acute  inflammation  of  the  mastoid  cells  without  some  eleva- 
tion of  temperature,  and  looks  upon  this  symptom  as  having  a 
very  important  bearing  upon  the  diagnosis.  It  may  vary  from 
99.5°  to  100°  F.  in  one  case,  while  in  another  it  may  be  much 
higher.  As  a  rule,  in  simple  cases  the  temperature  is  apt  to 
be  much  lower  in  adults  than  in  children.  In  children  the 
temperature  is  frequently  104°  or  105°.  If  a  patient  is  under 
observation  for  a  week  or  ten  days,  and  if  in  spite  of  treatment 
there  remains  tenderness  on  pressure  over  the  mastoid  process, 
with  a  slight  elevation  of  temperature,  the  author  considers 
these  symptoms,  when  taken  together,  as  very  characteristic  of 
mastoid  disease.  Operation  should  not  be  deferred  until  edema 
and  redness  appear  behind  the  ear.  The  fact  must  not  be 
overlooked  that  redness  and  edema  over  the  mastoid,  with 
tenderness  on  pressure,  may  occur  in  cases  of  furunculosis  of 
the  external  meatus.  Bulging  of  Shrapnell's  membrane,  with 
drooping  of  the  posterior  and  upper  cutaneous  lining  of  the 
external  meatus,  are  absolute  signs  of  mastoid  involvement, 
and  in  such  cases  it  is  always  necessary  to  perforate  the  mas- 
toid cells.  In  cases  of  chronic  purulent  otitis  media  there  is  no 
question  but  that  operation  should  at  once  be  resorted  to  when 
mastoid  symptoms  develop.  Gilbert  Barling  "  reports  3  cases 
of  otitis  media  with  brain  abscess.  Regarding  the  procedure 
by  which  intracranial  suppuration  from  middle-ear  disease  is  to 
be  attacked,  the  author  states  that  he  accepts  the  rule  that  the 
mastoid  antrum  should  first  be  opened  in  all  cases,  and  its  wall 
examined  for  perforations  through  which  suppuration  may 
have  extended  to  the  inside  of  the  cranium.     Pus  not  being 
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found  there,  there  will  often  be  some  localizing  indication  which 
will  call  for  trephining  over  the  temporo-sphenoidal  lobe  or  the 
<jerebellum,  as  the  case  might  be.  If,  however,  after  opening 
the  mastoid  antrum  and  not  finding  pus  inside  it,  there  are 
no  focal  symptoms  to  guide  us  as  to  the  next  step,  it  then 
becomes  a  matter  of  considerable  importance  to  reduce  the 
exploratory  process  to  a  minimum.  If,  after  exposure  of  the 
antrum,  a  scalp  flap  is  raised  and  the  trephine  applied  over 
the  temporo-sphenoidal  lobe  and  pus  is  not  found,  and  the  same 
process  has  to  be  repeated  over  the  cerebellum,  a  considerable 
traumatism  and  a  lengthy  operation  will  be  inflicted.  To 
avoid  this  the  author  believes  the  following  method  should  be 
selected:  From  the  mastoid  incision  behind  the  ear  the  upper 
end  is  curved  into  a  scalp  flap  covering  a  portion  of  the  tem- 
poro-sphenoidal lobe,  the  lateral  sinus,  and  the  cerebellum. 
This  can  be  extended  upward  or  downward  as  becomes  necessary. 

Melena  Neonatorum,  Etiology  of. — Leopold  Fischer,  Jr.  ^' 
reports  a  case  of  melena  neonatorum  which  recovered  and  was 
still  under  observation  when  5  years  of  age.  The  child  had  a 
congenital  and  hereditary  hemophilia,  which,  however,  never 
manifested  itself  after  the  first  illness — i.  e. ,  it  was  apparently 
outgrown.  The  author  also  warns  against  too  late  tying  of  the 
cord  as  possibly  bearing  upon  the  etiology  of  these  cases. 
Hochsinger  "  reports  a  case  which  bears  out  the  fact  that  true 
melena  of  the  first  hours  of  life  may  be  due  to  sub  partus  de- 
veloping epistaxis,  and  thinks  that  the  majority  of  cases  will 
be  found  to  be  so  caused  and  will  respond  to  treatment  by 
nasal  tampons.  The  hemorrhage  need  never  appear  anteri- 
orly, but  is  readily  to  be  found  when  the  pharynx  is  examined. 

Merycism. — H.  A.  Minassian  "  reports  a  case  in  which  the 
rumination  seemed  to  be  for  the  purpose  of  remastication  and 
more  thorough  ptyalism.  The  principal  elements  in  the  case 
were  achlorhydria  and  a  compensatory  hyperprochoresis. 

Mischievous  Morbid  Impulse  treated  by  Hypnotism.— 
Charles  Lloyd  Tuckey '  reports  a  case  in  which  his  efforts 
were  rewarded  with  success  and  which  was  not  amenable  to 
ordinary  treatment.  If  the  child  is  intelligent  the  author  finds 
that  hypnosis  is  easily  induced  and  that  the  susceptibility  to 
curative  suggestion  is  very  marked.  On  the  other  hand,  when 
there  is  deficient  intelligence  hypnosis  is  almost  impossible  of 
attainment  ;  suggestion  can  achieve  but  little. 

Multiple  Sarcomata  in  an  Infant. — Augustus  A.  Eshner  " 
reports  a  case  in  which  it  seemed  certain  that  the  primary 
lesion  originated  in  the  kidneys.  The  predisposition  of  the 
kidney  to  malignant  disease  differs  radically  from  that  of  the 
other  organs  in  the  fact  that  renal  involvement  is  most  com- 
mon in  the  first  months  or  years  of  life  ;  it  may  even  be  appa- 
rent at  birth.  The  disease  is  invariably  fatal  in  the  absence  of 
surgical  intervention,  of  which  the  results  so  far  have  not  been 
very  encouraging.  If,  however,  extensive  metastasis  has  not 
taken  place,  the  child  should  at  least  be  given  the  small  chance 
•of  escape  that  timely  operation  affords. 


2S4  BRIEF   OP   CURRENT   LITERATURE. 

Non-operative  Treatment  in  Certain  Varieties  of  Re- 
fractive Strabismus. — H.  Davison  Schwarzchild  "  writes  that 
whenever  a  refractive  squint  is  observed  in  infancj^  or  child- 
hood it  is  necessary  to  primarily  correct  the  ametropia.  After 
a  fair  trial  has  been  given  to  glasses  a  tenotomy  may  still  be 
required,  but  it  should  be  deemed  a  last  resort  and  not  the  first. 
Glasses  once  worn,  either  to  take  the  place  of  an  operation  or 
to  follow  it,  will  be  necessary  for  the  major  part  of  one's  exist- 
ence. To  fully  or  almost  entirely  correct  the  ametropia  of  a. 
squinting  eye  and  prescribe  a  weak  lens  for  the  other,  there 
being  but  a  slight  difference  in  the  relative  optical  error,  would 
be  unreasonable,  since  these  refractive  squints  are  concomitant,, 
one  influencing  the  other.  Each  organ  must  be  considered  and 
examined  separately,  and  as  carefully  corrected  as  in  astigma- 
tism or  any  other  asthenopia-producing  variety  of  ocular  mal- 
curvature.  It  would  be  well  to  remember  that  an  under-cor- 
rection is  at  all  times  preferable  to  the  converse. 

Ovarian  Hernia. — John  H.  Morgan '  reports  a  case  of  right 
ovarian  hernia  with  twisted  pedicle,  in  which  operation  was 
followed  by  recovery.  The  fact  that  the  presence  of  an  ovary 
in  a  hernia  is  decidedly  more  frequent  during  the  first  twelve- 
months of  life  is  sufficiently  explained  by  the  persistence  of  the 
canal  of  Nuck,  the  great  mobility  of  the  ovary,  and  its  com- 
paratively high  position  in  young  children. 

Paroxysmal  Hemoglobinuria  in  Brother  and  Sister. — 
Trumpp"  details  the  cases,  the  boy  being  8,  the  girl  5  years 
old.  Both  were  cured.  They  had  had  congenital  syphilis,  and 
the  bloody  urine  was  noticed  first  after  recovery  from  an  attack 
of  scarlet  fever. 

Perityphlitis  in  Children. — Karewski"  reviews  the  litera- 
ture in  detail,  giving  statistics  of  operations  with  their  results, 
and  relates  illustrative  cases,  including  one  of  actinomycosis  of 
the  vermiform  appendix.  Above  all  he  pleads  for  early  diagno- 
sis and  believes  that  it  is  better  to  operate  too  frequently  than 
not  frequently  enough. 

Persistence  of  the  Umbilical  Cord. — W.  A.  Newman  Dor- 
land  -*  reports  two  cases  in  which  there  was  an  absence  of  the 
usual  phenomena  attendant  upon  the  separation  of  the  cord;  in 
other  words,  the  normal  line  of  demarkation  did  not  form,  or 
only  partly  so,  and  instead  of  the  process  of  disintegration  and 
separation  being  accomplished  within  the  usual  limit  of  four 
to  six  da3^s,  the  cord  persisted  indefinitely  or  until  removed  by 
surgical  procedure.  An  examination  of  the  cord  after  the 
secondary  amputation  revealed  a  great  excess  of  fibrous  con- 
nective tissue  with  total  obliteration  of  the  vessels  and  an  ap- 
parent fibrous  degeneration  of  all  the  structures,  instead  of  the 
usual  mummification.  It  is  suggested  by  the  author  that  there 
may  be  some  relation  between  the  changes  in  the  cord  and  the 
dry  method  of  umbilical  antisepsis  that  is  practised  by  the 
majority  of  the  present-day  obstetricians,  the  tendency  being 
rather  to  a  preservation  than  to  a  disintegration  and  separation 
of  the  tissues. 
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Phimosis.— John  Lovett  Morse'"  approves  of  the  nou-opera- 
tive  treatment  in  infancy.  The  advisabihty  of  removing  the 
natural  protection  of  the  glans  penis  is  questionable  except 
in  certain  cases  of  hypertrophic  phimosis.  By  the  exercise  of 
a  little  time  and  patience,  even  the  tightest  strictures  may  be 
overcome,  as  the  young  tissues  are  very  distensible  and  readily 
adapt  themselves  to  new  conditions.  All  cases  should  receive 
early  treatment,  and  this  should  be  continued  until  the  prepuce 
can  be  easily  retracted  and  the  glans  kept  clean.  It  is  advis- 
able not  to  complete  the  procedure  at  one  sitting,  but  to  do  it 
gradually.  In  cases  in  which  the  phimosis  is  more  marked  the 
first  step  is  to  thoroughly  dilate  the  opening  with  the  points  of 
an  ordinary  dressing  forceps.  The  prepuce  is  then  gradually 
retracted  over  the  glans  and  the  adhesions  broken  up  as  in  the 
milder  cases.  Care  must  be  taken  not  to  produce  a  paraphimo- 
sis the  first  few  times  that  the  prepuce  is  retracted. 

Precocious  Menstruation.— P.  E.  Plumb'*  reports  a  case 
which  is  unique  on  account  of  the  mature  development  of  the 
genital  organs  and  mammae,  an  hypertrophied  clitoris,  and  the 
exercise  by  the  infant  of  a  mature  maternal  sexual  instinct  and 
feeling,  more  prominent,  indeed,  than  is  usually  found  in  the 
average  woman. 

Pyelonephritis  in  Childhood. — Baginsky"  reports  a  case 
which  ended  in  recovery  and  in  which  the  urine  gave  a  pure 
culture  of  bacillus  coli  communis.  There  is  another  set  of  cases 
which  occur  in  children  with  long-standing  and  severe  intestinal 
disease,  and  these  usually  result  fatally.  The  kidney  abscesses 
in  such  cases  contain  the  bacillus  coli,  bacterium  lactis,  proteus, 
and  occasionally  the  bacillus  pyocyaneus. 

Resuscitation  of  Still-born  and  Feeble-born  Infants.-^It 
is  the  practice  of  Bedford  Brown,'"  in  all  cases  of  still-born  in- 
fants, to  insert  in  each  arm  by  hypodermatic  syringe  four  or  five 
drops  of  whiskey  and  a  single  drop  of  the  tincture  of  belladonna. 
If  there  is  no  response,  or  a  very  feeble  response,  the  author 
injects  a  drachm  or  two  of  warm  sterilized  water  under  the 
skin  and  about  two  drachms  with  a  drop  of  aromatic  spirits  of 
ammonia  into  the  intestines.  If  these  measures  fail  to  produce 
any  reaction,  it  constitutes  a  fair  test  of  the  absence  of  vitality. 

Retropharyngeal  Abscess. — Francis  Huber  *  has  found 
that  these  abscesses  are  common  in  New  York  among  the 
poorer  classes  of  immigrants.  They  also  occur  in  the  rachitic, 
anemic,  and  in  scrofulous  or  tubercular  patients.  Sometimes 
they  are  caused  by  infection  from  the  pharyngeal  mucous 
membrane,  or  they  may  arise  in  consequence  of  traumatism  by 
direct  injury.  While  it  is  true  that  some  may  result  from  in- 
flammation of  the  connective  tissue  posterior  to  the  pharyngeal 
mucous  membrane,  the  author's  study  of  a  large  number  of 
cases  has  convinced  him  that  the  vast  proportion  are  the  se- 
quences of  an  adenitis  and  periadenitis  of  the  glands  along  the 
anterior  aspect  of  the  cervical  vertebrae.  The  retropharyngeal 
abscess  may  precede,  be  coincident  with,  or  follow  a  similar 
process  in  the  superficial  cervical  glands  at  the  angle  of  the 


286  BRIEF   OF   CURRENT   LITERATURE. 

lower  jaw.  In  other  instances  the  external  glands  on  the- 
affected  sides  are  more  or  less  enlarged,  are  freely  movable, 
not  tender,  and  resume  their  normal  state  when  the  suppura- 
tion in  the  deeper  parts  has  run  its  course.  In  rare  cases  the 
suppuration  exists  on  both  sides  and  fluctuation  is  transmitted 
across  the  neck. 

Scarlet  Fever.  -In  an  article  upon  this  subject  J.  R.  Rath- 
mell  ^"  says  that  it  is  best  not  to  irritate  the  kidnej's  by  giving 
harsh  diuretics;  the  safer  ones,  such  as  the  acetate  or  bitartrate 
of  potash,  should  be  used.  But  when  edema  and  uremia  threaten, 
give  cathartics  rather  than  diuretics  and  diaphoretics;  these 
should  be  supplemented  with  hot  packs,  wet  or  dry,  and  the 
skin  should  be  opened  freely  by  the  use  of  pilocarpine.  When 
convulsions  threaten  use  liberally  chloral  and  bromide  of  pot- 
ash by  enema.  It  is  also  well  to  give  the  infusion  of  digitalis. 
Diuretin  in  five-grain  doses  two  or  three  times  daily  is  said  to  be 
useful  in  increasing  the  flow  of  urine. 

Sublingual  Tumors  in  Childhood.— Reinbach"  reports  a. 
case  in  a  10-months-old  baby,  from  whom  he  removed  a  growth 
under  the  tongue,  and  found  it  to  agree  histologically  with  the 
'*' produzione  sottolinguale  "  of  Concetti — i.e.,  of  hypertrophied 
epithelium  and  dilated  blood  vessels  beneath.  The  therapy  con- 
sists of  radical  removal:  the  etiology  is  not  clear,  but  probably 
depends  upon  a  congenital  condition. 

Typhoid  Fever.— Joseph  M.  O'Malley ''  believes  that  though 
this  fever  is  infrequent  in  early  childhood,  yet  the  disease  in 
this  period  of  life  is  of  far  more  general  importance  than  the 
number  of  reported  cases  would  lead  us  to  believe.  In  these 
patients  the  prodromal  stage  is  not  appreciable  in  the  same  de- 
gree as  in  adult  life,  and  oftentimes  the  onset  is  abrupt.  The 
disease  in  early  childhood  and  infanc}"  in  a  typical  form  is  rare  in 
this  country,  though  not  uncommon  abroad;  it  is  a  mild  or  abor- 
tive form  that  must  be  looked  for  here,  if  we  wish  to  separate  it 
from  the  other  intestinal  or  meningeal  diseases  that  may  appear. 
Epistaxis,  ulceration  of  the  intestines,  and  hemorrhage,  diarrhea, 
and  the  typical  t3^phoid  temperature  range  are  more  or  less  rare. 
The  prognosis  is  very  grave  in  children  under  3  years  of  age. 
Jacobi  says  that  if  the  spleen  remains  large  after  the  tempera- 
ture has  fallen  a  relapse  is  to  be  feared.  The  diagnostic  points 
are  the  continuous  fever,  the  eruption  of  rose  spots,  usually  no- 
ticeable by  the  end  of  the  first  week.  Widal's  test  seems  to  be 
of  value  in  the  diagnosis. 
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At  its  recent  commencement,  which  was  also  the  centenary 
of  the  medical  school,  Dartmouth  College  conferred  the  hono- 
rary degree  of  LL.D.  upon  Dr.  Paul  F.  Munde. 

Dr.  James  F.  W.  Ross  has  been  appointed  professor  of 
gynecology  in  the  University  of  Toronto. 

The  tenth  annual  meeting  of  the  American  Association 
OF  Obstetricians  and  Gynecologists  will  be  held  at  the 
Cataract  House,  Niagara  Falls,  N.  Y.,  Tuesday,  Wednesday^ 
Thursday,  Friday,  August  17th,  18th,  19th,  and  20th,  1897. 
The  management  of  the  Cataract  House  (which  should  be  ad- 
dressed on  the  subject)  offers  the  special  rate  of  $3.50  a  day, 
American  plan,  to  all  guests  who  visit  Niagara  under  the  aus- 
pices of  the  Association  during  that  week.  The  railways  will 
sell  return  tickets  to  all  who  visit  Niagara  under  our  auspices 
for  one-third  the  regular  fare,  provided  the  visitor  obtains  a 
certificate  from  the  ticket  agent  at  the  starting  point  setting 
forth  the  transaction,  which  certificate  must  be  signed  at  Nia- 
gara by  the  secretary  of  the  Association  and  there  vised  by  an 
agent  of  the  Traffic  Association.  This  agent  will  be  in  attend- 
ance on  Wednesday  and  Thursday  only.  There  is  no  more 
delightful  place  than  Niagara  in  mid- August,  and  the  business 
of  the  Association  can  be  conducted  in  the  midst  of  the  most 
fascinating  surroundings,  where  both  Nature  and  art  have  con- 
spired to  excel  in  attractiveness.  It  is  hoped  that  the  Fellows 
in  large  numbers  will  improve  this  exceptional  opportunity  to 
combine  pleasure  and  scientific  work  and  unite  to  make  this 
one  of  the  most  notable  meetings  yet  held. 

Papers  Promised:  1.  President's  address — James  F.W.  Ross, 
Toronto.  2.  Pelvic  Inflammation:  its  Causes  and  Relations — 
A.  P.  Clarke,  Cambridge.  3.  Recent  Experiences  with  Ventro- 
fixation—H.  E.  Hayd,  Buffalo.  4  Surgical  Shock:  its  Preven- 
tion and  Treatment — Walter  B.  Chase,  Brooklyn.  5.  Some 
Remote  Sequelee  of  the  Baer  Operation — Rufus  B.  Hall,  Cincin- 
nati. 6.  Puerperal  Diphtheria — H  W.  Longyear,  Detroit.  7. 
The  Prevention  of  Pelvic  Disease — W.  H.  Humiston,  Cleveland. 
8.  Appendicitis  in  Relation  to  Gynecology  and  Pregnancy — 


288  ITEMS. 

John  B.  Deaver,  Philadelphia.  9.  Post-climacteric  Conditions 
that  Simulate  Advanced  Uterine  Cancer — M.  Rosen wasser, 
Cleveland.  10.  Ectopic  Gestation:  a  Discussion  of  the  Changes 
occurring  in  the  Retained  Ovum,  Effused  Blood,  and  Maternal 
Tissues — L.  H.  Dunning,  Indianapolis.  11.  Placenta  Previa, 
with  Special  Reference  to  Treatment — W.  H.  Wenning,  Cin- 
cinnati. 13.  Early  Diagnosis  and  Treatment  of  Cancer  of  the 
Uterus — Wm.  H.  Myers,  Fort  Wayne.  13.  Report  of  a  Case 
of  Dynamic  Ileus — Frederick  Blume,  Allegheny.  14.  What  is 
the  Principal  Cause  of  Puerperal  Sepsis? — J.  M.  Duff,  Pitts- 
burg. 15.  Incubation — J.  A.  Lyons,  Chicago.  16.  Imperforate 
Anus — J.  A.  Lyons,  Chicago.  17.  Post  operative  Lesions  and 
Sequelse:  their  Extent,  Character,  and  How  to  Deal  with  Them 
— Joseph  Price,  Philadelphia.  18.  Reports  of  Cases  of  Reope- 
ration following  Ventral  Fixation — Joseph  Price,  Philadelphia. 
19.  Two  Cases  of  Intestinal  Obstruction;  Operation  and  Recov- 
ery— W.  W.  Seymour,  Troy.  20.  Technique  of  the  Dry  Method 
— ^Edwin  Walker,  Evansville.  21.  The  Sequelae  of  Dead  Liga- 
tures and  Sutures — G.  M.  Hughes,  Philadelphia.  2i.  Com- 
plete Hysterectomy  after  Injury  during  Parturition  and  Cesa- 
rean Section,  with  Report  of  Cases — J.  H.  Branham,  Baltimore. 
23.  The  Operation  itself  in  Appendicitis — L.  S.  McMurtry, 
Louisville  24,  25.  Papers  by  J.  H.  Carstens,  Detroit,  and  C. 
A.L.  Reed,  Cincinnati.  26.  Puerperal  Eclampsia,  with  Special 
Reference  to  Treatment— W.  W.  Potter,  Buffalo.  27.  A  Case 
of  Porro  Operation;  Recovery  of  Mother  and  Child — David 
Barrow,  Lexington.  28.  Tonic  and  Spasmodic  Intestinal  Con- 
tractions; with  Report  of  Cases — X.  O.  Werder,  Pittsburg. 
29.  Fate  of  the  Ovaries  in  Retroversion  and  Retroflexion  of 
the  Uterus — A.  Goldspohn,  Chicago  30.  Puerperal  Insanity 
— W.  P.  Manton,  Detroit.  31.  Cysts  of  the  Abdominal  Wall- 
Richard  Douglas,  Nashville.  32.  Surgical  Treatment  of  Puer- 
peral Sepsis  :  its  Possible  Prevention — Edwin  Ricketts,  Cincin- 
nati. 33.  Fifty  Cases  Illustrating  Personal  Experience  with 
Medical  and  Surgical  Treatment  of  Appendicitis — G.  S.  Peck, 
Youngstown.  34.  Administration  of  Phosphate  of  Strychnine 
during  Gestation — W.  B.  Dorsett,  St.  Louis.  35.  Masturba- 
tion in  the  Female — B.  S.  Dunn,  Los  Angeles.  36.  Surgery  of 
the  Kidney — J.  B.  Murphy,  Chicago  37.  Treatment  of  Puer- 
peral Endometritis  by  the  Carossa  Method — E.  J.  Ill,  Newark. 
38.  Which  is  the  Preferable  Operative  Method  of  Holding  the 
Uterus  in  Position? — C.  C.  Frederick,  Buffalo.  39.  Limita- 
tions of  the  Surgery  of  the  Liver — W.  G.  Macdonald,  Albany. 
One  of  the  sessions  will  be  devoted  to  the  presentation  of 
pathological  specimens  and  their  histories,  with  discussion  per- 
taining to  the  same.  It  is  especially  requested  that  photo- 
graphs of  these  specimens  be  filed  with  the  histories,  from 
which  engravings  will  be  made  for  the  Transactions.  It  is  the 
belief  of  the  executive  council  that  this  may  be  made  easily  one 
of  the  most  interesting  sessions  of  the  meeting. 

James  F.  W.  Ross,  President. 
William  Warren  Potter,  Secretary. 
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THE  CONSERVATIVE   TREATMENT  OF  THE   MYOMATOUS 

UTERUS.  1 


HUNTER  ROBB,   M.D., 

Professor  of  Gynecology,  Western  Reserve  University  ;  Gynecologist  to  Lakeside  and 
Charity  Hospitals;  Fellow  of  the  American  Gynecological  Society, 

Cleveland,  Ohio. 


It  is  a  well-established  fact  that  all  real  progress  is  cha- 
racterized by  a  due  amount  of  conservatism.  And  if  this  is 
true  for  the  history  of  medicine  in  general,  it  holds  still  more 
pre-eminently  in  the  field  of  operative  surge^5^  The  day  has 
passed,  I  hope  forever,  when  the  removal  of  ovaries  which  are 
apparently  healthy  is  considered  justifiable  unless  under  the 
most  exceptional  circumstances.  In  general  surgery  our  ope- 
rations, though  they  may  appear  to  be  more  daring  and  in 
some  respects  more  radical  than  the}'  were  ten  years  ago,  are 
characterized  by  greater  caution,  by  greater  care  to  avoid 
extensive  loss  of  blood,  and  by  the  attempt  to  preserve  for  the 

'  Read  before  the  North  Central  Ohio  Medical  Society,   at  Mansfield, 
Ohio,  June  25th,  1897. 
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patient  any  organ  or  part  of  an  organ  which  may  still  serve 
its  purpose  in  the  human  economy. 

I  think  that  in  g3mecology  perhaps  one  of  the  most  striking 
advances  of  late  years  is  to  be  seen  in  the  operative  treatment 
of  myomata  of  the  uterus.  There  are  very  few  of  us  present 
here  to-day  who  have  not  at  some  time  or  other,  and  more  or  less 
f  requentl}',  witnessed  the  removal  of  the  entire  uterus,  or  the 
bodj'  of  the  uterus  together  with  the  tubes  and  ovaries,  in  ope- 
rations for  the  extirpation  of  myomatous  tumors.  As  with 
other  operations,  we  have  evidently  gone  to  extremes,  and  it  is 
now  generally  agreed  that  in  many  cases  such  radical  mea- 
sures were  entirely  unnecessary.  I  wish,  therefore,  to-day  to 
call  your  attention  to  the  conservative  treatment  of  these  cases, 
by  means  of  which  the  removal  of  the  new  growth  or  growths 
may  be  accomplished  and  the  uterus  and  ovaries  may  yet  be 
saved. 

M3'omatous  tumors  of  the  uterus  are,  as  a  rule,  simply 
lodged  in  the  uterine  tissue,  and  the  remaining  pathological 
condition  is  simj)ly  one  of  considerable  hypertrophy  of  the 
muscular  tissue.  The  removal  of  a  myomatous  growth  of  the 
uterus  might  not  inaptly  be  compared  to  a  Cesarean  section, 
although  in  the  former  case  the  cavity  of  the  uterus  is  not 
always  opened,  and  after  an  abdominal  myomectomy  the  risks 
attending  a  subsequent  pregnancy  are  much  less  than  those 
which  may  arise  when  conception  occurs  after  a  Cesarean 
section.  In  the  case  of  several  large  myomatous  tumors  the 
conservative  operation,  in  the  majority  of  cases,  would  be  more 
dangerous  than  a  hj'steromyomectomy,  in  view  of  the  fact  that 
the  procedure  takes  more  time,  and  in  addition  we  have  an 
increased  liability  to  septic  infection.  But  when  we  have  to 
deal  with  not  more  than  four  or  five  tumors  of  a  size  not  larger 
than  a  hen's  egg,  and  particularly  if  the  tumors  are  not  deeply 
situated  in  the  uterine  tissue,  we  can  with  safety,  in  the  great 
majoritj^  of  instances,  remove  these  and  leave  the  uterus 
behind. 

Myomectomy  is  the  simplest  of  the  radical  operations  for  the 
extirpation  of  these  tumors,  and  is  especially  adapted  to  simple 
growths  which  can  be  readily  cut  or  shelled  out  of  their  bed 
without  much  injury  or  loss  of  uterine  tissue.  Mj'omectomy, 
therefore,  is  especially  indicated  for  pedunculated  and  for  cer- 
tain sessile  and  interstitial  growths  of  the  uterus  and  those  of 
the  broad  ligament.  Several  isolated  tumors  may  be  dealt 
with  by  this  operation,  which  is  now  considered  comparatively 
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free  from  danger,  provided  only  that  the  rigid  observance  of 
the  most  scientific  aseptic  technique  is  carried  out  and  the 
ligatures  and  sutures  are  applied  in  such  a  way  that  hemor- 
rhage is  avoided  or  easily  controlled. 

For  our  present  purpose  myomata  may  be  divided  into  four 
classes  :  (a)  pedunculated,  (6)  sessile,  (c)  interstitial,  (d)  sub- 
mucous. 

In  dealing  with  pedunculated  myomata  the  abdominal  in- 
cision is  made  large  enough  to  allow  the  tumor,  with  the  fun- 
dus of  the  uterus,  to  be  drawn  out  of  the  wound.  Then,  while 
an  assistant  grasps  the  pedicle  in  order  to  control  the  hemor- 
rhage, the  operator  makes  a  circular  or  oval  incision  around 
the  base  of  the  tumor  about  two  or  three  centimetres  from  its 
attachment  to  the  uterus.  The  flap  of  muscular  tissue  thus 
obtained  is  now  turned  down,  and  the  tumor  is  shelled  out 
from  around  its  base.  Bleeding  vessels  are  controlled  by  ar- 
tery forceps.  The  freest  oozing  usually  occurs  at  the  peri- 
phery or  at  the  centre  of  the  pedicle.  After  the  removal  of 
the  tumor  the  flaps  are  brought  together  by  a  series  of  inter- 
rupted sutures  strong  enough  to  bear  considerable  tension. 
The  treatment  of  the  stump  has  of  late  years  received  much 
attention.  It  was  formerly  the  custom  to  suspend  it  in  the 
lower  angle  of  the  abdominal  incision.  Later  operators  were 
in  the  habit  of  dropping  the  pedicle  into  the  abdomen  and  em- 
ploying drainage.  Since  the  dangers  accompanying  these 
procedures  have  been  more  fully  recognized  both  have  been 
almost  generally  discarded.  In  the  majority  of  cases  we  drop 
the  pedicle  and  close  the  abdomen. 

In  removing  sessile  myomata  the  incision  is  made  further 
away,  as  much  as  five  centimetres,  from  the  uterine  wall 
proper.  In  the  case  of  a  large  tumor  with  a  broad  base  the  in- 
cision should  be  made  fairly  high  up  on  its  convexity,  so  that 
enough  tissue  may  be  left  to  give  us  abundant  flaps.  It  is  al- 
ways as  well  to  have  enough,  and  any  redundancy  can  be  easily 
trimmed  away.  This  point  must  be  especially  insisted  upon, 
and  the  possibility  of  retraction  of  the  flaps  must  never  be  for- 
gotten. 

Where  the  tumor  is  of  a  considerable  size,  and  when  the  ves- 
sels to  be  cut  are  of  large  calibre,  a  provisional  rubber  ligature 
(a  piece  of  rubber  tubing  or  the  like)  should  be  tied  around  the 
lower  part  of  the  uterus,  in  order  that  the  circulation  may  be 
controlled  until  the  tumor  has  been  removed  and  the  sutures 
have  been  tied.     The  ligature  is  then  released,  and  bleeding 
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points  which  had  before  escaped  notice  can  now  be  easily 
detected  and  controlled  by  additional  ligatures.  There  is  no 
harm  in  plunging  the  needles  deep  through  the  uterine  tissues. 
As  many  as  six  of  these  tumors  have  been  excised  in  this  way. 

Interstitial  tumors  may  appear  as  pea-like  nodules  buried  in 
the  uterine  wall.  At  times,  however,  we  may  meet  with  one 
which  forms  a  mass  as  big  as  the  uterus  of  a  five  months'  preg- 
nancy. Such  tumors  are  usually  encapsulated  in  a  mass  of 
hypertrophied  tissue.  For  the  removal  of  interstitial  myomata, 
the  incision  having  been  made  through  the  uterine  wall  down 
to  the  tumor,  the  latter  is  grasped  by  an  assistant  with  a  pair 
of  stout  claw-forceps,  by  means  of  which  the  tumor  is  gradually 
raised,  while  the  operator  shells  it  out  of  its  bed  with  his  fingers 
or  some  flat,  blunt  instrument,  such  as  the  handle  of  a  scalpel. 
Here  also,  in  the  case  of  large  tumors,  the  uterine  circulation  is 
controlled  by  means  of  an  elastic  ligature  applied  at  the  junc- 
tion of  the  bodj^  and  the  cervix  before  the  enucleation  is  begun. 
In  laying  the  sutures  the  needle  is  carried  down  through  the 
tissues  from  one  side  of  the  incision  to  the  other.  Several 
sutures  should  be  employed,  and  they  should  be  ligated  tightly 
enough  to  insure  good  approximation  and  complete  control  of 
hemorrhage. 

Certain  forms  of  myomata,  generally  of  the  submucous,  more 
rarely  of  the  interstitial  variety,  can  be  removed  through  the 
vagina.  When  a  submucous  myoma,  however,  has  reached 
the  size  of  a  child's  head  and  the  cervix  is  closed,  and  where  a 
portion  of  a  large  myomatous  mass  has  been  extruded  from  the 
cervix,  leaving  the  intrauterine  part  attached  to  a  broad  base 
which  cannot  be  reached  through  the  vagina,  total  extirpation 
through  the  natural  passages  is  either  impossible  or  contrain- 
dicated.  If  the  extruded  portion  has  sloughed  it  must  be  re- 
moved, and  from  ten  days  to  two  weeks  must  be  allowed  to 
intervene  before  anything  further  is  done,  in  order  to  allow 
time  for  the  formation  of  a  healthy  granulating  surface.  After 
this  the  removal  of  the  other  portion  may  be  undertaken 
through  the  abdominal  walls.  To  Dr.  August  Martin,  of  Ber- 
lin, belongs  the  credit  of  inventing  this  operation. 

Before  opening  the  abdomen  the  danger  of  septic  infection 
from  the  uterine  cavity  must  be  minimized  as  far  as  possible 
by  carrying  out  the  most  thorough  prophylactic  measures. 
For  several  days  beforehand  the  patient  should  be  given  daily 
douches  of  a  saturated  solution  of  boric  acid,  the  nozzle  being 
carried  as  far  as  possible  up  into  the  uterine  cavity.     Just 
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l^efore  the  op»eration  the  v^'^^^  ^^  thoroughly  cleansed  and  the 
uterine  cavit/  irrigated  \yi'^  ^  ^^®  P®^  ^^^^  solution  of  creolin 
and  then  packed  with  ^doforinized  or   sterilized  gauze.     By 
these  means  w&  can  U  ^  great  extent  prevent  the  escape  of  any 
uterine  secretions  over  the  wound  surface  and  into  the  perito- 
neal cavity  whfn   the   uterus  is  opened  from  above.     When 
th(3re  is  much  discharge  from  the  uterus  it  may  be  better  to 
deiay  the  operation  until  its  character  has   been  changed  by 
doiich-^*  and  drainage.     In  this  last  class  of  cases,  when  an 
imL>?i'ediate  operation  is  imperative,  the  risks  accompanying  an 
•a^nputation  of  the  uterus  or  a  complete  hysterectomy  will  be 
''!ess  than  those  incurred  in  performing  Martin's  operation. 
Martin's  operation  is   a  bloodless    one.     The  steps    are  as 
-*  follows: 

J       1.  The  vagina  and  uterine  cavity  are  disinfected  and  packed 
with  gauze. 

2.  The  abdomen  is  opened. 

3.  The  uterus  is  lifted  out  and  laid  on  a  gauze  napkin. 

4.  A  rubber  ligature  is  passed  round  the  uterus,  close  to  the 
•cervix,  to  control  hemorrhage. 

5.  The  uterine  cavity  is  opened  and  the  tumor  is  shelled  out. 

6.  The  uterine  wound  is  brought  together  by  sutures  and  the 
uterus  is  returned  into  the  abdominal  cavity. 

7.  The  abdominal  incision  is  closed. 
The  first  incision  is  made  in  the  linea  alba,  just  large  enough 

to  permit  of  the  uterus  being  drawn  out  through  it.  A  stout 
pad  is  placed  ready  for  the  uterus  to  rest  upon,  and  pieces  of 
sterilized  gauze  are  packed  closely  around  its  lower  wall  and 
well  down  into  the  incision.  A  provisional  ligature  is  placed 
around  the  uterus,  at  the  junction  of  the  body  with  the  cervix, 
and  tied  whenever  the  opening  of  the  uterus  gives  rise  to  any 
■considerable  amount  of  hemorrhage.  The  incision  into  the 
uterus  is  made,  as  a  rule,  in  the  long  axis  of  the  anterior  wall, 
and  may  sometimes  extend  from  a  point  just  below  the  fundus 
•down  to  the  internal  os  where  the  peritoneum  leaves  the  blad- 
der and  passes  over  to  the  anterior  surface  of  the  uterus.  In 
making  our  incision  we  should  seek  to  avoid  the  pedicle.  It  is 
sometimes  possible  to  determine  its  position  by  palpation  and 
b}^  trying  to  slide  the  wall  of  the  uterus  over  the  tumor.  Two 
or  three  sweeping  strokes  with  a  sharp  knife  will  lay  the  uterus 
•open  from  top  to  bottom.  The  gauze  in  the  cavity  of  the 
uterus  is  then  withdrawn  by  means  of  forceps,  and,  a  large 
piece  of  fresh  sterilized  gauze  having  been  packed  in  so  that 
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it  protects  the  margins  of  the  incisit    ^\^q  operator,  holding  in 
his  hand  a  piece  of  sterilized  gauze, -rrasps  thfj  tumor   and, 
twisting  it,  peels  it  from  its  base.     The  "-.umor  and  its  contents 
should  never  be  allowed  to  come  in  conta-t  with  the  edges  of 
the  abdominal  incision .     If  the  tumor  is  pedunculated  the  pedi- 
cle should  be  cut  through  at  a  point  several  cei^imetres  distant 
from  the  uterine  wall.     Active  bleeding  is  to  be  controlled  by 
ligating  the  vessels  or  by  uniting  the  lips  of  the  stump  so  that 
the  raw  surfaces  are  compressed.     The  incision  is  clc^d  by 
means  of  silk  sutures  inserted  about  one  centimetre  apart  'P-^^ 
placed  about  one  centimetre  from  the  margin  of  the  incision^- 
They  are   to  be  carried  down  to,  but  not  into,   the  mucosa. 
The  sutures  should  be  drawn  tight  enough  to  bring  the  mar- 
gins of  the  wound  snugly  together  and  at  the  same  time  to 
stop  the  bleeding  and  thus  exercise  a  double  function.     Stran- 
gulation of  the  tissues  should  be  avoided.     A  few  superficial 
sutures  passed  to  the  depth  of  five  or  six  millimetres  may  be 
employed  to  complete  approximation. 

If  infected  material  has  been  carefully  excluded  the  abdomi- 
nal cavity  will  require  no  cleansing.  The  cloths  supporting 
the  uterus  are  now  removed,  and  the  organ  is  replaced  in  the 
pelvic  cavity  in  a  position  of  pronounced  anteflexion.  By  this 
means  the  intestines  are  prevented  from  coming  in  contact 
with  the  uterine  wound.  In  these  operations  the  Trendelen- 
burg position  is  often  employed.  Before  the  abdominal  incision 
is  closed  the  buttocks  of  the  patient  are  lowered  and  careful 
search  is  made  for  any  bleeding  points  which  need  to  be  secured. 
The  abdominal  cavity  is  then  closed,  and  the  after-treatment  is 
similar  to  that  of  any  other  abdominal  section. 


THE  SURGICAL  TECHNIQUE  OF   OPERATIONS  FOR  PUS  IN 

THE   PELVIS. 


BY 

I.  S.  STONE,  M.D., 
Washington,  D.  C. 


The  writer  herewith  presents  the  following  description  of 
the  method  used  by  himself  in  accomplishing  the  removal  of 
diseased  uterine  adnexa.  He  also  desires  to  call  attention  to 
what  he  believes  will  ultimately  prove  the  correct  treatment 
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of  acute  salpingitis — namely,  the  thorough  irrigation  of  the 
tube  and  its  return  to  the  pelvic  cavity  without  loss  of  either 
tube  or  ovary. 

As  a  preliminary  to  the  description  of  the  technique  used  by 
the  writer,  he  asks  pardon  for  an  allusion  to  his  statistical 
tables,  which  have  been  published  for  the  most  part  soon  after 
the  completion  of  each  series.  In  his  early  work  a  mortality 
of  fifteen  per  cent  showed  conclusively  the  necessity  for  greater 
skill  as  well  as  improved  technique.  With  each  year  has  come 
lessened  fatality,  the  last  report  showing  three  per  cent. '  In  the 
last  series  no  death  has  resulted  after  a  completed  abdominal 
operation  for  the  relief  of  pelvic  suppuration. 

This  brings  me  to  the  consideration  of  a  most  important 
branch  of  my  subject— namely,  why  this  marked  improve- 
ment? The  mortality  was  higher  in  the  early  cases  than  it 
should  have  been.  In  one  series  of  twenty-five  cases  of  large 
pelvic  abscess,  in  which  the  pus  sacs^  were  carefully  although 
radically  extirpated,  a  mortality  of  twenty-five  per  cent '  re- 
sulted (these  cases  were  reported  at  that  time).  This  mortality 
was  far  too  high,  and  grave  doubts  were  entertained  as  to  the 
propriety  of  such  radical  work.  Our  teaching  had  been,  previ- 
ous to  this  time  (1893),  in  favor  of  ultimate  or  absolute  radi- 
calism. We  must  take  any  pus  case,  no  matter  how  seriously 
ill  the  patient  may  be  or  how  extensive  the  disease,  open  her 
abdomen,  and  radically  and  unhesitatingly  remove  everj-  ves- 
tige of  pus  tube  or  ovary  and  complete  the  separation  of  adherent 
bowel  surfaces.  If  the  bowel  be  torn  in  one  or  many  places  it 
must  be  repaired,  the  abdomen  flushed,  and  drainage  used. 
This  radical  work  must  be  done  through  a  very  small  incision, 
sight  not  to  be  used,  only  the  tips  of  the  fingers.  The  injury 
to  the  intestines,  great  or  small,  was  not  to  be  seen  or  known 
until  after  the  pus  sacs  were  removed,  when  the  rents  could  be 
sutured  and  the  toilet  of  the  peritoneum  completed,  including 
flushing  and  the  placing  of  one  or  more  glass  drain  tubes.  If 
the  patient  could  be  taken  from  the  table  with  a  pulse  which 
could  be  counted,  we  were  taught  that  she  should  recover. 
The  pus  in  all  cases  was  considered  infectious  and  dangerous, 
and  the  sole  guard  and  shield  from  danger  lay  in  washing  out 

'  Virginia  Medical  Semi-Monthly,  June  loth,  1897. 

'■*  About  fifty  per  cent  of  my  cases  are  so-called  pus  cases. 

3  Since  the  adoption  of  the  present  technique  a  series  of  one  hundred  and 
fifty  celiotomies  shows  three  deaths,  or  two  per  cent.  Neither  of  these 
was  a  pus  case. 
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this  more  or  less  infectious  material  by  the  liberal  use  of  water. 
If  the  patient  did  not  die  of  shock,  or  did  not  have  peritonitis, 
it  was  because  the  flushing  was  efficiently  performed.  If  the 
wound  was  infected  during  the  operation,  it  was  thought  to 
be  due  to  either  dirty  suture  material  ("stitch-hole  abscess") 
or  because  sufficient  water  was  not  used  to  remove  the  pus. 
Still  another  feature  of  this  method  deserves  mention.  The 
operator's  fingers  were  dabbling  in  pus,  generally  from  start  to 
finish;  not  only  bathed  with  pus,  but  by  pressure,  possibly  with 
severe  force  (which  is  often  necessary  in  separating  adhesions), 
macerating  and  kneading  the  surgeon's  finger  tips  in  a  puddle 
of  possibly  infectious  material,  greatly  increasing  the  danger 
of  infection  to  which  the  surgeon  is  exposed. 

After  a  sufficient  experience  with  the  method  above  described, 
the  writer  was,  in  common  with  many  other  surgeons,  made 
acquainted  with  the  results  of  bacteriological  examinations 
of  pus  removed  with  adnexa  for  long-standing  suppurative 
disease.  Nearly  all  of  this  was  found  sterile.  Again,  it  was 
found,  by  examination  of  pus  resulting  from  a  recent  attack  of 
gonorrhea,  that  the  gonococcus  was  actually  present.  Then  in 
cases  of  acute  pelvic  and  general  peritonitis  the  staphylococcus 
and  streptococcus  pyogenes,  or  perhaps  both,  were  found .  From 
this  time  it  was  comparatively  easy  to  say,  while  operating, 
that  a  pus  tube  with  adhesions  easily  separated,  of  pale  appear- 
ance, which  rarely  endangers  the  continuity  of  the  bowel,  was  a 
result  of  gonorrhea.  If  the  adnexa  were  perhaps  not  so  greatlj'' 
distended  with  pus,  but  with  darker  color,  were  friable,  with 
much  peritonitis  (although  confined  to  the  pelvis)  and  very 
dangerous  involvement  of  intestinal  wall,  and,  lastly,  in  a  very 
ill  patient,  we  would  usually  find  one  of  the  severer  forms  of 
infection  present.  A  careful  consideration  of  all  these  impor- 
tant facts  led  the  writer  to  call  a  halt  in  his  method,  and  to 
radically  and  forever  change  from  them  to  those  in  accord  with 
modern  research,  and  which  have  thus  far  been  found  emi- 
nently satisfactory.  It  may  be  seen  by  reference  to  my  1896 
series '  that  the  latter  half,  fifty  operations,  was  without  mor- 
tality. This  result  is  entirely  due  to  the  adoption  of  the  present 
technique. 

At  the  Atlanta  session  of  the  American  Medical  Association, 
1806,  the  writer  read  a  brief  paper  entitled  "How  to  Remove 
Pus  Tubes  without  Rupture."  This  paper  was  a  result  of 
several   months'    successful    experience   with    this  technique. 

'  See  Virginia  iMedical  Monthly. 
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The  writer  exhibited  in  the  Section  on  Obstetrics  and  Diseases 
of  Women  a  huge  pus  tube,  removed  without  rupture  and  still 
intact,  fourteen  inches  long  on  its  greater  curvature  and  eight 
and  three-quarter  inches  in  circumference.  The  specimen  was 
opened  before  the  Section  and  contained  more  than  a  pint  of 
pus.  In  the  present  paper,  after  an  additional  yearns  expe- 
rience, the  views  formerly  enunciated  will  be  in  the  main 
repeated  and  the  results  given  to  add  weight  to  former  asser- 
tions. 

Technique. — Given  a  patient  in  suflBciently  good  condition 
io  bear  an  operation  of  one  hour  in  duration,  who  has  a  clinical 
histor}'  and  symptoms  enabling  us  to  make  a  diagnosis  of 
pyosalpinx  and  ovarian  abscess,  single  or  double.  The  uterus 
is  fixed,  the  whole  pelvis  filled,  not,  as  some  say, with  "exudate," 
but  with  tubes  and  probably  ovaries  converted  into  pus  sacs 
and  held  firmly  by  adhesions  to  uterine  ligaments,  abdominal 
-and  pelvic  walls,  and  perhaps  intestine,  omentum,  and  me- 
sentery. The  abdomen  is  opened  at  once  by  an  incision  four 
•or  five  inches  in  length  between  the  umbilicus  and  pubes. 
Omental  adhesions,  if  present,  are  tied  off,  and,  if  possible,  im- 
mediately separated  and  fragments  removed,  although  this  is 
often  at  first  impossible.  The  next  step  is  to  find  one  of  the 
uterine  cornua,  not  merely  as  a  landmark,  but  in  order  to 
clamp  the  tube  and  broad  ligament  as  closely  to  it  as  possible, 
and  at  once  prevent  any  or  all  hemorrhage  during  the  subse- 
•quent  steps  of  the  operation.  The  ovarian  arteries  are,  if  easily 
seen  or  located,  also  clamped  or  tied.  It  may  be  seen  that  the 
purpose  in  view  thus  far  is  to  save  every  possible  drop  of  blood. 
Formerly  a  few  ounces  of  blood  lost  during  these  operations 
was  thought  of  but  little  importance,  but  we  are  no  longer  of 
this  opinion.  If  intestinal  adhesions  have  rendered  access  to 
the  uterine  cornua  difficult,  they  must  be  overcome  and  sepa- 
ration completed  far  enough  to  permit  inspection  of  the  under- 
laying tube  and  ovary,  or  at  least  the  upper  portions  thereof. 
The  tube  is  cut  just  outside  the  clamp  nearest  the  uterus,  and 
separated  throughout  its  entire  length  from  the  mesosalpinx, 
which,  of  course,  means  section  of  the  upper  border  of  the 
broad  ligament.  It  is  generally  possible  to  insert  the  finger 
between  the  ovary  and  uterus  first,  then  to  separate  tube  and 
ovary  from  the  broad  ligament.  The  fimbria  attaches  itself 
to  the  ovary  most  frequently  on  the  outer  side,  and  rupture  of 
the  pus  sac  is  known  to  occur  here  in  most  instances;  therefore 
the  specimen  must  be  carefully  handled  to  avoid  rupture  at 
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this  point.  Quite  often  rupture  unnecessarily  occurs  deep- 
down  behind  the  uterus,  when  the  surgeon  fears  penetration  of 
the  bowel.  The  plan  of  separating  the  anterior  surface  first 
works  especially  well  when  the  tube  or  ovary  is  known  to  be 
very  firmly  attached  to  the  bowel,  and  every  care  must  be 
exercised  to  avoid  a  rent  of  the  intestine.  It  is  a  pleasant  sur- 
prise, to  those  who  first  try  this  plan,  to  see  how  much  more 
room  is  made  for  manipulation  and  how  readily  the  specimen 
comes  up.  It  is  better  to  use  vision,  to  take  more  time,  and  to  ■ 
attack  these  distended  tubes  and  ovaries  from  every  or  any 
point  of  vantage,  rather  than  be  obliged  to  close  a  tear  in  any 
portion  of  intestine.  The  writer  asserts  that  every  tear  of  the 
bowel  in  these  operations  is  a  mistake  or  a  misfortune  and 
should  be  prevented.  He  does  not  say  that  communications 
do  not  already  exist  between  abscess  and  bowel,  for  he  has 
found  and  closed  these  openings;  nor  does  he  say  the  bowel  is 
not  so  necrotic  at  times  as  to  require  immediate  repair.  But 
one  does  not  make  such  a  rent — it  is  already  existing;  and, 
moreover,  he  should  see  and  knoiv  just  ivhat  he  is  doing 
when  he  is  enucleating  such  a  specimen.  It  should  be  set 
down  as  an  error  when  the  surgeon  tears  into  comparatively 
healthy  bowel.  Of  course  the  peritoneal  coat  is  often  injured 
and  requires  repair;  but  reference  here  is  made  to  complete 
tears  into  the  lumen  of  the  intestine.  The  writer  says  this 
after  due  consideration,  as  he  has  in  no  case  torn  the  bowel 
since  he  has  had  proper  experience  in  this  kind  of  surgery.  If 
the  pus  sac  or  sacs  rupture,  all  pus  is  caught  by  sponges  as  it 
escapes;  but  the  sac  should  not  be  allowed  to  become  entirely 
emptied,  as  enucleation  is  far  easier  before  the  sac  has  com- 
pletely collapsed.  For  instance,  a  collapsed  sac  might  easily 
be  mistaken  for  the  intestine,  or  at  least  it  would  be  more  diffi- 
cult to  find  the  line  of  division  between  the  two.  The  pus,  if 
allowed  to  escape  slowly,  can  easily  be  caught;  it  should  never 
be  allowed  to  spread  over  much  extent  of  surface,  and  sponges 
should  be  removed  before  they  become  saturated  with  pus. 
The  specimen  having  been  removed,  a  careful  search  is  made 
for  bleeding  points  which  may  have  previously  escaped  detec- 
tion. These  may  be  tied  with  fine  silk  or  formalin  catgut. 
One  or  more  deep  sutures  are  placed  under  the  uterine  artery 
below  the  cornu.  The  cornu  is  invariably  exsected,  the 
greatest  care  being  taken  to  approximate  and  invert  the  peri- 
toneal surfaces  of  the  incisions,  so  that  the  uterus,  if  allowed 
to  remain,  will  be  permanently  closed,  that  no  further  infection 
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may  enter  into  the  pehns  through  this  route.  After  the  exsec- 
tion  of  the  cornu,  the  excised  broad  hgament  is  closed  along 
its  upper  border  by  a  continuous  suture  of  silk  or  catgut  (of 
small  size,  No.  1 — never  larger).  Silk  is  quite  satisfactory 
and  may  be  used  in  unlimited  quantity  if  pus  has  not  escaped 
and  rendered  infection  possible.  The  writer  rarely  places 
separate  ligatures  on  the  ovarian  artery,  but  includes  it  in  the 
suture  of  the  broad  ligament.  Each  bleeding  point  having 
been  clamped,  we  sometimes  have  three  or  four  forceps  in  situ 
after  cutting  away  the  specimen.  The  operator  can  use  sepa- 
rate sutures,  which  are  always  to  be  placed  by  the  small  curved 
needle  with  holder,  which  must  not  be  tied  over  the  end  of  an 
artery  forceps.  This  treatment  of  all  possible  bleeding  vessels 
insures  against  hemorrhage.  It  is  absolutely  impossible  for 
hemorrhage  to  occur,  as  the  vessels  are  all  sutured  and  are 
not  ligated  en  masse.  The  writer  has  never  lost  a  case  from 
hemorrhage  a  result  of  slipping  of  a  ligature.  The  experience 
of  other  men  is  sufficient  to  satisfy  his  ambition  in  this  direc- 
tion, for  unfortunately  the  accident  is  not  an  infrequent  one. 
He  never  uses  en  masse  ligatures,  and  there  is  no  possible  dan- 
ger of  hemorrhage  if  the  technique  is  used  as  above  described. 
In  addition  to  the  above  steps,  the  uterus  may  be  sutured  to 
the  lower  third  of  the  incision.  In  every  one  of  the  cases  thus 
treated  the  patients  have  not  only  recovered,  but  have  had  no 
untoward  symptoms  during  their  convalescence.  The  uterus 
cannot  drop  down  upon  the  rectum  or  adjacent  bowel  and  by 
pressure  interfere  with  peristalsis  or  with  the  exit  of  fluid,  gas, 
or  fecal  matter  from  the  large  bowel.  By  close  inspection  we 
can  always  suture  bleeding  points  in  order  that  we  may  do 
away  with  all  forms  of  drainage.  It  is  better  to  use  a  table 
which  permits  the  Trendelenburg  posture,  which,  in  the  ab- 
sence of  strong  light  from  above,  is  almost  indispensable.  A& 
previously  mentioned,  the  uterus  may  be  removed  in  addition 
to  the  above  course,  and  in  some  cases  such  a  course  is 
demanded.  Bat  the  writer  is  fully  convinced  that  the  tech- 
nique herewith  mentioned  will  permit  us  to  leave  a  large  num- 
ber of  uteri  which  otherwise  should  be  removed.  Several 
cases  have  come  under  observation  in  which  the  ligature  used 
at  the  cornu  has  cut  through  the  tube,  becoming  infected  in 
transit,  and  forming  an  abscess  which  necessitated  another 
operation  for  its  relief,  or  for  the  removal  of  the  silk  which  per- 
petuated a  sinus.  Some  scepticism  may  exist  in  the  minds  of 
surgeons  as  to  the  propriety  of  this  method,  especially  in  not 
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using  drainage  in  acute  cases.  I  am  prepared  to  show,  by 
incontestable  proof  in  the  records  of  Columbia  Hospital,  that 
acute  cases  form  no  exception  to  the  rule,  unless  rupture  has 
occurred  before  operation  and  free  pus  is  seen  at  large  within 
the  abdomen. 

Miss  M.  had  an  acute  attack  of  pain  in  right  side  in  region  of 
ovary,  for  which  she  was  treated  for  appendicitis.  She  was 
sent  to  the  hospital  in  about  one  week  after  the  inception  of  the 
attack.  The  symptoms  of  pelvic  peritonitis  were  unmistak- 
able and  typical.  Although  her  condition  was  quite  unsatis- 
factory, she  was  operated  on,  January  13th,  by  the  abdominal 
route.  Extensive  acute  peritonitis  present,  a  result  of  pyosal- 
pingitis  and  ovaritis;  a  large  quantity  of  serum  was  sponged 
out:  abundant  flakes  of  recent,  diphtheritic-looking  lymph  re- 
moved from  intestinal  surfaces,  and  numerous  and  formidable 
adhesions  existed  everywhere.  The  distended  Fallopian  tubes 
and  ovaries  were  carefully  removed  without  permitting  much 
of  the  pus  to  escape.  The  pelvis  was  carefully  sponged  out 
and  no  flushing  or  drainage  used  The  appendix  was  not  at 
fault,  hence  was  not  removed.  This  patient's  history  showed 
conclusively  that  she  had  undergone  an  attack  of  fresh  recent 
infection  engrafted  upon  a  former  chronic  condition.  Her 
recovery  was  prompt  and  satisfactory. 

The  bacteriological  examination  in  this  case  showed  abundant 
growth  of  the  staphylococcus  pyogenes,  and  it  is  probable  that 
the  gonococcus  was  also  present,  although  I  am  uncertain  as  to 
this. 

This  patient's  prompt  recovery  illustrates  the  very  great  ad- 
vance in  the  present  over  the  former  method.  If  she  had  been 
"  flushed  and  drained  "  her  recovery  would  have  been  attributed 
solely  to  that  expedient.  Several  other  cases  could  be  men- 
tioned in  support  of  these  conclusions. 

Perfect  candor  impels  me  to  say  that  I  have  not  found  one 
of  these  cases  due  to  streptococcus  infection,  and  this  leads  me 
to  speak  of  the  importance  of  a  clinical  distinction  between  cases 
requiring  operation.  In  a  very  small  proportion  of  cases  should 
a  celiotomy  be  done  if  there  is  a  probability  of  streptococcus 
invasion  of  the  peritoneum.  When  we  reach  these  cases  they 
are  often  beyond  the  reach  of  help  from  operations  having  in 
view  the  radical  treatment  of  pus  collections  from  within  the 
abdomen.  The  writer  is  convinced  that  these  patients  are  vic- 
tims of  infection  extending  beyond  the  tubes  and  ovaries,  and 
to  attempt  an  operation  possibly  requiring  an  hour  or  more  for 
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its  completion  is  hazardous,  and  moreover  deprives  the  patient 
of  other  and  safer  methods  of  treatment.  We  must,  therefore, 
expect  a  mortaHty  far  too  high  for  justification  if  we  insist 
upon  subjecting  every  patient  to  ceHotomy  under  all  circum- 
stances, without  careful  consideration  of  all  the  causes  of  her 
disease,  as  well  as  thorough  investigation  of  the  nature  and 
extent  of  the  local  mischief. 

A  thorough  comprehension  of  the  effect  of  a  given  local  con- 
dition upon  the  patient  is  of  prime  importance,  and  we  will  find 
all  operators  coming  to  grief  and  constantly  adding  to  their 
mortality  list  who  fail  to  recognize  the  importance  of  this 
course. 

Consequently  in  a  certain  proportion  of  cases  the  writer  has 
adopted  the  expedient  of  performing  a  vaginal  hysterectomy 
or,  in  other  cases,  a  vaginal  puncture.  In  the  past  year  the 
author  has  not  practised  vaginal  puncture  more  than  three 
times.  In  a  few  others  he  has  cut  down  upon  a  large  acute 
abscess  through  the  abdominal  wall,  sutured  the  peritoneum  to 
the  sac,  punctured  the  sac,  irrigated  and  drained  the  same,  and 
thus  saved  the  patients,  when  any  radical  operation  would 
almost  surely  have  failed. 

In  only  two  cases  in  my  entire  experience  has  a  patient  been 
lost  after  treatment  by  vaginal  puncture.  One  of  these  had  the 
usual  symptoms  of  pelvic  abscess,  and  had  two  punctures  with- 
out much  benefit,  although  at  each  sitting  a  large  amount  of 
pus  was  discharged.  Finally  an  exploratory  abdominal  opera- 
tion was  done,  which  disclosed  such  extensive  disease  as  to 
demand  an  immediate  closure  of  the  wound.  Pus  had  extended 
under  the  peritoneum  far  above  the  pelvis,  nearly  or  quite  to 
the  liver.  She  died  in  less  than  two  days,  of  shock  following 
this  exploratory  operation.  The  other  case  had,  like  the  above, 
been  sick  for  many  months,  and  a  very  large  amount  of  pus 
was  discharged  under  anesthesia  soon  after  she  came  into  the 
hospital.  This  simple  operation  or  the  necessary  anesthesia 
hastened  her  death,  which  occurred  in  less  than  twenty-four 
hours.  It  would  have  been  better  not  to  have  given  this  pa- 
tient anesthesia.  Surely  any  man  would  have  been  bold  who 
would  recommend  a  celiotomy  in  such  a  case.  At  the  autopsy 
no  cause  could  be  found  to  account  for  her  death  other  than 
shock,  save  the  extensive  suppuration  mentioned. 

The  writer  has  found  in  vaginal  hysterectomy  a  valuable  ex- 
pedient in  certain  cases  where  an  abdominal  operation  had  been 
badly  done  through  accident,  or  for  want  of  skill,  or  lack  of 
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time  for  thorough  work,  where  some  remnant  of  tube  or  ovary- 
remained,  or  when  an  abdominal  fecal  fistula  continued  to 
harass  the  patient.  There  are  also  some  pus  cases  which  he 
subjects  to  vaginal  hysterectomy',  and  which  permit  radical 
work  from  below,  which  probably  would  be  fatal  if  operated 
through  the  abdomen. 

Although  he  is  thoroughly  aware  of  the  excellent  results 
attained  by  many  surgeons,  he  is  strongly  against  the  almost 
invariable  preliminary  hj'^sterectomy,  which  absolutely  inter- 
dicts any  conservative  surgery  of  the  adnexa.  This  practice 
will  never  obtain  where  surgeons  get  almost  absolutely  perfect 
results  by  the  abdominal  route,  and  its  inception  and  extensive 
practice  is  largely  favored  by  unfortunate  results  by  celiotomy. 

Technique  of  Conservative  Operations  upon  the  Uterine 
Adnexa.  —  By  a  conservative  operation  we  may  hope  to  pre- 
serve functionating  organs  in  certain  instances.  No  higher 
degree  of  skill  can  be  attained  than  that  required  in  the  exer- 
cise of  the  faculty  of  quick  perception  and  faultless  decision 
necessary  during  an  operation  which  may  not  only  conserve 
the  patient's  life,  but  involves  her  moral,  mental,  and  physical 
happiness. 

It  is  possible  in  many  cases  to  remove  both  ovaries  and  tubes, 
and  in  so  doing  to  give  the  patient  a  chance  for  almost  certain 
recovery,  so  far  as  her  life  is  concerned,  which  we  admit  is  of 
prime  importance  and  a  first  duty.  But  there  has  come  to  all 
surgeons,  perhaps,  as  to  the  author  of  this  paper,  an  appeal  for 
a  preservation  of  these  characteristic  organs,  especially  in 
3'oung  women,  even  after  dangerous  infection  has  occurred. 
With  the  lessons  learned  from  observation  of  the  spread  of 
infection,  we  have  seen  that  beneficent  effort  of  Nature,  the 
limitation  of  inflammation  by  adhesions,  and,  looking  still 
deeper,  we  see  the  limited  life  of  microbes  and  their  antagonism 
by  the  phagocytes.  Having  in  mind  that  a  complete  steriliza- 
tion of  the  entire  mucous  lining  of  the  generative  tract  is  de- 
sirable, the  writer,  perhaps  four  years  ago,  practised  in  some 
instances  the  following  method  of  cleansing  the  uterine  cornu 
and  adjoining  stump  of  Fallopian  tube,  which  method  is  men- 
tioned here  as  preliminary  to  a  later  attempt  to  save  the  whole 
tube  intact.  Obviously  only  recent  cases  are  mentioned,  as  the 
old  or  chronic  cases  are  generally  beyond  hope  of  restoration. 

During  a  salpingo-oophorectomy  for  pus  tubes,  etc.,  an  as- 
sistant was  instructed  to  insert  the  nozzle  of  a  syringe  in  the 
cervix  uteri  and  to  force  a  solution  of  carbolic  acid  through  the 
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•cofnua  and  divided  Fallopian  tubes.  A  minute  stream  of  this 
fluid  was  thus  thrown  for  some  minutes  out  on  a  sponge.  This 
•experiment  was  attempted  because  the  writer  had  lost  a  case 
from  adhesion  of  a  loop  of  intestine  to  an  infected  stump  at  the 
cornu,  and  in  this  manner  he  hoped  to  render  this  portion  of 
the  stump  aseptic.  Other  operators  have  suggested  the  use  of 
strong  carbolic  acid  to  cauterize  the  stump,  but  all  of  these 
■expedients  permit  a  portion  of  the  tube  under  the  ligature  and 
within  the  cornu  to  remain  infectious.  As  elsewhere  men- 
tioned, this  often  extends  to  the  ligature  and  remains  to  annoy, 
if  not  endanger  the  life  of  the  woman.  Therefore  the  practice 
of  flushing  the  cornu  was  tried,  and  this  led  promptly  to  in- 
variable excision. 

Now  for  the  lesson  of  the  present  expedient  as  applied  to 
•acute  cases  where  the  woman  has,  for  instance,  had  a  generous 
dose  of  gonococci,  administered  perhaps  a  few  weeks  before, 
and  pelvic  peritonitis  demands  immediate  operation. 

Case. — Miss  ,   age  23,  has  been  infected  by  her  lover 

before  marriage.  She  has  been  sick  in  bed  for  two  weeks.  In- 
tense pelvic  pain  in  lower  abdomen,  and  all  the  classic  symp- 
toms of  acute  pelvic  peritonitis,  which  was  at  first  thought  to 
be  due  to  appendicitis.  Examination  shows  acute  gonorrheal 
vaginitis,  for  which  she  has  Churchiirs  iodine  thoroughly 
applied  over  the  entire  vaginal  surface  and  within  the  cervix. 
Douches  are  ordered  and  rapid  preparation  made  for  celiotomy. 
Her  condition  demands  rapid  work.  The  right  side,  tube  and 
ovary  matted  together  by  lymph  and  the  former  filled  with 
pus;  both  removed  without  question.  Her  left  side  not  so  much 
involved  and  evidently  infected  since  the  right.  Creamy  pus 
milked  from  the  distal  extremity  of  the  tube,  which  contained 
gonococci.  The  tube  is  carefully  washed  out  with  mercury 
bichloride  solution  and  as  much  as  possible  thrown  into  the 
uterus  through  the  cornua.  The  pelvis  was  carefully  cleaned 
out  with  wet  sponges,  the  abdomen  closed  without  drainage, 
notwithstanding  the  presence  of  acute  pelvic  peritonitis,  as 
above  stated.  The  patient  had  severe  shock  during  the  follow- 
ing night  and  narrowly  escaped  death.  She  promptly  recov- 
ered after  this  and  is  now  well,  after  an  interval  of  nearly  one 
year.  To  complete  the  chain  of  interesting  circumstances,  the 
"  lover  "  of  this  girl  came  to  me  for  treatment  and  confessed  his 
guilt  and  responsibility  for  the  girl's  illness.  Here  we  have  an 
illustration  of  what  may  be  done  when  we  have  gonorrheal  in- 
fection, but  I  do  not  know  what  the  result  might  have  been  in 
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a  case  of  mixed  infection  or  if  any  more  dangerous  form  of  in- 
fection had  been  present.  This  girl  would  not  have  withstood 
much  more  surgery,  as  she  was  in  a  very  critical  condition  be- 
fore operation.  There  is  at  least  a  strong  degree  of  probability 
that  she  would  not  have  survived  the  additional  shock  induced 
by  a  removal  of  the  other  tube  and  ovary.  But  a  most  impor- 
tant fact  remains — namely,  she  would  have  had  a  hysterectomy 
done  bj'  either  a  vaginal  or  an  abdominal  hj^sterectomist,  had 
she  fallen  into  their  hands. ' 

These  remarks  upon  sterilization  of  the  mucous  lining  of  the 
generative  tract  are  made  with  the  full  knowledge  of  the  well- 
known  powers  of  penetration  of  micro-organisms.  Some  may 
say  that  it  is  useless  to  wash  out  an  infected  uterine  or  tubal 
mucosa.  I  leave  the  above  cases  and  the  facts  they  teach  to  in 
some  degree  establish  or  confirm  what  every  surgeon  knows, 
that  the  tissues  provide  for  and  remove  what  may  be  called 
'  ■  microbal  penetration  "  after  the  chief  supply  or  source  is  re- 
moved. It  is  probable  that  in  many  cases  of  septicemia  the 
high  temperature  continuing  after  operation  is  due,  not  to  pto- 
maine poisoning  alone,  but  to  some  microbic  extension  beyond 
the  mucous  or  serous  surfaces  involved. 

Further  consideration  of  these  interesting,  not  to  say  impor- 
tant, operations,  having  in  view  the  preservation  of  organs 
having  undergone  persistent  or  repeated  attacks  of  infection, 
must  be  omitted,  as  this  paper  has  already  exceeded  the  limit 
intended.  The  manner  of  closing  the  wound,  the  materials 
used,  and  other  minor  matters  must  be  left  without  mention, 
although  not  the  least  important,  as  the  patient's  final  comfort 
and  happiness  are  often  quite  as  much  endangered  by  an  un- 
sightly scar  or  a  ventral  hernia  as  by  real  pain  or  other  incon- 
venience. 

Resume  of  Results. — A  comparison  of  the  charts  of  the  pa- 
tients subjected  to  celiotomy  after  the  method  described,  and 
who  have  not  had  flushing  and  drainage,  compares  very  favor- 
ably with  those  who  have  been  drained.  If  there  is  any  dif- 
ference it  is  in  favor  of  the  present  method,  not  to  speak  of 
the  many  disadvantages  of  the  former  plan.  After  a  systematic 
examination  of  patients  just  before  leaving  the  hospital,  both 
before  and  after  discontinuance  of  drainage,  I  find  in  the  latter 
a  most  striking  improvement  in  the  mobility  of  the  uterus,  less 
thickening  at  the  uterine  cornua,  or  other  evidence  of  disease 

'  Since  the  striking  result  achieved  in  this  case  it  has  become  my  habit 
to  wash  all  suspected  tubes  which  are  allowed  to  remain. 
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remaining,  all  of  which  is  due  to  improvement  in  technique  in 
general,  and  not  to  the  ehmination  of  the  drainage  tube  alone. 
It  is  highly  probable  that  the  peritoneum  resents  the  contact  of 
infectious  pus  even  for  a  short  time,  and  the  consequence  is 
shown  in  the  formation  of  adhesions. 

As  we  now  permit  but  limited  contact  of  pus,  or  lessened 
soiling  of  the  peritoneum  with  pus,  so  do  we  have  less  exten- 
sive adhesions,  or,  as  we  should  say,  there  is  less  resultant 
localized  peritonitis. 

By  dispensing  with  all  forms  of  drainage,  and  also  with  the 
use  of  through-and-through  sutures,  we  have  less  anxiety  as 
to  the  after-treatment  and  fewer  unsightly  scars  remaining. 
Patients  are  not  even  worried  about  the  removal  of  sutures. 
In  none  of  these  cases  have  I  had  obstruction  of  the  bowel  from 
adhesions,  or  peritonitis,  and  the  prompt  recovery  from  opera- 
tions for  pus  has  become  as  completely  satisfactory  as  in  those 
operations  in  which  there  is  no  inflammatory  mischief  within 
the  peritoneal  cavity. 

Finally,  we  claim  for  the  above  technique  the  following  de- 
sirable results:  The  mortality  is  lessened.  Hemorrhage  is 
prevented  during  and  subsequent  to  operation.  The  incision  is 
not  soiled,  consequently  there  is  less  wound  infection.  Flush- 
ing, irrigation,  and  drainage  are  rendered  unnecessary.  Ex- 
section  and  closure  of  the  uterine  cornua  will  prevent  future 
peritoneal  infection.  Some  infected  Fallopian  tubes  are  saved 
which  otherwise  would  be  removed. 

1449  Rhode  Island  avenue. 
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My  work  in  pelvic  and  abdominal  surgery  has  not  been 
entirely  satisfactory.  In  a  very  large  proportion  of  operations 
for  the  removal  of  abscessed  tubes  and  ovaries,  and  in  a  smaller 
percentage  of  other  pelvic  operations  requiring  celiotomy,  I 
have  deemed  it  necessary  to  resort  to  drainage  and,  in  many 

'  Read  by  title  at  the  American  Medical  Association,  Philadelphia,  Pa. 
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instances,  to  quite  extensive  packing  with  iodoform  or  sterilized 
gauze.  So  far  as  concerns  sepsis  and  hemorrhage,  the  results 
have  been  exceptionally  good,  the  mortality  being  reduced  to 
about  four  per  cent.  In  certain  cases,  however,  I  have  had 
considerable  difficulty  with  fistulous  openings  that  M-ere  a 
source  of  annoyance  and  anxiety  both  to  myself  and  my  pa- 
tients. Some  of  these  fistulse  closed  within  a  few  months  after 
the  operation,  others  in  several  years,  and  a  few  are  not  j'et 
filled  up  completely.  Ventral  hernia  has  occurred  in  my  prac- 
tice in  about  twelve  per  cent  of  cases  where  the  gauze  packing 
and  glass  tubes  were  used. 

These  accidents  have  not  been  confined  to  my  own  experi- 
ence. I  think  I  may  safely  say  that  within  the  past  five  years 
I  have  seen  from  two  to  five  examples  of  pus-discharging  open- 
ings and  perhaps  as  many  of  ventral  hernia  for  each  of  our 
prominent  celiotomists  in  Denver.  My  observations  also  prove 
that  these  mishaps  are  not  limited  to  Colorado  operators. 
Three  cases  of  abdominal  fistulse  following  celiotomy  by 
Eastern  surgeons  have  come  into  my  service  at  the  Arapahoe 
County  Hospital.  I  have  another  at  the  present  time,  operated 
on  outside  of  Colorado;  also  one  of  ventral  hernia.  I  have  had 
the  opportunit}^  of  examining  in  the  preceding  two  years  five 
patients  with  fistulous  openings  and  three  with  ventral  hernia 
ensuing  upon  abdominal  sections  performed  in  other  States  than 
Colorado.  In  short,  I  have  encountered  cases  of  this  character 
from  nearly  all  the  large  cities  except  New  York.  Whether 
the  surgeons  of  the  metropolis  are  so  fortunate  as  not  to  have 
such  complications,  or  keep  their  poor  results  at  home,  I  am  not 
prepared  to  decide.  Let  us  hope  that  the  former  supposition 
is  the  correct  one.  The  most  distressing  feature  of  these  trou- 
blesome sequelae  is  their  refractoriness  to  every  known  means 
of  cure.  Dilating  and  curetting  these  fistulous  tracts  is  rather 
a  formidable  procedure  and  is  by  no  means  alwaj-s  successful. 

I  have  performed  vaginal  hysterectomy  upon  two  cases — one 
of  my  own  and  one  operated  upon  in  the  East — and  succeeded 
in  permanently  closing  the  fistulous  tract.  Two  of  my  cases 
of  ventral  hernia  went  East  and  were  operated  on  bj^  success- 
ful surgeons.  They  returned  to  Denver  believing  themselves 
cured,  but  are  at  the  present  time  suffering  from  the  old  afflic- 
tion, which  is  somewhat  worse  than  before  the  operation.  The 
treatment  of  these  deplorable  accidents  is  not  within  the  scope 
of  this  paper,  and  I  call  attention  to  them  only  to  illustrate  the 
importance  of  avoiding  them  if  possible.     With  the  method  I 
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have  pursued  in  most  of  my  cases  of  pelvo-abdominal  surgery 
during  the  past  two  years  there  is  no  possibility  of  the  forma- 
tion of  fistulous  openings  through  the  abdominal  wall,  and  the 
danger  of  ventral  hernia  is  reduced  to  a  minimum.  In  every 
instance  when  it  seems  likel}'  that  drainage  or  gauze  packing 
will  be  required.  I  precede  the  abdominal  with  a  vaginal  sec- 
tion. This  combined  method  is  in  no  sense  original  with  my- 
self, as,  to  my  knowledge,  many  others  have  resorted  to  the 
same  plan. 

The  patient  is  placed  on  the  table  as  for  an  ordinarj'  vaginal 
operation,  and  the  abdomen  and  genitalia  are  rendered  as 
nearly  aseptic  as  possible  by  the  usual  process.  The  uterine 
cervix  is  hooked,  its  canal  mopped  out  with  sterilized  gauze 
dipped  in  bichloride  solution,  and  then  curetted.  After  gentle 
dilatation,  so  as  to  admit  a  curette  of  medium  size,  the  uterine 
cavity  is  curetted  carefully,  dried  with  sterilized  gauze,  and 
washed  out  with  a  weak  solution  of  iodinized  water  or  creolin. 
This  is  followed  by  a  sterilized  salt  solution,  and  the  cavit}^  is 
again  thoroughly  dried.  The  cervical  canal  is  packed  with  a 
bit  of  iodoform  gauze.  A  semicircular  incision  is  now  made 
posteriorly,  close  to  and  nearly  half-way  round  the  cervix,  into 
the  cul-de-sac.  If  time  permits  I  sometimes  stitch  the  perito- 
neal membrane  to  the  vagina  by  means  of  a  continuous  catgut 
suture.  Then,  with  mj'  finger,  I  proceed  to  explore  the  pelvic 
contents,  breaking  up  adhesions,  slowly  and  cautiously  sepa- 
rating the  womb  from  the  mass  on  either  side,  and  severing,  as 
far  as  practicable,  from  below  upward,  all  the  false  attach- 
ments of  the  ovaries  and  tubes,  as  the  case  may  be,  taking  care 
not  to  rupture  the  abscesses  or  cysts,  if  these  be  present.  In 
many  cases  where  simply  large  abscessed  tubes  or  ovaries  are 
found,  or  a  hydrosalpinx,  or  a  small  ovarian  cyst,  this  is  evacu- 
ated and  the  pelvic  cavitjns  washed  out  thoroughly  and  packed 
with  gauze,  no  further  procedure  being  required.  When  the 
lesions  are  more  extensive,  after  as  much  is  accomplished 
through  the  vaginal  route  as  seems  prudent,  the  wound  is  thor- 
oughly flushed  and  dried  out  with  sterilized  gauze,  with  which 
it  is  then  quite  snugly  packed  and  the  vagina  moderately  so. 

The  patient  is  now  drawn  up  on  the  table  in  the  position  for 
celiotomy.  The  incision  through  the  abdominal  wall  need  not 
ordinarily  be  more  than  two  and  one-half  inches  long,  as  the 
previous  vaginal  performance  greatly  simplifies  the  operation 
by  allowing  the  uterus  and  its  appendages  more  easily  to  be 
freed  from  adhesions  and  brought  into  view.     The   diseased 
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adnexae  are  removed,  and  the  pelvic  cavity  is  dried  in  the  usual 
wa}^,  the  gauze  below  not  being  disturbed. 

In  only  one  instance,  in  which  the  hemorrhage  was  inor- 
dinate, have  I  found  it  necessary  to  employ  abdominal  packing, 
which  was  removed  at  the  end  of  thirty-six  hours  and  the  belly 
incision  closed.  In  all  the  other  cases,  numbering  thirty-five, 
of  the  combined  operation  I  did  no  packing  through  the  ab- 
dominal wound — an  election  fully  justified  by  the  results. 

After  completing  the  work  from  above  a  moderate  quantity 
of  gauze  is  packed  into  the  pelvic  cavity  behind  the  uterus, 
and  pushed  in  more  closely  where  there  is  much  oozing.  I 
generally  utilize  iodoform  gauze  for  the  first  two  or  three  strips, 
filling  in  with  the  sterilized  variety.  The  stitches  are  now 
taken  in  the  abdominal  wound,  which  is  closed  hermetically  by 
drawing  the  sutures  firmly  and  catching  them  fast  with  for- 
ceps. The  patient  is  again  brought  down  into  the  usual  posi- 
tion for  vaginal  procedures,  the  gauze  packing  is  removed  from 
the  vagina  and  pelvic  cavity,  and  the  parts  are  once  more 
carefuU}'  cleansed  and  dried.  Fresh  iodoform  or  sterilized 
gauze  is  now  packed  well  up  into  the  pelvic  cavity  and  is 
made  to  fill  the  vagina  snugly.  A  pudendal  pad  is  next  ap- 
plied, and  is  held  in  place  by  the  nurse's  aseptic  hand  while 
the  abdominal  wound  is  reopened.  The  gauze  put  in  from 
above  is  quickly  removed,  rapid  inspection  is  made  for  hemor- 
rhage, and  the  wound  is  permanently  closed,  uniting  the  fasciae 
with  a  continuous  chromicized  catgut  suture  ordinarily,  unless 
there  is  reason  to  speedily  terminate  the  operation.  With  trained 
assistants  and  a  skilful  anesthetizer,  with  everything  in  readi- 
ness in  a  well-equipped  hospital  operating  room,  the  combined 
operation  can  be  done,  as  a  rule,  in  from  twenty-five  to  fifty 
minutes.  When  one  has  performed  the  operation  three  or  four 
times  its  duration  probably  need  not  exceed  that  of  a  simple 
celiotomy  for  the  removal  of  diseased  uterine  appendages  It 
takes  perhaps  a  minute  more  to  clean  and  dry  the  genitals, 
three  or  four  minutes  to  dilate  the  cervix  and  curette,  and  one 
or  two  minutes  for  the  vaginal  incision.  The  time  occupied  in 
separating  the  adhesions  from  below  and  putting  in  the  gauze 
packing  is  amply  compensated  for  when  the  tubes  and  ovaries 
are  about  to  be  removed  through  the  abdominal  wound. 

The  more  expert  operators — especially  the  Eastern  ones  who 
are  doing  pelvic  sections  every  day — may  not  appreciate  the 
advantage  gained  by  the  breaking  up  of  the  adhesions  from 
below,  but  in   my  own  somewhat  limited  experience  I  have 


YAGIXO-ABDOMINAL   SECTION.  309 

found  that  this  method  enables  me  to  remove  the  uterine  ap- 
pendages in  about  the  same  length  of  time  as  I  formerlj^  needed 
to  do  the  operation  entirely  from  above — a  consideration  of 
special  importance  to  us  less  adept  gynecologists  of  the  West. 
Out  of  the  thirty-five  cases  operated  on  by  me  by  the  combined 
method  I  have  had  but  one  death,  which  was  in  no  sense  at- 
tributable to  the  operation.  The  patients  suffered  rather  less 
than  former  ones.  With  a  single  exception  the  temperature 
never  rose  above  99.5°,  in  this  case  the  temperature  (reaching 
103°  on  the  fifth  day  and  normalon  the  seventh)  being  affected  by 
a  severe  cold  and  tonsillitis.  In  every  instance  the  gauze  was 
removed  on  the  third  day  and  the  vagina  flushed  with  warm 
sterilized  water  and  loosely  filled  with  aseptic  gauze  and  cov- 
ered with  a  sterilized  pad.  I  repacked  the  opening  into  the 
cul  de-sac,  as  a  rule,  not  more  than  once,  and  then  only  with  a 
small  strip  of  gauz3.  The  dressing  on  the  abdomen  may  re- 
main undisturbed  until  the  fifth  to  the  eighth  day. 

Every  possible  objection  to  the  combined  operation  is,  I 
think,  offset  by  its  advantages.  A  special  point  in  its  favor  is 
that  when  the  conditions,  as  determined  through  the  vaginal 
incision,  permit,  we  may  forego  abdominal  section  and  thus 
greatly  lessen  the  risk.  To  illustrate:  During  the  period  of  the 
above-mentioned  thirty-five  surgical  cases  I  had  no  less  than 
twenty  other  patients  in  whom  the  cul-de-sac  procedure  alone 
sufficed.  In  one  instance  I  found  a  cyst  of  the  ovary,  ruptured 
it,  irrigated,  and  put  in  gauze.  The  patient's  temperature  was 
normal  throughout  and  she  made  a  perfect  recover}'.  Another 
case  was  that  of  a  hydrosalpinx  which  I  broke  open  during 
exploration.  The  cavity  was  washed  out  carefully,  dried  and 
packed  with  gauze,  and  the  woman  recovered  without  compli- 
cations of  any  kind.  On  eleven  occasions  I  tapped  abscessed 
ovaries  or  tubes,  washed  them  out,  and  drained  through  the 
vagina.  In  one  case  I  found  an  abscessed  tube  well  down  in 
the  cul-de-sac.  It  was  evacuated, enucleated,  and  tied  off  close 
to  the  uterus  and  removed.  The  other  tube  and  both  ovaries 
were  in  good  condition.  The  patient  was  flushed  and  drained, 
and  recovered  without  any  bad  symptoms.  In  three  cases  I 
opened  into  what  was  probably  a  ruptured  tubal  pregnancy 
of  several  weeks'  standing.  The  decomposed  clots  and  other 
debris  were  thoroughly  removed  by  the  fingers  and  irrigation, 
and  the  space  was  packed  with  iodoform  gauze.  These  pa- 
tients recovered  ^vithout  a  single  bad  complication.  Finally, 
in  three  instances  I  found  no  special  lesion,  except  adhesions 
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about  a  retroverted  womb.  These  were  carefully  and  com- 
pletel}'  broken  up,  and  a  large  amount  of  gauze  packed  behind 
the  uterus,  which  had  been  pushed  forward  as  far  as  possible. 
The  convalescence  in  these  cases  was  short,  and  complete  relief 
ensued,  with  the  womb  in  a  better  position.  All  these  cases 
were  treated  successfully  b}'  means  of  a  very  simple  operation, 
whereas  abdominal  section  would  have  been  accompanied  by 
much  greater  risk,  without  as  good  results  probablj^. 

In  complete  hysterectomies  where  there  is  extensive  oozing 
and  reason  to  fear  hemorrhage,  in  one  or  two  instances  I  have 
thought  it  best  to  use  packing  from  above;  I  have  pushed  the 
gauze  well  down  into  the  opening  through  the  vault  of  the 
vau'ina,  then  filled  the  vagina  from  below.  At  the  end  of  the 
first  or  second  or  third  day,  as  deemed  best  for  the  removal  of 
the  gauze,  the  vagina  is  emptied  and  carefully  washed.  The 
end  of  the  gauze  protruding  through  the  abdominal  wound  is 
cut  off  close  to  this  incision ;  the  part  remaining  may  be  soft- 
ened with  a  little  sterilized  water.  By  means  of  a  tenaculum 
or  dressing  forceps  the  residue  of  gauze  is  then  pulled  out  per 
vaginam.  The  incision  in  the  abdominal  wall  is  now  closed, 
and  the  pelvic  cavity  and  the  vagina  are  again  packed  from 
below. 

I  submit  this  meagre  and  imperfect  report  for  what  it  is 
worth.  If  it  arouses  enough  interest  to  elicit  a  critical  discus- 
sion by  the  members  of  this  Section,  my  chief  desire  will  have 
been  realized. 

1740  Welton  street 
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There  has  been  in  the  past  considerable  literature  on  the 
subject  of  varicose  veins  in  the  broad  ligament,  but  there  was 
a  good  deal  of  scepticism  at  the  same  time.  It  came  from  the 
hands  of  two  or  three  men  and  was  not  taken  up  very  largely 
by  the  profession,  and  finally  in  the  hands  of  these  gentlemen 
we  began  to  hear  very  little  of  it.     I  am  free  to  confess  that  I 

'  Read  before  the  Section  on  Gynecology  of  tlie  College  of  Physicians 
of  Philadelphia,  May  20th,  1897. 
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have  been  extremely  sceptical  in  regard  to  varicose  veins  caus- 
ing any  symptoms  of  any  account.  There  are  patients,  how- 
ever, that  come  into  our  hands  sick,  and  we  send  them  home- 
as  not  needing  any  operation,  but  they  come  back  again.  I 
saw  this  patient  three  years  ago  in  a  phj'sician's  office  in  the 
country,  examined  her  carefully,  and  told  her  she  had  better 
undergo  treatment  and  I  thought  her  troubles  would  dis- 
appear. At  the  same  time  I  was  convinced  that  her  ovaries, 
broad  ligaments,  and  tubes  were  healthy.  She  had  borne  chil- 
dren, and  I  was  thoroughly  satisfied  that  she  had  a  perfectly 
healthy  pelvis. 

She  came  back  to  me  two  or  three  weeks  ago  with  increased 
suffering  from  the  condition.  Her  physician  had  the  impres- 
sion at  the  time  I  saw  her  about  three  years  ago  that  her  suf- 
fering came  from  a  fractured  coccyx.  It  is  not  uninteresting 
in  regard  to  these  cases  of  fractured  coccyx  to  call  attention  to 
the  fact  that,  if  the  phj^sician  can  find  nothing  else  the  matter, 
he  puts  down  the  woman's  trouble  to  that  cause.  True  frac- 
tured coccyx  is  very  rare.  This  patient  had  an  antecedent 
history  of  pain  in  coccyx,  it  pointed  back  to  the  rectum,  and  it 
was  extremely  movable.  Not  a  symptom  could  be  elicited  by 
movement  of  the  coccyx  that  resembled  the  suffering  of  which 
she  complained,  but  the  symptoms  could  all  be  elicited  two 
inches  higher  up  in  the  pelvis  at  a  point  that  could  be  touched 
by  the  finger.  The  uterus  was  anteflexed  and  normal;  the 
ovaries  were  probably  a  little  larger  than  normal.  A  colleague 
who  examined  the  case  thought  prolapse  of  the  ovary  was 
present,  but  I  could  not  find  prolapse.  I  was  myself  a  little 
sceptical  in  regard  to  the  condition  being  due  to  the  ovary,  and 
I  was  more  than  sceptical  as  to  the  lacerated  cervix  which  was 
present  having  anything  whatever  to  do  with  the  trouble.  I 
must  admit  that  I  am  on  general  principles  rather  sceptical 
in  relation  to  the  effects  often  attributed  to  laceration  of  the 
cervix.  I  do  not  believe  evil  effects  will  follow  necessarily 
from  such  laceration  more  than  they  would  from  the  laceration 
of  our  grandmothers'  ears  by  the  earrings  they  wore.  I  could 
elicit  no  symptoms  over  either  point  or  by  manipulation  or  ques- 
tioning. 

Pushing  back  the  uterus  markedly  on  the  left  side  seemed 
to  cause  pain.  The  question  arose,  Are  the  utero-sacral  liga- 
ments inflamed  or  has  she  some  rectal  trouble  high  up?  The 
question  of  varicosity  of  veins  of  the  broad  ligament  never 
entered  my  head. 
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I  examined  the  patient's  rectum  and  sigmoid  flexure  with 
reflected  headhght  and  found  it  perfectly  normal.  There  was 
one  very  small  external  skin  pile  which  was  not  inflamed  and 
which  had  apparently  no  connection  with  the  woman's  suffer- 
ing in  the  pelvis.  That  being  the  case,  and  mj^  colleague 
thinking  he  had  found  a  prolapsed  ovary,  and  the  woman  com- 
ing back  and  getting  more  miserable,  I  considered  that  it  was 
best  to  do  something  and  not  send  her  home  again  without 
relief.  She  could  give  no  distinct  characteristic  explanation  of 
the  pain  or  distress  as  women  generally  can.  There  was  some- 
thing there  from  which  she  sufl^ered.  Taking  it  all  in  all,  I 
determined  to  make  an  exploration  of  the  pelvis  to  see  what 
the  trouble  was.  I  told  her  I  would  give  ether  and  make  an 
incision,  and  if  I  found  inflamed  utero-sacral  ligaments  or  other 
condition  calling  for  interference  I  would  do  whatever  appeared 
necessary.  I  opened  the  abdomen  and  in  looking  through  the 
incision  with  the  patient  in  the  Trendelenburg  position  every- 
thing seemed  perfectly  normal;  the  serous  membrane  was  that 
of  the  serous  membrane  covering  normal  organs;  passing  the 
fingers  down  to  the  ovary,  I  satisfied  myself  there  was  abso- 
lutely no  prolapse.  I  then  delivered  the  broad  ligaments, 
tubes,  and  ovaries  on  both  sides.  They  were  intensely  con- 
gested. On  the  left  side  there  was  a  most  emphatic  varicose 
condition  of  the  vessels;  the}^  were  multiplied  six  or  tenfold; 
they  were  increased  in  size,  several  of  them  half  as  large  as 
the  radial  artery.  They  were  very  thick,  so  much  so  that  a 
pathologist  standing  by  spoke  of  them  as  being  calcareous.  I 
do  not  think  so  myself.  I  mention  this  merely  to  show  how 
thick  they  were,  how  much  larger  they  were,  and  how  enor- 
mous they  were.  The  opposite  side  was  just  as  congested  but 
this  varicosity  was  absent;  all  the  symptoms  of  the  patient 
were  pointing  to  the  side  on  which  the  varicosity  did  exist. 
One  ovary  was  in  beginning  of  cystic  degeneration. 

This  question  of  varicose  veins  of  the  broad  ligaments,  the 
literature  of  which  had  existed  for  several  years,  recurred  to 
my  mind,  and  it  struck  me  that  this  was  a  very  plausible  ex- 
planation of  this  woman's  suffering.  I  determined  to  test  it 
by  removing  the  whole  of  the  broad  ligament.  I  exsected  just 
as  much  of  that  broad  ligament,  including  all  the  development 
of  the  vessel,  as  it  was  possible  to  remove,  taking  with  it  the 
Fallopian  tube  and  ovary  on  that  side,  leaving  the  other  side 
undisturbed. 
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Looking  at  the  case  afterward  I  found  the  woman  had  con- 
siderable development  of  varicose  veins  in  the  legs  and  about 
the  vulva.  The  patient  is  still  in  bed,  but  as  far  as  she  has 
gone  she  is  relieved  apparently  of  all  the  symptoms  from  which 
she  suffered. 

We  all  know  that  patients  are  sometimes  relieved  for  a  time 
after  operation,  only  to  relapse  into  their  former  or  a  worse 
state  later  on.  As  far  as  a  permanent  result  is  concerned,  we 
can  tell  nothing  until  six  months  hence.  A  similar  experience 
of  rest  in  bed  at  home  did  not  give  this  patient  the  relief,  how- 
ever, that  she  has  had  since  the  operation. 

Formalin  has  rendered  the  specimen  so  hard  that  it  shows 
practically  nothing,  with  which  I  am  very  much  disgusted,  as 
in  the  fresh  condition  it  showed  the  condition  beautifully. 

Whether  there  is  something  in  varicose  veins  is  a  question; 
that  patients  come  to  us  suffering,  that  there  is  no  disease  we 
can  place  our  fingers  on,  we  all  know.  This  woman  suffered 
in  this  way.  The  condition  posterior  to  the  uterus  was  such 
as  to  make  you  think  very  frequently  of  inflammatory  deposits 
along  the  utero-sacral  ligaments.  This  comes  in  as  another 
possible  factor,  and  if  it  can  be  found  on  further  observation 
in  careful  men's  hands  that  there  is  something  in  it  we  may 
come  in  time  to  treat  these  cases  without  adopting  major  sur- 
gery. It  is  certain  we  could  ligature  these  vessels  without 
opening  up  the  abdomen.  If  this  same  condition  (varicocele) 
gives  suffering  to  men  that  we  know  it  gives,  is  it  not  reason- 
able to  suppose  it  will  produce  the  same  condition  in  an  analo- 
gous region  in  women?  We  must  realize  that  the  field  is  wide, 
and  if  developed  it  is  going  to  open  up  a  prolific  field  for  abuse. 
We  are  not  hearing  so  very  much  from  the  gentlemen  who 
first  advocated  this  condition,  and  it  may  be  that  there  is  not 
as  much  in  it  as  they  thought  from  observing  their  patients 
later  on  in  their  convalescence. 

1722  Chestnut  street. 


31-1:   BOVEE:  RETROPERITONEAL  ECTOPIC  PREGNANCY 


RETROPERITONEAL  ECTOPIC  PREGNANCY  AT  FULL  TERM.» 
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for  AVomen;  and  Attending  Surgeon  to  Washington  Asylum  Hospital, 

Washington,  D.  C. 


The  histor}'  of  ectopic  pregaanc\'  is  not  new  to  any  of  us, 
yet  its  occurrence  is  always  of  scientific  interest  because  of  its 
deviation  from  the  natural  reproductive  process,  of  the  varia- 
tions of  this  deviation,  and  of  the  perilous  condition  in  which, 
it  places  the  unfortunate  woman.  Perhaps  the  most  interest- 
ing study  concerning  this  condition  is  of  its  etiology,  and  here 
opinions  differ.  Most  authorities  consider  it  the  result  of  some 
pathological  condition  of  the  adnexa,  with  or  without  uterine 
displacements  or  adhesions;  others  believe  that  it  results  from 
nervous  influences,  as  fright,  detection  or  fear  of  pregnancy 
during  illicit  intercourse,  the  application  after-  intercourse  of 
different  methods  to  prevent  conception,  etc. ;  while  still  others 
believe  that  none  of  the  above  can  be  positively  considered  as 
causative. 

In  the  first  class  mention  might  be  made  of  Burnier,"  who 
claims  that  pregnancy  may  occur  in  tubo-ovarian  cysts,  and  of 
Vulliet,^  who  reports  a  case  of  this  kind.  In  this  way  the  latter 
explains  the  growth  of  the  fetus  to  full  term  in  some  cases. 
Paltauf '  has  published  a  like  case. 

The  great  preponderance  of  opinion  to  the  present  has  been 
that  in  nearly  all  cases  of  ectopic  gestation  some  morbid  condi- 
tion of  the  interna]  generative  organs  w^as  present  at  the  time 
of  conception,  but  that  nervous  phenomena  may  also  have 
causative  relations. 

Of  cases  of  five  months"  or  shorter  duration  the  experience 
of  the  writer  is  limited  to  ten  instances,  all  of  which  were  suc- 
cessfully operated  on,  four  by  section  through  the  vagina  and 
six  by  the  abdominal  route.     Oao  of  these  was  particularly 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
January  15th,  1H9T. 

■^Inaugural  Dissertation,  Berlin,  1880. 
'Archiv  fiir  Gyn!iko'.ogie,  188i,  xii.,  487. 
*  Id  .  1887. 
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interesting,  as  it  occurred  during  the  height  of  popularity  of 
electricity  as  a  feticide  in  extrauterine  pregnancy,  and  has 
been  recorded  by  Chadwick '  as  a  successful  case  of  fetal  elec- 
trocution. Rupture  occurred  early  in  the  third  month.  Elec- 
tricity was  begun  at  three  and  a  half  months  and  continued 
twice  daily  for  thirty-one  consecutive  days.  In  spite  of  it  the 
abdomen  continued  to  increase  in  size.  The  patient  was  under 
my  observation  from  the  latter  part  of  the  fifth  month  until 
health  was  restored  to  her  three  months  later.  During  the 
latter  part  of  the  sixth  month  we  removed  through  the  vagina 
a  fetal  skeleton  from  Douglas'  cul-de-sac  that  was  pronounced 
by  experts  to  be  of  one  hundred  and  fifty-three  days'  develop- 
ment. The  last  application  of  the  current  was  just  four  and 
a  half  months  after  the  last  menstrual  period,  and  the  history 
of  the  case  would  not  warrant  the  supposition  that  conception 
antedated  that  epoch.  It  is  now  quite  well  agreed  that  elec- 
tricity has  a  very  narrow  domain  in  the  treatment  of  ectopic 
gestation,  even  in  early  cases,  and  that  the  proper  treatment 
is  operative,  either  vaginal  or  abdominal.  It  is  not  the  purpose 
of  this  paper  to  consider  the  most  common  class  of  these  cases, 
the  early  ones,  but  to  devote  more  attention  to  the  late  ones — 
those  in  which  viable,  or  perhaps  dead,  children  are  present. 

The  varieties  of  full-term  ectopic  pregnancy  are  really  but 
two  in  number — viz.,  extraperitoneal  (by  far  the  most  com- 
mon) and  intraperitoneal.  Nearly  all  cases  are  originally 
tubal,  though  we  must  acknowledge  the  possibility  of  ovarian, 
tubo  ovarian,  and  primary  abdominal.  The  intraperitoneal, 
or,  as  Barnes  terms  it,  cataclysmic,  variety  of  full-term  preg- 
nancy is  quite  rare,  for  two  reasons:  first,  that  as  they  are 
usually  tubal  originally,  they  are  forced  out  of  their  lodgment 
before  the  fourth  month  when  the  placenta  is  developed;  and, 
second,  that  they  usually  perish  at  the  time  of  this  accident. 
A  few  cases  of  broad-ligament  pregnancy  rupture  late  into 
the  peritoneal  cavity,  and  if  hemorrhage  does  not  kill  the 
woman,  and  the  placenta  and  sac  are  not  badly  injured, 
the  fetal  life  is  not  immediately  terminated,  but  goes  on 
even  to  full  term.  This  may  and  does  occur  in  some  cases  in 
which  the  fetal  sac  has  ruptured  at  the  time  of  peritoneal  rup- 
ture. Some  authors  have  shown  that  pregnancy  may  occur 
in  the  ampulla  of  the  Fallopian  tube  and  be  extruded  wholly 
or  partly  into  the  peritoneal  cavity  and  continue  developing. 
Ovarian  pregnancy  and  the  tuboovarian-cyst  variety  might 
'  Transactions  American  Gynecological  Society,  1887. 
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also  follow  this  course.     As  previously  stated,  however,  the 
majority  of  advanced  ectopic  pregnancies  are  extraperitoneal. 
These  are  originally  tubal  and  have  ruptured  into  the  broad 
ligament  below.     This  is  well  known  to  be  the  most  fortunate 
rupture   for  the  woman,  as  far   as  immediate  hemorrhage   is 
concerned.     However,  but  a  small  proportion  of  the  ruptures 
are  into  the  broad  ligament.     In  these  retroperitoneal  gesta- 
tions the  fetus  may  continue  to  develop,  and,   lifting  up  the 
posterior  layer  of  the  peritoneum,  ascend  high  toward  the  dia- 
phragm, as  occurred  in  the  case  herein  reported.     This  process 
may  be  so  extensive  as  to  preclude  all  effort  to  ascertain  the 
original  site   of  the  gestation.     In   determining   the   original 
location  of  the  pregnancy  the  placental   site  is  probably  the 
best  guide,  particularly  if  tubal  rupture  was  delaj-ed  until  the 
formation  of  the  placenta  was  completed.     Certainly  the  pla- 
centa is  not  apt  to  be  on  the  left  side  of  the  pelvis  if  the  rupture 
was  in  the  opposite  side,  as  the  fetus  is  obliged  to  dissect  up 
the  peritoneum  as  its  growth  demands,  and  consequently  the 
placenta  becomes  anchored  before  wandering  is  possible. 

Mrs  A.  B.,  white,  married  eight  years,  was  admitted  to  my 
service  in  Providence  Hospital,  in  this  city,  November  18th, 
189G,  with  the  following  history  :  Is  28  years  of  age  and  has 
never  to  her  knowledge  been  pregnant ;  for  the  past  nine  j'ears 
has  complained  of  an  aching  in  the  left  groin,  through  lower 
part  of  the  abdomen,  and  in  the  back  ;  is  constipated,  and  dur- 
ing all  these  years  has  resorted  to  enemata  occasionally  for  it, 
though  during  the  last  j^ear  their  use  has  had  to  be  resorted  to 
quite  regularly.  Her  menstrual  flow  began  at  15,  was  always 
irregular,  occurring  at  intervals  of  from  three  to  five  weeks,  was 
scant,  lasted  from  two  to  five  days,  and  was  always  very  pain- 
ful. She  was  treated  in  Columbia  Hospital  five  years  ago  for 
^'infiammation "  of  the  inside  of  the  womb  and  "hardness 
around  it. "  She  has  always  been  delicate  and  feeble.  She  men- 
struated December  15th,  1895,  and  about  one  month  later  was 
attacked  with  colicky  pains  through  the  abdomen  that  "  doubled 
her  up"  and  compelled  her  to  go  to  bed,  where  she  has  re- 
mained the  greater  part  of  the  time  since  on  account  of  almost 
continuous  pain  in  the  same  region.  She  was  attacked  with 
diarrhea  at  the  same  time  and  was  inclined  to  think  the  trou- 
ble was  due  to  indigestion.  She  sent  at  that  time  for  her  phy- 
sician, Dr.  C.  E.  Chamberlayne,  of  Virginia,  who  was  obliged 
to  resort  to  morphia  for  her  relief.  This  was  continued,  both 
hypodermatically  and  by  the  mouth,  to  the  time  of  her  coming 
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under  my  observation.  Dr.  Chamberlayne  has  corroborated 
this  by  letter  to  me.  About  the  1st  of  May  last,  for  the  first 
time,  noticed  the  abdomen  was  swelling,  and  this  has  continued 
to  the  present.  The  next  appearance  of  menstrual  flow  was  in 
July,  lasting  but  one  day,  and  reappearing  in  the  latter  part  of 
September.  This  period  lasted  five  weeks  and  was  accompa- 
nied, in  the  early  part,  with  intermitting  pains  in  the  lower 
part  of  the  abdomen  and  back ;  passage  of  fleshy  pieces  and 
blood  clots  from  the  vagina  was  also  a  marked  feature.  Before- 
this  period,  but  never  afterward,  she  had  been  troubled  by 
severe  "beatings"  and  movements  through  the  swelling,  and 
Dr.  Chamberlayne  writes  that  he  noticed  unmistakable  fetal 
movements  to  the  right  of  the  umbilicus  at  one  time.  About 
the  time  of  the  occurrence  of  the  flow  and  pains  in  latter 
September,  a  "white  fluid"  flowed  from  the  breasts  in  such 
quantities  that  dressings  were  required  to  prevent  badly  soiling 
her  clothing.  I  saw  her  on  the  afternoon  of  her  arrival  at  the 
hospital,  and  found  a  small,  feeble  woman,  having  a  pale,  hag- 
gard appearance,  with  blanched  mucous  membranes,  much 
emaciated  and  apparently  suffering  much  pain. 

From  the  history  of  the  case  I  was  obliged  to  regard  it  as  one 
of  abdominal  pregnancy  and  made  a  careful  examination. 
The  pulse  was  small,  feeble,  and  90  to  the  minute  ;  tempera- 
ture 9'J.6"  ;  some  edema  of  the  lower  extremities  was  noticed, 
particularly  along  tibial  crests.  Lower  part  of  abdomen  occu- 
pied by  an  asymmetrical,  fluctuating  tumor  that  extends  from 
deep  in  the  pelvis  up  the  right  side  nearly  to  the  liver  and  on 
the  left  to  about  three  inches  above  the  level  of  the  umbilicus. 
It  is  largest  on  the  right  side  and  slightly  concave  from  side  to 
side,  causing  a  slight  valley  along  the  median  line  ;  it  is  softest 
to  the  right,  where  it  is  quite  fluctuating,  while  the  left  side  is 
much  harder  and  fluctuation  less  marked.  The  most  promi- 
nent point  of  the  mass  is  half-way  between  the  right  anterior 
superior  iliac  spine  and  the  umbilicus,  though  another  place 
slightly  less  prominent  is  on  the  left  side  two  inches  lower. 
Percussion  reveals  resonance  in  the  left  lumbar  region  extend- 
ing up  over  the  stomach  and  on  the  right  side,  dulness  in  the 
whole  of  the  ilio-costal  space  back  to  the  spine  and  continuous 
with  that  of  the  liver.  Vaginal  examination  demonstrates  the 
presence  of  a  mass  in  the  posterior  wall  of  the  vagina,  hard  and 
non-fluctuating,  and  extending  nearly  to  the  perineum  ;  cervix 
uteri  almost  obliterated,  high  to  the  left  and  behind  pubes,  its. 
canal  almost  undemonstrable ;    uterus  not  satisfactorily  out- 
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lined,  owing  to  the  solid  massing  of  structures  about  it.  Urine 
clear,  amber-colored,  acid  ;  specific  gravity  1018  ;  a  trace  of 
albumin  and  a  few  hyaline  casts  ;  no  blood  or  pus.  Ausculta- 
tion negative.  Nothing  like  a  fetus  could  be  discovered  in  the 
tumor.     Milk  could  be  pressed  from  the  left  nipple. 

I  invited  several  surgeons  and  phj'sicians  to  see  the  patient, 
and  to  none  of  them  was  the  presence  of  a  fetus  at  all  clear. 
The  condition  of  the  urine  did  not  improve,  and  as  she  was 
obliged  to  remain  most  of  the  time  in  bed,  as  during  the  past 
eleven  months,  I  decided  to  operate,  and  with  the  assistance 
and  counsel  of  my  colleague  in  another  hospital,  Dr  I.  S. 
Stone,  this  was  done  December  2d,  1896,  by  abdominal  section 
and  under  chloroform. 

When  the  peritoneum  was  incised  in  the  median  line  a  red, 
muscular-appearing  tumor  presented  to  view  that  was  adherent 
by  slightly  vascular  adhesions  all  around  in  front  and  much 
resembled  a  fibroid  tumor  of  the  uterus.  Through  its  anterior 
wall  could  be  felt  a  mass  of  some  kind,  but  not  even  now  could 
it  be  demonstrated  beyond  doubt  to  be  a  fetus.  Gauze  plaques 
were  placed  between  the  gaping  incision  and  the  fluctuating 
tumor,  and  a  very  small  incision  made  in  the  latter.  From 
this  opening  escaped  a  very  dark,  flaky  fluid  containing  vernix 
caseosa  ;  through  this  opening  was  introduced  a  finger  and  the 
presence  of  a  full-term  child  determined.  The  opening  was 
enlarged  and  the  fetus  delivered  by  the  feet.  The  head  was 
lying  low,  behind  the  uterus,  and  the  left  shoulder  presented  at 
the  incision.  The  cord  was  cut  between  forceps  and  a  dead 
female  child  weighing  four  pounds  taken  away.  The  placenta 
was  inside  the  sac  and  attached  to  the  left  side  of  the  true  pel- 
vis. It  wasapparentlj'  a  broad- ligament  sac  that  had  dissected 
its  way  up  behind  the  posterior  wall  of  the  peritoneum  that  we 
had  to  deal  with.  The  top  of  the  broad  ligament  on  the  right 
side  could  be  seen  running  laterally  across  the  sac,  and  it  was 
decided  to  remove  as  much  of  the  sac  as  possible  with  the  pla- 
centa. It  was  adherent  to  the  uterus,  bladder,  rectum,  and 
seemingh'  to  everything  possible  in  that  portion  of  the  woman. 
But  careful  work,  with  perseverance,  succeeded  in  removing  it, 
not  without  two  small  punctures  through  it,  however.  The 
sac  and  placenta  weighed  two  and  a  half  pounds  ;  but  one  ves- 
sel required  ligation,  hot  compresses  diligently  applied  b}^  Dr. 
Stone  being  sufiicient  for  the  other  oozing.  The  cavity  left 
was  a  clean,  smooth  one,  and  apparently  an  ideal  one  for  glass- 
tube  drainage  which  was  emploj'ed.     The  wound  was  closed  by 
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interrupted  silkworm-gut  sutures.  Tlie  enucleation  required 
twenty-three  minutes,  and  the  patient  was  on  the  operating- 
table  about  forty- five  minutes.  With  the  assistance  of  oxygen 
and  the  hypodermoclytic  use  of  normal  salt  solution  she  rallied 
well  and  next  morning  was  apparently  free  of  shock.  That 
evening  the  temperature  went  up,  but  as  the  bowels  moved 
well  and  the  abdomen  was  not  distended  no  alarm  was  taken 
from  it,  and  the  next  morning  the  tube  was  removed,  as  the 
drainage  was  very  slight  and  clear.  The  temperature  con- 
tinued high,  as  did  the  pulse,  but  she  took  her  nourishment  well 
— as  much  as  forty  ounces  of  milk  per  diem — and  the  bowels 
continued  to  act  nicely.  Being  at  a  loss  to  know  the  reason 
for  the  fever,  she  was  carefully  examined  repeatedly,  and  never 
did  I  find  anything  that  could  be  considered  as  a  cause  of  it. 
The  stitches  were  removed  from  the  abdominal  wound  on  the 
ninth  day,  and  no  suppuration  of  the  wound  occurred.  On  the 
twelfth  day  after  operation  a  vaginal  examination  revealed 
naught  but  great  tenderness  about  the  bladder  and  the  uterus 
was  freely  movable  and  apparently  of  normal  size.  At  this 
time  she  refused  food  and  was  delirious — clearly  dying  from 
sepsis.  Death  occurred  the  thirteenth  day.  The  autopsy  was 
made  the  same  day  by  Dr.  W.  M.  Gray,  of  the  Arm}^  Medical 
Museum,  who  is  pathologist  to  the  hospital,  and  cultures  were 
at  the  same  time  made  by  Dr.  E.  M.  Parker,  the  hospital  bac- 
teriologist.    Their  reports  are  here  appended  : 

"  The  autopsy  on  your  case  of  ectopic  pregnancy  at  Provi- 
dence Hospital  revealed  the  following:  On  opening  the  abdomen 
there  was  no  evidence  of  septic  contamination.  The  intestines 
were  freely  movable,  the  peritoneum  perfectly  healthy.  On 
passing  the  hand  downward  behind  the  uterus  there  was  a 
slight  oozing  of  pus.  On  further  investigation  there  were  found 
several  pus  pockets  posterior  to  the  uterus ;  the  largest  of  these 
cavities  was  to  the  right  of  and  behind  the  uterus;  in  size  it 
nearly  if  not  quite  accommodated  my  hand;  to  the  left  of  this 
large  pocket  were  several  smaller  ones,  all  filled  with  pus. 
All  the  tissue  in  this  neighborhood  was  broken  down — that  is,  it 
was  friable  and  necrotic  owing  to  septic  changes.  This  one 
locality  was  the  only  place  in  the  abdomen  containing  pus. 
"Truly  yours, 

(Signed)     ''  W.  M.  Gray,  Pathologist." 

The  report  of  the  bacteriologist  is  as  follows: 

"  The  bacteriological  examination  in  the  case  of  Mrs.  B.  re- 
sulted as  follows:  Cultures  were  taken  from  the  peritoneal  sur- 
face at  several  points  as  soon  as  the  abdominal  cavity  was 
opened.     Cultures   were  also  taken   on   agar-agar  and  blood 
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serum  from  the  pus  flowing  from  the  abscess  in  the  pelvis  after 
the  adhesions  had  been  separated;  cover-shp  preparations  were 
also  made  from  the  pus.  The  cover  slips  showed  on  microsco- 
pical examination  ver}"  few  organisms;  there  were  micrococci 
appearing  singly  and  in  pairs  between  the  pus  cells.  The  cul- 
tures from  the  abdominal  cavity  were  negative  and  remained 
sterile  after  remaining  two  days  in  the  incubator.  The  cul- 
tures from  the  pus  showed,  after  twenty-four  hours  in  the  incu- 
bator, an  abundant  growth  of  an  organism  which  corresponded 
morphologically  and  in  its  culture  characteristics  with  the 
staphylococcus  pyogenes  aureus. 

"  Very  sincerely  yours, 

(Signed)     "Edward  M.  Parker" 

There  can  be  no  doubt  that  this  patient  died  from  sepsis  that 
was  avoidable.  The  drainage  was  altogether  imperfect,  notwith- 
standing it  had  become  very  scant  and  merely  serous  at  the 
time  of  removal  of  the  drainage  tube.  Had  drainage  through 
the  cul-de-sac  of  Douglas  been  employed,  as  is  my  custom,  lit- 
tle doubt  can  be  had  of  the  recovery  of  this  patient.  Even 
had  the  suprapubic  drainage  been  continued  the  result  would 
probably  have  been  different.  We  are  very  apt  to  remove  the 
glass  tube  used  for  drainage  from  the  abdominal  wound  as 
earlj"  as  possible  to  avoid  a  weak  place  in  the  wall,  infection  of 
the  wound  from  the  frequent  exposure  incident  to  drainage  by 
this  route,  and  to  procure  a  presentable  appearance  to  the  scar 
rather  than  an  ugly  wide  one.  In  this  way  we  may  stop  the 
drainage  too  soon,  particularlj^  if  large  surfaces  have  been  un- 
covered by  peritoneum.  On  this  account  vaginal  drainage  is 
advantageous,  inasmuch  as  we  have  none  of  the  points  of 
abdominal  drainage  to  contend  with,  and,  moreover,  we  cannot 
so  easily  stop  the  escape  of  fluids  as  by  that  route.  I  was  for- 
merly a  strong  advocate  of  abdominal  drainage.  This  was 
mostly  due  to  my  dread  of  establishing  any  connection  between 
the  abdominal  cavity  and  the  vagina,  as  the  latter  organ  was 
known  to  be  such  an  incubator  for  the  development  of  patholo- 
gical organisms,  and  I  feared  their  easy  entrance  through  any 
direct  opening  between  the  vaginal  and  peritoneal  surfaces.  I 
have  found  that  if  the  vagina  be  cleansed  daily  it  is  safe  to 
employ  vaginal  drainage  of  the  peritoneal  cavity,  and  that  the 
downward  drainage  is  surer  and  safer  than  the  upward  direc- 
tion. This  case  was  the  first  one  to  be  drained  by  the  abdomi- 
nal route  in  my  last  nine  months'  work,  and  I  now  think  it  will 
stand  as  the  last  for  many  months  to  come.  Martin,  of  Berlin, 
advocates  and  practises    vaginal  drainage  in  these  cases    of 
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advancing  ectopic  pregnancy,  and  I  think  it  is  best  when  drain- 
age is  needed. 

The  treatment  of  extrauterine  pregnancy  during  fetal  life  is 
not  entirely  settled.     Whether  the  danger  of  continuation  of 
the  mother's  condition  demands  immediate  operation,  irrespec- 
tive of  the  child's  welfare,  or  that  the  life  of  the  child  should 
be  given  no  small  consideration,  is  the  obstruction  to  the  final 
solution  of  this  difficult  problem.     Certainly  the  danger  to  the 
woman  in  this  condition  is  at  all  times  grave  and  it  does  not 
appear  advisable  to  prolong  it  unnecessarily,  though  another 
life  be  hanging  in  the  balance.     Some  authorities,  Joseph  Price 
in  particular,  claim  that  the  children  of  these  pregnancies  are 
deformed  and  therefore  not  deserving  the  same  strict  conside- 
ration as  those  of  normal  pregnancies.     This  point  would  natu- 
rally have  some  bearing  on  some  cases  earlier  than  the  eighth 
month  and  be  less  important  after  that  stage  of  development. 
In  an  admirable  paper  read  by  our  Fellow,  Dr.  Joseph  Taber 
Johnson,  in  the  first  Pan-American  Medical  Congress,  he  says: 
"  The  chief  object  of  this  paper  is  to  recommend  the  removal 
of  an  extrauterine  fetus  in  all  cases  as  soon  as  the  diagnosis 
is  made,    and  the  gestation  sac   and  placenta  whenever  pos- 
sible, whether  it  is  the  second,  fourth,  or  ninth  month.     If  the 
child  can  be  saved  the  victory  is   still  greater."     This  opinion 
is  shared  by  a  great  number  of  surgeons.     If  there  be  any  ex- 
ception to  this  rule  it  is  when  the  pregnancy  is  nearly  suffi- 
ciently advanced  for  saving  the  life  of  the  child,   in  cases  in 
which  the  suffering  of  the  mother  is  not  great  and  she  is  so 
situated  that  an  operation  may  be  done  immediately  should 
imperative  indications  ensue.     The  first  two  weeks  of  the  ninth 
month  is  considered  the  best  time  for  mother  and  child  in  such 
cases.     If  the  pregnancy  has  advanced  to  seven  months  and 
the  child  is  alive  we  may  wait  for  the  elective  time  mentioned 
for  operation,   if  the  conditions    mentioned   be   present.     If, 
however,  the  fetus  should  expire  earlier,   operation  should  be 
done  at  once.     Usually  at  the  end  of  the  ninth  month  spurious 
labor  occurs,  the  uterus  contracts  intermittently,  and  the  decidua 
is  expelled  if  it  has  not  already  been  forced  out.     The  fetus 
now  expires  and  for  a  short  period  of  time  the  tumor  is  qui- 
escent.    Pozzi  says  we  should  not  operate  during  false  labor, 
but  it  surely  is  not  sound  judgment  or  practice  to  postpone  ope- 
ration one  or  more  months  after  fetal  death  for  the  placental 
circulation  to  diminish.     This   does  not  always  occur  early. 
31 
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Depaul '  nearly  lost  a  patient  from  placental  hemorrhage  in  an 
operation  four  months  after  fetal  death.  It  is  certain  that  in 
all  such  cases  delay  is  not  advisable,  but  prompt  operation  is 
the  proper  treatment. 

Management  of  the  sac  and  placenta  is  the  most  important 
matter  to  consider  in  the  operation  for  advanced  ectopic  preg- 
nancy. As  this  can  best  be  dealt  with  through  the  abdominal 
wall,  the  vaginal  route  seems  to  be  too  hazardous  to  be  em- 
ploj^ed.  During  the  life  of  the  fetus  the  danger  from  hemor- 
rhage is  greater  than  after  its  death,  and  therefore  more  care  is 
to  be  exercised  in  dealing  with  the  placenta  and  sac.  Price 
and  some  others  advise  closing  a  portion  of  the  sac  over  the 
placenta  by  sutures  and  leaving  them,  trusting  to  Nature  for 
their  further  care.  Others  stitch  the  sac  to  the  edges  of  the 
abdominal  incision,  leaving  the  cord  protruding  from  the 
wound  and  packing  the  sac  with  iodoform  gauze,  with  a  view 
to  spontaneous  expulsion  of  the  organ.  Keating  and  Coe "  say 
that  death  from  subsequent  hemorrhage  usually  occurs  in  cases 
treated  in  this  way  when  the  fetus  was  living.  On  the  con- 
trary, Vallin,  Frommel,  Zweifel,  Breisky,  Eastman,  Olshausen, 
and  many  others,  say  the  placenta  and  sac  should  be  removed 
if  possible.  Rein  treats  the  extraperitoneal  cases  the  same  as 
intraligamentous  tumors.  Pozzi  says  the  statistics  have  ma- 
terially improved  on  account  of  the  removal  of  the  sac  and 
placenta.  There  can  be  little  doubt  that  these  fetal  structures 
should  be  removed  when  possible,  but  cases  do  exist  in  which 
the  placenta  is  attached  to  the  bony  wall  of  the  pelvis  and 
has  a  blood  supply  not  easily  controlled  if  separation  be  at- 
tempted. It  is  in  such  cases  that  stitching  a  portion  of  the 
sac  over  the  placenta,  after  ligation  of  the  cord  as  close  as 
possible,  should  be  done.  If  the  placenta  has  to  be  left  behind 
we  may  to  some  extent  guard  against  future  hemorrhage 
by  ligating,  if  possible,  some  of  its  supplying  arteries.  These 
will  often  be  the  ovarian  and  uterine,  at  least  in  part.  The 
convalescence  of  cases  in  which  the  placenta  is  left  for  spon- 
taneous expulsion  is  very  slow  and  often  complicated  by  sepsis, 
hemorrhage,  or  perhaps  by  a  secondary  operation.  Taylor  had 
to  reopen  on  the  twelfth  day  on  account  of  gangrene  of  the  cord, 
which  had  been  left  hanging  from  the  lower  end  of  the  ab- 
dominal wound,  and  for  septicemia.  Even  after  separation  of 
the  placenta  recovery  was  delayed  three  and  a  half  months. 

'  Virginia  Medical  Monthly,  1893,  xx.,  962. 
»  "Clinical  Gynecology,"  1894. 
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In  Jessup's  case,  according  to  Johnson,  the  decaying  placenta 
was  two  and  a  half  months  discharging  itself.  From  the 
multiplied  reports  of  similar  cases  it  would  appear  that  this 
form  of  treatment  of  the  sac  and  placenta  is  only  to  be  resorted 
to  when  their  removal  or  encapsulation  cannot  be  carried  out. 

After  death  of  the  fetus  Pozzi  says  wait  for  changes  in 
the  placental  circulation,  but,  as  mentioned  earlier,  the  vast 
majority  of  operators  that  may  be  considered  as  authorities 
believe  this  delay  is  inadvisable.  It  is  certain  that  tolerance 
of  the  presence  of  the  fetus  and  its  membranes  is  precarious, 
and,  since  removal  of  the  fetal  appendages  has  proven  so  suc- 
cessful, more  danger  would  seem  to  accompany  the  delay. 
Certainly  in  these  cases  the  entire  removal  of  the  sac  and  pla- 
centa is  less  dangerous  than  during  fetal  life,  and  therefore  the 
proportion  of  cases  in  which  these  appendages  are  not  removed 
should  be  even  smaller  than  when  we  have  living  children  to 
deal  with.  Of  course  the  longer  the  elapsed  time  after  fetal 
death  the  less  will  be  the  danger  of  hemorrhage  from  the 
placenta  in  their  removal. 

Old  suppurating  fetal  cysts  are  to  be  treated  slightly  dif- 
ferent from  other  cases.  In  these  Nature  is  attempting  to 
expel  the  fetal  structures.  Abscesses  form  and  point  into  the 
rectum,  vagina,  bladder,  or  abdominal  wall.  These  abscesses 
should  be  incised,  avoiding  the  bladder  if  possible,  and  the 
cavity  explored  for  fetal  bones,  which,  if  found,  should  be 
extracted.  The  sac  is  usually  ver}-  foul  and  should  be  very 
carefully  and  frequently  washed  out  with  antiseptic  solutions. 

Drainage  in  most  cases  of  operation  for  advanced  ectopic  ges- 
tation is  very  important.  If  this  can  be  carried  out  through  the 
vagina  it  is  probably  preferable.  It  is  thought  that  in  the  case 
herein  reported  this  would  have  saved  the  patient.  Certainly 
it  has  advantages  over  abdominal  drainage  of  the  pelvic  cavity. 

Precautions:  In  operating  for  advanced  ectopic  pregnancy, 
particularly  of  the  subperitoneal  variety,  great  care  is  necessary 
to  prevent  injury  to  the  ureter  on  one  or  both  sides.  Being  so 
intimately  attached  to  the  peritoneum,  especially  in  its  lower 
portion,  it  will  always  be  found  on  its  outer  surface.  In  the 
advanced  broad-ligament  variety  it  will  be  in  front  of  the  sac, 
where  it  is  easily  injured.  Shoemaker'  reports  a  case  in  which 
he  ligated  the  ureter  and  the  patient  died  on  the  third  day. 
The  autopsy  showed  the  ureter  ligated  and  its  upper  part 
dilated  to  double  its  normal  size.  In  opening  the  sac  care  is 
'  Annals  of  Gynecology  and  Pediatry,  1892,  v.,  653. 
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necessary  to  avoid  cutting  through  the  placenta  and  thus  caus- 
ing severe  hemorrhage  at  the  outset,  if  not  kilHng  the  patient. 

We  should  avoid  traction  on  the  cord  and  placenta,  as  the 
latter  may  be  detached  before  we  are  prepared  to  cope  with 
hemorrhage  from  it.  If  sepsis  be  present  removal  of  the  sac 
without  opening  should  be  attempted,  and,  failing  in  this,  it 
should  be  carefully  stitched  to  the  abdominal  wound,  allowing 
no  suture  to  penetrate  the  sac. 

In  the  subperitoneal  variety  the  peritoneum  need  not  always 
be  opened. 
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SURGICAL   SHOCK  AND   HEMORRHAGE,  WITH   REFERENCE  TO 
PREVENTION  AND  TREATMENT.' 


BY 
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Gj'necologist  to  the  Bushwick  Hospital:  Attending  Surgeon  and    Gynecologist 
to  the  Central  Hospital,  Brooklyn,  N.  Y. 


Among  the  serious  complications  of  surgical  operations  shock 
and  hemorrhage  are  frequent  and  ofttimes  serious  accompani- 
ments. A  clear  conception  of  the  manifestations,  prevention, 
and  treatment  of  these  conditions  is  of  the  highest  importance, 
both  as  regards  the  safety  of  the  patient  and  the  success  of  the 
surgeon.  Shock  may  be  defined  as  loss  of  innervation,  depend- 
ent on  either  physical  or  mental  causes,  or  the  two  operating 
simultaneously,  induced  by  profound  irritation  of  the  sympa- 
thetic nervous  system.  A  reflex  of  this  irritation  is  witnessed 
in  depression  of  the  cerebrospinal  nerve  centres.  In  a  paper 
presented  by  a  Fellow  of  this  Society — Dr.  Eugene  Boies — at 
its  last  meeting,  a  concise  and  rational  distinction  was  made 
between  the  symptoms  of  vital  depression  attending  shock  and 
those  resulting  from  hemorrhage.  While  in  this  discussion  I 
may  not,  from  a  clinical  standpoint,  follow  with  nicety  the 
scientific  distinctions  there  laid  down,  I  shall  endeavor  to  formu- 
late the  rules  for  treatment  of  the  two  conditions,  so  far  as  thej^ 
can  be  differentiated. 

Shock  results  from  serious  traumatic  injury,  as  seen  in  con- 
tusions, lacerations,  fractures,  injury  to  the  vital  organs  either 
accidental  or  inflicted  bj'  the  surgeon. 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls.  August  17th  to  2(  th,  1897. 
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In  the  article  to  which  I  have  referred  the  writer  justly 
attaches  the  highest  importance  to  the  quality  of  the  pulse  as 
the  means  whereby  the  diJfference  between  shock  and  hemor- 
rhage may  be  clearly  defined.  This  includes  a  critical  study  of 
the  pulse  prior  to,  at  the  time  of,  and  subsequent  to  operation. 

There  is  doubtless  difficulty  in  distinguishing  between  rapid 
hemorrhage  and  shock,  but  between  shock  and  ordinary  hemor- 
rhage the  distinction  can  be  made.  The  rapidity  of  cardiac 
contractions,  with  small  pulse  and  low  arterial  tension,  slow 
and  irregular  breathing,  coming  on  before  the  operation  is  com- 
pleted, points  to  the  presence  of  shock.  Under  hemorrhage 
(not  rapid)  these  symptoms  manifest  themselves  gradually  and 
progressively.  In  shock  there  is  usually  tendency  to  reaction, 
while  in  hemorrhage  no  such  rallying  power  manifests  itself 
and  the  pulse  grows  weaker  and  more  frequent.  Another 
diagnostic  point  of  great  value  in  differentiating  between  the 
symptoms  of  shock  and  hemorrhage  immediately  subsequent  to 
an  operation  is  this:  if  a  previously  good  pulse  becomes  rap- 
idly weak  and  compressible  the  patient  is  suffering  from 
shock,  whereas  if,  under  similar  conditions,  the  heart  gradually 
loses  its  power  and  volume,  hemorrhage  is  present. 

In  shock  there  is  pallor  with  lividity  and  the  intellectual 
faculties  are  sluggish  in  their  operation.  The  pallor  of  hemor- 
rhage is  more  pronounced  and  the  patient  is  apprehensive  as 
to  the  consequences.  One  other  distinction  should  be  noted:  in 
hemorrhage  both  arterial  and  venous  anemia  are  present,  while 
in  shock  the  anemia  is  arterial  with  more  or  less  venous  stasis. 

So,  too,  the  shock  from  injury  to  certain  organs  is  more 
pronounced  than  from  injury  to  others.  Traumatism  to  nerve 
trunks,  injuries  in  the  immediate  vicinity  of  the  solar  plexus, 
injury  to  the  testicle  or  compression  of  the  ovary,  as  well  as 
opening  of  the  peritoneal  cavity,  serve  as  illustrations. 

From  the  surgical  standpoint,  especially  after  celiotomies, 
doubt  as  to  the  presence  of  shock  or  hemorrhage  is  not  often 
present,  but  in  the  tubal  ruptures  of  ectopic  gestation  and  acci- 
dental hemorrhages  into  the  peritoneal  and  other  cavities,  and 
extravasation  of  blood  into  yielding  structures,  the  suggestions 
already  made  will  be  of  the  highest  value. 

In  the  clinical  study  of  most  cases  of  celiotomy  and  the 
surgery  of  other  closed  cavities  of  the  body,  and  in  capital  ope- 
rations generallj^,  the  symptoms  are  composite,  due  to  both 
shock  and  hemorrhage  ;  so  that  while  the  procedures  suggested 
hereafter  apply  to  either  the  one  or  the  other  condition,  as  may 
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be  present,  yet  in  many  cases  the  effort  of  the  surgeon  must  be 
directed  to  the  combined  influences  of  both  causes  operating 
simultaneously.  The  treatment  of  shock  divides  itself  into 
those  measures  which  are  preventive  and  curative.  The  physi- 
cal and  mental  condition  of  the  patient  bears  a  constant  and 
close  relation  to  the  degree  of  shock  likely  to  be  induced  by  a 
given  operation,  so  it  is  a  self-evident  proposition  that  what- 
ever will  fortify  the  patient  in  bodily  and  mental  health, 
either  by  dietetic,  therapeutic,  or  hygienic  measures,  is  worthy 
of  the  most  careful  consideration,  and  in  elective  operations 
time  thus  spent  is  ivell  spent.  The  physical  condition,  func- 
tional activity,  of  all  the  organs  of  the  body  should  be  a  mat- 
ter of  careful  and  conscientious  study.  Bodily  secretions  and 
excretions  must,  as  far  as  possible,  be  known,  especially  with 
reference  to  lithemic  and  uremic  conditions.  Failure,  by 
quantitative  and  qualitative  tests,  to  know  all  that  is  know- 
able  in  these  particulars,  may  not  only  place  the  surgeon  under 
serious  embarrassment  but  do  the  patient  grievous  injury.  To 
estimate  the  recuperative  power  of  a  given  patient  study  his 
heredity,  his  expected  longevity  ;  learn  his  powers  of  vital 
resistance  and  recuperative  energy  as  manifested  in  recovery 
from  serious  injury  or  dangerous  illness.  By  so  doing  an  intel- 
ligent judgment  can  be  given  as  to  the  advisability  and  risk  of 
operation  in  grave  conditions,  and  this  knowledge  should  be 
communicated  to  the  patient  or  friends,  as  policy  and  justice 
may  demand. 

The  deleterious  influence  of  shock  is  chiefly  manifested  upon 
the  nervous  system  and  the  heart.  To  fortify  these  latter 
organs,  if  below  good  maximum  standard  of  health,  strychnia 
should,  if  practicable,  be  administered  a  few  days  prior  to  the 
operation  to  the  extent  daily  of  one  twelfth  to  one-sixth  grain. 
This  drug  is  particularly  applicable  in  cases  of  fatty  and  athe- 
romatous degeneration  of  the  heart  and  blood  vessels.  If  the 
arterial  tension  is  low,  with  small  volume,  and  fatty  and  athe- 
romatous degeneration  of  the  circulatory  organs  is  absent, 
digitalis  fulfils  the  indication  and  should  be  given  with  mode- 
ration until  its  physiologic  effect  is  apparent.  In  muscular 
weakness  of  the  heart  the  administration  of  sparteine  sulphate 
in  one-eighth  grain  doses  every  two  or  three  hours  for  twenty- 
four  or  forty-eight  hours  before  an  operation  is  indicated.  Like 
strychnia,  it  is  not  contraindicated  in  degenerative  changes  of 
the  heart  and  blood  vessels. 

If  surgeons  would  make  it  an  invariable  rule  to  have  the 
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alimentary  canal  absolutely  empty  in  all  elective  abdominal 
operations,  they  would  escape  much  annoyance  and  improve 
the  patient's  chances  by  obviating  to  a  large  degree  the  liability 
to  nausea,  flatulence,  and  the  abolition  or  impairment  of  intesti- 
nal peristalsis. 

In  operations  involving  the  peritoneal  cavity  it  is  wise  to 
have  the  patient  maintain  a  horizontal  position  for  a  period  of 
two  or  more  days  prior  to  operation.  If  the  abdominal  and 
pelvic  viscera  are  known  to  be  in  a  condition  of  hyperemia  the 
necessity  of  maintaining  this  position  is  the  more  imperative, 
thereby  giving  dilated  blood  vessels  opportunity  to  regain,  and 
as  far  as  possible  retain,  a  normal  calibre.  In  fact,  if  chronic 
inflammations  are  known  to  occupy  the  field  of  operation,  it  is 
often  best  to  elevate  the  foot  of  the  bed  a  few  days  before  ope- 
ration. If  the  use  of  a  cathartic  to  open  the  bowels  depletes 
the  watery  constituents  of  the  blood,  insist  on  the  patient  tak- 
ing an  extra  allowance  of  pure  spring  water  for  this  period. 

Doubtless  full  blood  vessels  favor  immunity  from  the  dis- 
tressing thirst  so  often  present  after  opening  the  peritoneal 
cavity,  and  thereby  aid  in  diminishing  shock.  If  the  rule  was 
enforced  to  compel  every  patient  submitting  to  a  capital  surgi- 
cal operation  to  drink  freely  of  pure  spring  water  a  week  before 
operation,  I  am  confident  the  mortuary  records  would  show 
increased  recoveries. 

The  practice,  when  not  contraindicated,  of  leaving  in  the 
peritoneal  cavity  after  celiotomies  from  one  to  three  pints  of 
normal  salt  solution,  acts  in  a  most  salutary  manner  in  allaying 
and  oftentimes  preventing  that  distressing  thirst  which  is  itself 
a  source  of  great  discomfort  and  shock. 

No  doubt  the  degree  of  shock,  other  things  being  equal,  de- 
pends in  some  degree  on  abnormal  reflex  irritation  of  the  cere- 
bro-spinal  nerve  centres,  so  that  if  there  is  a  hyperesthetic 
condition  of  these  centres  it  may  be  wise  to  reduce  this  reflexity 
by  administration  for  two  or  three  days  of  the  bromides,  in 
doses  per  diem  of  eighty  to  one  hundred  grains. 

Shall  opium  or  its  derivatives  be  used  to  prevent  or  allay 
shock  ? 

In  celiotomies,  as  a  rule,  no.  While  there  are  narrow  lim- 
itations to  its  administration,  it  may  under  some  conditions  be 
used.  If  from  positive  knowledge  that  its  administration  does 
not  provoke  nausea,  one  objection  to  it  would  be  removed.  After 
celiotomies  one  serious  objection  to  it  is,  that  it  diminishes  peri- 
stalsis,  checks  secretions,  and  masks  the  patient's  condition. 
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Its  power  to  allay  shock,  in  small  doses,  cannot  be  doubted. 
Codeia  has  less  of  the  perturbing  and  objectionable  influence 
and  is  the  most  valuable.  The  better  way  to  administer  it  is 
by  the  hypodermatic  method.  It  reduces  shock  by  obtunding 
the  cerebro-spinal  irritation  and  consequent  sympathetic  dis- 
turbance. Experience  ampl}^  confirms  the  belief  that  the  use 
of  a  high  rectal  enema  of  a  pint  of  hot  normal  salt  solution 
and  an  ounce  of  whiskej^,  given  forty  minutes  before  a  capital 
operation,  aids  in  fortifying  the  system  from  the  influence  of 
shock  and  the  syncope  of  hemorrhage.  A  judicious  selection 
of  the  anesthetic,  and  its  administration  by  one  thoroughly 
skilled  in  its  use,  must  always  he  provided  for.  As  regards 
shock,  the  time  an  operation  occupies  is  of  the  utmost  import- 
ance. Such  rapidity  of  work  as  will  not  impair  the  technique 
should  be  the  aim  of  every  operator.  Everything  which  facili- 
tates rapid  work  should  be  studied  and  adopted.  The  anesthe- 
tizer,  or  some  other  person,  should  closely  watch  the  pulse, 
respiration,  and  color  of  the  skin,  so  as  to  anticipate  the  first 
symptoms  of  shock,  and  have  every  facility  and  appliance  for 
the  administration  by  hypodermatic  use  of  the  appropriate 
remedy.  Oxj^gen  gas  may  prove  of  great  service  during  anes- 
thesia and  shock. 

If  evidence  of  shock  appears  during  operation  the  use  of 
remedies  already  named,  on  the  lines  here  laid  down,  will  meet 
the  indications. 

One  other  cause  of  shock  claims  our  attention — viz.,  that  in- 
duced by  fear.  Doubtless  many  a  patient  has  succumbed  to 
an  operation  who  would  have  survived  could  the  pernicious 
influence  of  fear  have  been  eliminated.  Apart  from  the  mental 
suffering  which  dread  of  the  knife  incites,  its  baleful  influence 
should  be  a  source  of  profound  solicitude  to  the  operator. 

While  it  may  not  be,  and  is  not  always,  possible  to  withhold 
the  information  from  the  patient, /or  moral  and  oilier  conside- 
rations, the  rule  remains  that  discretion  and  care  should  be  exer- 
cised in  these  particulars,  as  they  tell  mightily  in  the  outcome. 

If  an  operation,  either  elective  or  mandatory,  is  to  be  done 
and  the  patient  must  be  advised  of  it,  defer  the  information 
to  patient  to  the  latest  possible  moment.  Experience  demon- 
strates not  only  its  feasibility  but  practicability.  Sometimes 
the  patient  should  know  nothing  of  a  proposed  operation.  A 
young  lady  in  New  Jersey  was  suffering  from  a  rather  large 
ovarian  cyst.  She  was  anesthetized,  the  cyst  removed,  and 
she  has  never  known  she  had  an  operation  performed.     By  aid 
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of  the  skilful  administration  of  chloroform  I  circumcised  a 
boy  10  years  old,  and  he  remains  altogether  ignorant  that  any- 
thing was  done.  During  last  month  I  amputated  by  cautery 
a  carcinomatous  cervix  at  the  eighth  and  a  half  month  of 
pregnancy,  on  account  of  present  hemorrhage  and  the  liabil- 
ity to  dangerous  hemorrhage  at  confinement.  The  patient 
knew  nothing  of  the  operation  until  she  started  for  the  hos- 
pital, and  the  operation  was  done  on  her  arrival,  without 
any  injurious  effect,  and  her  confinement  two  weeks  later  was 
without  incident.  Not  long  since  I  removed  a  macerated, 
decomposing  fetus  at  the  fifth  month  of  pregnancy  from  a 
woman  of  extremely  nervous  temperament,  and  her  knowledge 
of  what  was  to  be  done  only  antedated  the  operation  forty-five 
minutes — long  enough  only  to  enable  the  nurse  to  make  the 
patient  ready.  I  appeal  to  the  experience  of  every  Fellow 
present  to  recall  the  suffering  and  injury  which  fear  has  excited 
in  patients  anticipating  operation.  Every  scientific  and  humane 
consideration  demands  this  evil  should  be  reduced  to  the  mini- 
mum. 

When  the  dynamic  powers  of  the  system  are  at  a  low  ebb 
from  the  influence  of  shock  or  the  threatened  syncope  of  hem- 
orrhage, strychnia  is  a  remedy  of  the  greatest  value.  In  the 
condition  last  alluded  to,  by  placing  the  patient  in  the  Trende- 
lenburg posture  relief  from  cardiac  and  cerebral  anemia  is  fa- 
cilitated. The  value  of  hypodermatic  injections  of  brandy  are 
too  well  known  to  require  more  than  mention.  In  the  adminis- 
tration of  these  several  remedies  the  time  required  for  them  to 
produce  their  effect  and  the  period  this  influence  is  maintained 
should  be  carefully  estimated.  Nitroglycerin,  by  its  influence 
on  the  vasomotor  nervous  system,  is  quickest  in  its  operation, 
but  transitory  in  its  effect.  Next  in  point  of  promptitude  is 
sparteine,  and  its  effect  seems  to  last  about  two  hours. 

The  relative  permanency  and  cumulative  effect  of  strychnia 
and  digitalis  should  be  borne  in  mind.  It  should  be  remem- 
bered that  in  anemic  states  of  the  nerve  centres  the  physiologic 
effect  of  strychnia  is  more  readily  manifested,  and  its  dosage 
should  be  regulated  accordingly. 

In  the  cardiac  failure  of  hemorrhage  I  desire  to  add  special 
emphasis  to  the  necessity  of  a  prompt  supply  of  fluid  to  the 
circulation  by  sterile  salt  solution.  This  may  be  accomplished 
by  high  rectal  enema,  intercellular  injection,  and  intravenous 
supply  of  this  solution.  Facilities  should  always  be  in  readiness 
whereby  a  trocar  can  be  introduced  into  a  vein  and  the  hot  nor- 
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mal  (sterile)  salt  solution  promptly  allowed  to  enter  by  gravity. 
I  had  occasion  quite  recently  to  witness  its  magic  influence 
and  saving  power.  It  was  an  operation  for  the  ruptured  tube 
of  an  ectopic  gestation  at  the  tenth  week,  in  which  I  found 
the  peritoneal  cavity  distended  with  blood.  The  fetus,  placenta, 
and  sac  were  easily  removed  and  hemorrhage  promptly  con- 
trolled, but  when  the  operation  was  completed  the  patient  was 
so  depressed  from  loss  of  blood  and  shock  that  she  failed  to 
respond  to  stimulants  and  cardiac  tonics,  and  she  appeared  to 
be  in  articulo  mortis.  The  median  basilic  vein  was  opened 
and  twenty-four  ounces  of  normal  warm  (105°  F.)  sterile  salt 
solution  were  introduced  into  the  circulation;  the  patient  rallied 
promptly  and  made  an  excellent  recovery.  While  blood  is 
doubtless  thicker  than  water,  in  certain  exigencies  salt  water 
will  take  the  place  of  blood,  for  the  reason  that  an  empty  auri- 
cle refuses,  for  physiologic  reasons,  to  contract.  When  syn- 
cope threatens  during  an  operation,  if  possible  keep  your  pa- 
tient in  the  Trendelenburg  position  until  the  heart  regains  its 
power.  If  cerebral  anemia  is  markedly  present  elevate  the 
foot  of  the  bed  to  an  angle  of  20°  to  35°  on  removing  the  patient 
from  the  table.  If  cerebral  congestion  obtains  reverse  the  pro- 
cedure and  elevate  the  head. 

In  this  somewhat  disconnected  and  fragmentary  way  I 
have  endeavored  to  formulate  some  of  the  methods  whereby 
shock  may  be  prevented  and  remedied.  Other  forms  of  shock 
associated  with  or  dependent  on  operation  or  mental  impres- 
sions, especially  masked  shock  and  that  due  to  sepsis  and  anes- 
thetics, are  worthy  of  careful  study,  but  the  limits  of  this  paper 
forbid  their  notice  here. 

Resume. — 1.  The  treatment  of  shock  should  be  preventive 
and  curative,  and  to  a  large  degree  the  indications  for  the 
former  define  the  lines  of  treatment  in  the  latter. 

2.  The  proper  exhibition  of  preventive  measures  includes  a 
careful  study  into  the  functional  activity  and  organic  status  of 
all  important  organs,  and  such  treatment  by  hygienic,  dietetic, 
and  therapeutic  measures  as  will  elevate  the  standard  of 
bodily  and  mental  health  to  a  degree  in  which  the  maximum 
power  of  resistance  may  be  produced  and  maintained. 

3.  Special  emphasis  should  be  given  to  lithemic  and  uremic 
excretion,  and  to  the  condition  of  the  circulatory  and  nervous 
systems. 

4.  Knowledge  as  to  inherited  power  of  resistance  to,  and  re- 
covery from,  serious  disease  and  accidents,  is  of  the  highest 
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value  in  determining  the  course  of  procedure  and  estimating 
the  chances  for  recovery  after  capital  operations. 

5.  A  supply  of  facilities  and  drugs  for  meeting  all  emergen- 
cies should  be  in  constant  readiness,  with  exact  knowledge 
for  the  indication,  dosage,  physiologic  and  therapeutic  effect 
of  special  heart  tonics  and  stimulants,  which  include  strychnia, 
digitalis,  sparteine,  nitroglj^cerin,  brandy,  and  codeia. 

6.  Limit  the  time  of  an  operation  to  the  shortest  period  com- 
patible with  thorough  work  and  proper  technique. 

7.  Save  your  patient  from  the  shock  of  fear  to  the  utmost, 
and  in  selected  cases  proceed  to  operation  without  informing 
the  patient  of  your  purpose. 

8.  In  shock  with  hemorrhage  supply  the  volume  of  venous 
and  arterial  loss  by  direct  transfusion  of  normal  salt  solution 
into  the  patient's  vein. 

9.  Bear  in  mind  the  influence  position  has  on  the  circulation 
under  both  shock  and  hemorrhage,  especially  in  anemic  condi- 
tions of  the  cerebro-cerebral  nerve-centres  and  the  heart. 

291  Ha>X"OCK  street. 


OVARIOTOMY  IN   A  CHILD  THIRTY-THREE  MONTHS  OLD.' 


BY 

C.  S.  HOFFMAN,   M.D., 
Keyser.  W.  Va. 


My  purpose  in  bringing  the  following  case  to  your  attention 
is  not  to  indicate  to  you  that  I  have  performed  an  ovariotomy, 
or  to  suggest  anything  new  in  the  way  of  operation,  but  to 
report  one  of  the  rarest,  if  not  the  only  case  of  ovarian  tumor 
of  its  kind  yet  recorded  in  so  young  a  person  and  removed  by 
operation.  Although  a  year  has  now  elapsed  since  I  treated 
the  case,  I  feel  that  it  is  sutficiently  interesting  to  be  reported. 

On  November  loth,  1895,  I  was  called  in  consultation  to  see 
a  female  child,  U.  F.  J.,  age  28  months.  Her  previous  his- 
tory was  good,  and  up  to  this  time  she  was  apparently  in  the 
best  of  health.  She  was  a  delicately  built  child,  but  was  well 
nourished.  On  Thursday,  nine  days  previous  to  my  first  visit, 
she  complained  for  the  first  time,  for  two  hours,  of  a  pain  in 

*  Read  before  the  West  Virginia  State  Medical  Society,  at  Charleston, 
"W.  Va.,  May  19th,  20th,  and  21st,  1897. 
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her  abdomen.  As  soon  as  the  pain  ceased  she  appeared  well 
until  the  following  Sunday,  when  she  commenced  complaining 
again  of  the  pain  in  the  abdomen.  Tuesday  the  abdomen 
began  to  swell  and  fever  developed.  Wednesday  their  family 
physician,  Dr.  Trask,  of  Ree's  Mills,  was  called.  The  condition 
of  the  patient  was  quite  alarming,  and  I  was  sent  for  on 
Friday,  November  loth.  As  the  family  resided  some  distance 
away  in  the  country,  I  saw  the  case  only  on  the  loth,  18th, 
21st,  and  24th  d&js  of  November. 

At  my  first  visit  the  child  appeared  very  sick.  Its  look  indi- 
cated it  was  suffering  pain.  Temperature  was  103°,  pulse  135, 
respiration  very  hurried  and  shallow.  The  stomach  was  so  irri- 
table that  it  could  not  retain  anything.  The  bowels  had  not 
moved  for  several  days.  The  child's  abdomen  seemed  to  be 
distended  as  large  as  the  skin  would  allow  it.  There  was  a 
very  perceptible  fulness  and  hardness  of  the  abdomen  on  the 
left  side.  There  was  dulness  extending  from  the  left  ilium 
in  front  well  up  to  the  ribs,  and  curving  around  to  the  right 
of  the  umbilicus  some  two  inches,  and  then  curving  a  little  to- 
the  right  of  the  pubic  symphysis  and  down  to  that  bone.  To 
the  right  and  above  this  dull  limit  there  was  tympanites.  It 
was  impossible  to  make  a  diagnosis. 

Our  trpatment  was  hot  applications  to  the  abdomen  and 
small  doses  of  calomel  placed  on  the  tongue  every  two  hours. 
The  bowels  moved  the  next  day,  stomach  became  less  irritable 
and  could  retain  some  lime  water  and  milk.  The  action  of  the 
kidneys  was  normal.  After  several  days'  treatment  with  poul- 
tices to  the  abdomen,  and  such  medicines  as  were  indicated  to 
relieve  existing  conditions  as  much  as  possible,  the  child  gradu- 
ally improved,  so  that  by  the  middle  of  December  she  was 
much  better  and  able  to  be  around  the  house.  By  the  last  of 
December  she  was  considered  by  her  parents  and  the  family 
physician  to  have  fully  recovered. 

In  the  early  part  of  February  the  mother  of  the  child  was  in 
town  and  called  at  my  office  to  ask  me  whether  I  thought  it 
possible  that  the  sickness  the  child  had  had  in  November  was 
caused  by  the  child's  changes  coming  on  her,  for  she  said 
there  had  been  a  discharge  of  blood  from  the  vagina  at  stated 
periods  ever  since;  that  it  looked  like  the  menstrual  discharge;; 
that  the  child's  breasts  were  enlarged,  and  that  there  was 
marked  development  of  the  external  genitalia.  Considering 
the  youth  of  the  child,  I  could  not  think  it  possible,  but  sug- 
gested that  the  discharge  was  probably  from  an  abscess,  the 
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result  of  the  inflammation  in  the  abdomen  which  the  child  had 
so  latelj"  had.     Two  months  later  the  parents  brought  the  child 
to  me,  stating  that  about  three  weeks  previous  she  had  again 
commenced  complaining  with  pain  in  the  abdomen,  and  the 
abdomen  had  begun  to  enlarge.     The  mother  stated  that  pre- 
vious to  this,   as  we  have  said,  they  thought  the  child  had 
full}'  recovered  from  the  sickness  of  last  November,  except  that 
since  that  time  she  had  noticed  some  slight  fulness  and  hard- 
ness in  the  abdomen  over  where  the  seat  of  the  inflammation 
was.    Since  recovering  from  her  sickness  of  last  November  there 
have  been,  as  above  stated,  discharges  of  blood  from  the  vagina 
at  times,  which  the  child's  mother  says  resemble  the  menstrual 
discharges  of  a  woman.     The  first  discharge  was  on  December 
10th,  lasting  two  days;  again  January  24th,  lasting  three  days; 
then  on  February  4th  for  one  day,  and  again  on  March  3d  for 
two  days.     The  child  was  now  a  little   past  32   months  old; 
was  somewhat  anemic;  her  face  had  an  anxious  expression, 
the  features  pinched;  the  pulse  was  120,  the  temperature  nor- 
mal.    The  mammary  glands    were   very  much  enlarged   and 
the  nipples  even  were  prominent.     The  mons  veneris  was  re- 
markably  developed   and   the   abdomen   was  very  much   en- 
larged.    Under  the  influence  of  an  anesthetic  it  was  easily  de- 
termined that  the  enlargement  in  the  abdominal  cavity  was 
due  to  a  tumor  which  contained  liquid.     The  enlargement  was 
principally  on  the  left  side,  beginning  low  down  in  the  pelvis 
and  extending  up  to  the  ribs  and  three  inches  to  the  right  of 
the  umbilicus. 

The  diagnosis  was  an  ovarian  tumor,  and,  from  the  condi- 
tion of  the  patient  and  the  rapid  development  of  the  tumor, 
an  early  operation  was  advised.  In  one  week  the  parents  re- 
turned with  the  child  for  operation.  Her  condition  had  become 
much  worse:  pulse  was  135,  temperature  101.5°,  and  some 
cough  and  slight  bronchitis  were  present ;  the  distension  of 
the  abdomen  was  very  great  and  interfered  much  with  respi- 
ration ;  the  stomach  was  very  irritable,  not  retaining  suffi- 
cient nourishment. 

For  nine  days  I  gave  the  patient  my  closest  attention,  hop- 
ing to  improve  her  condition  for  operation;  but  she  was  rapidly 
getting  worse,  so  I  decided  to  operate  as  the  only  means  of 
giving  the  little  one  a  chance  for  her  life.  On  April  18th, 
with  the  assistance  of  Drs.  Wiley  and  Spear,  of  Cumberland, 
Md.;  Kalbaugh,  of  Piedmont,  W.  Va. ;  Hofilman,  of  Thomas, 
W.  Va. ;  and  Keys,  of  this  place,  I  removed  a  tumor  which 
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contained  from  six  to  eight  pints  of  liquid,  besides  a  fleshy 
mass  which  weighed  two  and  one-half  pounds,  making  in  all 
a  tumor  weighing  from  eight  to  ten  pounds.  There  was  ex- 
tensive adhesion  of  the  tumor  in  front  and  to  the  left  side  with 
the  parietal  peritoneum.  The  pedicle  was  between  two  and 
three  inches  long  and  was  attached  to  the  left  ovary.  There 
was  comparatively  no  bleeding.  The  abdominal  incision  was 
not  quite  four  inches  long.  When  I  went  to  tie  the  pedicle  I 
was  surprised  to  find  the  womb  enlarged  to  near  the  size  of  the 
non-pregnant  womb  of  an  adult.  The  patient  was  under  the 
anesthetic  just  fifty-five  minutes.  A  considerable  portion  of 
this  time,  however,  was  consumed  in  preparing  the  abdomen 
for  operation,  as  she  was  so  restless  and  fretful  that  this  could 
not  be  done  before.  Twice  the  operation  had  to  be  suspended 
on  account  of  the  threatened  collapse  of  the  patient.  The 
patient  rallied  so  well  from  the  operation  that  we  all  felt  hope- 
ful of  the  result,  but  the  irritability  of  the  stomach,  which  was 
so  troublesome  before  the  operation,  now  became  more  persist- 
ent, and,  in  her  weakened  condition,  she  died  from  exhaustion, 
having  survived  the  operation  thirty-three  hours.  A  micro- 
scopical examination  of  a  portion  of  the  tumor  by  Dr.  George 
W.  Dobbin,  of  Johns  Hopkins  Hospital,  indicated  it  to  be  a 
cystic  sarcoma. 

Ovarian  tumors  in  children  are  very  rare.  Cases  have  been 
recorded,  however,  of  ovarian  cysts  in  the  fetus.  The  most 
common  are  the  dermoid.  I  am  indebted  to  Drs.  H.  A.  Kelly 
and  E.  Hurdon,  of  Johns  Hopkins  Hospital,  for  a  careful 
search  of  the  literature  on  the  subject,  which  shows  that  up 
to  the  present  the  operation  for  extirpation  of  ovarian  tumors 
in  children  has  been  performed  only  three  times  on  children 
younger  than  my  patient,  and  then  the  operation  has  been 
done  for  the  removal  of  dermoid  cysts.  Bland  Sutton,  in  his 
work  on  "  Surgical  Diseases  of  the  Ovaries  and  Fallopian 
Tubes,^'  refers  to  a  case  reported  by  Keister,  where  a  child  20 
months  old  was  successfully  operated  on  for  removal  of  a  der- 
moid cyst.  He  also  refers  to  a  case,  reported  by  J.  F.  Hooks, 
of  Paris,  Texas,  of  ovariotomy  for  dermoid  cyst  in  a  child  30 
months  old;  the  patient  died  on  the  following  day.  Mourier 
refers  to  a  case,  reported  by  Pean,  of  the  successful  removal 
of  a  dermoid  from  a  child  2  j^ears  old.  Neville  reports  the 
removal  of  a  dermoid  from  a  child  33  months  old;  this  was 
followed  by  death.  Neville's  case  was  about  the  same  age 
as  mine.     You  will  notice  all  these  operations  were  for  the 
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removal  of  dermoid  cysts,  while  the  microscopical  examination 
revealed  mine  to  be  a  cystic  sarcoma. 

As  there  are  no  other  cases  reported  of  a  similar  nature,  it 
can,  I  think,  rightly  be  inferred  that  this  was  one  of  great 
rarity. 

Dermoid  tumors  of  the  ovary  usually  are  small  and  seldom 
occasion  trouble  until  puberty,  while  mine  was  of  large  propor- 
tions and  very  rapid  growth . 

If  our  search  of  the  literature  on  the  subject  is  correct,  I 
believe  I  am  justified  in  saying  that  this  is  the  youngest 
patient  ever  operated  on  for  a  tumor  of  this  character. 

Since  writing  the  above  Dr.  Hurdon  refers  me  to  the  case  of 
Busch,  recorded  by  Olshausen,  where  a  child  24  months  old 
was  operated  on  for  the  removal  of  an  ovarian  cyst.  The  ope- 
ration was  followed  by  death .     The  kind  of  tumor  is  not  stated. 


CLINICAL  NOTES,   WITH  SPECIMENS.  ' 

CELIOTOMY  DURING  PREGXAN'CY.      II.    A   LARGE    POLYP    WITH   IXVERSION 
OF  THE  UTERUS  IN   A   WOMAN  OF   ADVANCED  YEARS.      III.    REMOVAL 
OF  A  LARGE  DERMOID  CYST  NINE  WEEKS   AFTKR  LABOR. 


JOHN  C.   DA  COSTA,  M.D., 
GyDecologist  to  the  Jefferson  Medical  College  Hospital  and  to  St.  Agnes'  Hospital, 

Philadelphia. 


(With  illustration.) 


I.  Celiotomy  during  Pregnancy. — The  first  case  which  I 
wish  to  report  to-night  is  one  of  celiotomy  during  pregnancy, 
with  a  retroflexed  and  adherent  uterus  and  a  cyst  of  the  right 
ovary.  The  patient,  Mrs.  M.  C,  21  years  old,  had  been  mar- 
ried three  years,  and  bore  a  child  two  years  ago.  The  labor 
was  complicated  by  the  use  of  forceps,  and  the  patient  made 
slow  and  imperfect  recovery,  having  complained  of  recurrent 
attacks  of  pain  in  the  left  groin  ever  since.  About  December 
15th,  1896,  she  had  a  severe  attack  of  pain  in  the  left  groin, 
and  noticed  in  this  situation  a  small  lump,  which  has  steadily 
grown  larger  and  more  painful,  necessitating  her  confinement 
in  bed  ever  since  the  first  appearance  of  the  swelling.     There 

1  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, May  20th,  1897. 
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has  been  irregular  bleeding  from  the  uterus,  which  the  patient 
thought  was  menstrual  in  character,  at  periods  varying  from 
five  to  six  weeks.  The  bowels  were  constipated  and  urination 
painful. 

When  she  came  under  my  care  she  presented  no  signs  of 
pregnancy,  with  the  exception  of  a  mass  in  the  left  side  of  the 
•abdomen  and  a  slight  softening  of  the  cervix  such  as  we  see 
in  conditions  other  than  pregnancy.  There  was  no  morning 
sickness,  Montgomery's  glands  were  not  enlarged,  nor  was  the 
enlargement  and  discoloration  of  the  areola  around  the  nipple 
more  marked  than  is  usual  in  women  who  have  borne  children. 
There  was  no  dark  line  on  the  abdomen,  nor  could  a  discolora- 
tion of  the  vagina  (a  sign  upon  which  I  lay  much  stress  in  the 
diagnosis  of  pregnancy)  be  made  out.  The  mass  seemed  to  be 
•entirely  to  the  left  side  of  the  middle  line  and  reached  above 
the  umbilicus. 

On  April  20th  I  operated  on  her  and  found  the  tumor  to 
be  the  posterior  wall  and  left  side  of  a  pregnant  uterus;  it  was 
perfectly  free  and  movable  in  front  and  at  the  top,  although 
densely  adherent  behind  and  at  the  sides.  The  uterus  was 
situated  entirely  to  the  left  side  of  the  median  line  and  was 
sharply  retroflexed  about  the  line  of  the  internal  os,  and  tied 
down  by  adhesions,  which  were  broken  up,  allowing  the  uterus 
to  at  once  resume  its  proper  position.  The  fetus,  which  could 
be  very  clearly  outlined,  could  be  distinguished  as  a  breech 
presentation. 

Uninterrupted  recovery  followed  the  operation,  and  the 
woman  left  the  hospital  twenty-seven  days  afterward.  The 
uterus  continued  to  enlarge  during  her  stay  in  the  hospital, 
and  the  woman  said  that  she  distinctly  felt  the  motion  of  the 
child.  The  day  before  she  was  discharged  the  uterus  had 
risen  to  a  point  two  inches  higher  than  it  had  been  at  the  time 
of  her  admission. 

This  operation  seems  to  justify  the  ground  that  I  have  taken 
for  some  years  past,  that  the  proper  way  to  treat  a  retroflexed 
pregnant  uterus  which  is  bound  down  by  adhesions  is  to  do  a 
celiotomy  to  free  it.  If  this  operation  is  not  done  abt)rtion  is 
very  apt  to  occur,  for  the  uterus  is  tied  down  and  unable  to 
move  as  it  becomes  more  and  more  increased  in  size  with  the 
advance  of  pregnancy.  In  such  cases  I  think  that  a  celiotomy 
should  be  performed  for  the  relief  of  the  condition  and  to  pre- 
vent premature  labor;  that  this  may  be  safely  done,  this  and 
other  cases  upon  which  I  have  operated  for  such  condition  will 
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show.  Some  three  years  ago  I  operated  on  a  woman  who  de- 
nied every  symptom  of  pregnancy  and  gave  me  a  positive  his- 
tory of  regular  menstruation,  and  in  whom  the  signs  of  preg- 
nancy were  wanting.  I  removed  two  pus  tubes  and  abscessed 
ovaries  from  her,  and  learned  that  she  bore  a  child  at  full 
term  six  months  later. 

II.  A  Large  Polyp,  with  Inversion  of  the  Uterus,  in  a 
Woman  of  Advanced  Years. — The  second  case  is  one  of  a 
large  polyp,  with  inversion  of  the  uterus,  in  a  woman  of  ad- 
vanced years.  Large  polypi  are  not  uncommon  and  inverted 
uteri  are  not  uncommon,  but  I  think  that  this  peculiar  combi- 
nation is  rather  an  unusual  one.  The  patient  was  a  Chilian, 
who  had  lived  in  Valparaiso  for  many  years.  She  was  68 
years  old,  and,  like  most  of  those  women  from  the  hot  cli- 
mates, all  of  whom  age  early,  really  seemed  past  80.  Her 
past  history  was  uneventful,  with  the  exception  that  she  had 
had  typhoid  fever  when  50  years  old.  She  was  married  when 
15  years  of  age,  was  never  pregnant,  and  her  menopause  oc- 
curred when  she  was  51.  Until  two  years  ago  the  patient  had 
enjoyed  good  health,  but  at  this  time  she  noticed  in  the  vagina 
a  lump  about  the  size  of  an  English  walnut,  which  grew 
steadily.  An  examination  showed  that  the  vagina  was  of 
small  size  and  filled  by  a  large  tumor  which  distended  this 
cavity  and  pressed  upon  the  urethra  and  the  rectum,  causing 
great  difficulty  in  urination  and  defecation.  With  difficulty 
the  finger  was  passed  by  the  tumor  and  a  large  pedicle  found. 
The  body  of  the  polyp  was  caught  by  a  pair  of  strong  volsella 
forceps,  and  the  pedicle  by  my  polyp  forceps,  then  twisted  off 
and  delivered  with  a  good  deal  of  difficulty ;  it  measured  four 
and  a  quarter  by  three  and  a  quarter  inches.  The  uterus  was 
inverted  and  bleeding  freely  from  the  site  of  the  attachment  of 
the  polyp,  which  was  a  little  over  one  inch  in  diameter;  the 
inversion  was  easily  corrected,  the  hemorrhage  controlled  by 
catgut  sutures,  and  the  uterus  packed  with  iodoform  gauze. 
The  bladder  and  the  bowels  resumed  their  normal  condition 
and  the  patient  was  discharged  a  few  days  later,  well. 

III.  Removal  of  a  Large  Dermoid  Cyst  Nine  Weeks 
after  Labor. — The  third  case  is  one  of  an  apparently  rapidly 
growing  dermoid  cyst  following  labor.  This  woman,  who 
was  a  Lititz  (one  of  the  Polish  tribes),  was  24  years  of  age  an  d 
appeared  to  be  remarkably  strong  and  healthy.  She  was  mar- 
ried at  20,  and  had  borne  three  children,  all  at  term,  the  last 
child  having  been  born   on  March  1st,  1897.     Two  years  ago, 
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after  having  injured  herself  by  lifting  a  heavy  weight,  she 
commenced  to  have  pain  in  the  left  groin,  becoming,  as  time 
went  on,  progressively  more  severe.  Nine  weeks  ago  she  had 
a  normal  labor,  and  was  perfectly  well  until  eight  weeks  after 
this  event,  when,  on  lifting  a  wash  boiler,  she  was  seized  with 
a  violent  pain  in  the  left  side  and  noticed  that  a  lump  had 
made  its  appearance  over  the  site  of  the  pain.  According  to 
her  statement  this  lump  grew  rapidly,  and  when  the  patient 
was  brought  to  me  the  mass  reached  above  the  umbilicus  and 
was  about  the  size  of  a  six  and  a  half  months  pregnancy.     On 


Dermoid  tumor,    a,  bone ;  b,  pedicle  ;  c,  teetli ;  d,  hair. 

admission  to  my  ward  her  temperature  was  over  103°,  and,  as 
she  seemed  to  be  in  such  a  precarious  condition  when  I  saw 
her  on  the  night  of  her  admission,  I  operated  early  the  next 
morning,  removing  a  tumor  which  proved  to  be  a  dermoid  cyst 
weighing  more  than  twelve  pounds  and  measuring  six  by  ten 
inches.  The  mass  was  of  a  deep-blue  color,  and  was  attached 
by  a  long  pedicle  springing  from  its  left  side,  which  was 
twisted  several  times  on  itself;  the  whole  mass  had  begun  to 
break  down  and  was  evidently  strangulated.  In  addition  to 
.the  weight  of  the  tumor  after  its  removal  should  be  added 
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also  a  considerable  amount  of  broken-down  sebaceous  matter, 
which  was  lost  by  the  rupture  of  the  cyst  while  I  was  remov- 
ing it. 

The  doctor  who  confined  the  woman  last  March  told  me 
that  he  could  not  recognize  at  that  time  the  presence  of  any 
mass  outside  the  uterus,  although  he  expelled  the  placenta  by 
the  Crede  method;  nor,  when  called  in  to  see  the  patient  two 
months  later,  did  he  notice  anything  more  than  a  small  tumor 
in  the  left  groin.     This  physician  attends  a  great  many  cases 
of  labor  among  the  Poles  and  Hungarians,  and  I  think  he  is 
perfectly  competent  to  judge  whether  or  not  there  was  a  mass 
in  this  woman's   abdomen  at  the  time  of  her  last  delivery. 
This  cyst  reverses    the    usual   description  of    such   growths, 
which,  as  you  know,  are  usually  of  slow  growth  and  without 
fluctuation;  this  cyst  grew  rapidly,  as  far  as  could  be  ascer- 
tained, and  did  fluctuate.     The  patient  made  a  perfect  recovery 
after  the  operation;  the  temperature  and  the  pulse  at  once  fell 
to  normal,  and  she  was  also  fortunate  enough  to  retain  her 
milk,  so  that  I  expect  her  to  return  home  in  a  few  days  and 
nurse  her  baby.     The  illustration  shows  clearly  the  hair,  large 
bone,  and  the  peculiar  arrangement  of  the  teeth  in  the  tumor. 

In  another  dermoid  cyst  which  I  removed  [this  morning  the 
tumor  had  lain  dormant  for  three  years,  and  suddenly  began 
to  grow  three  months  ago,  measuring  at  the  time  of  its  removal 
iive  or  six  inches  in  diameter  and  being  about  nine  inches  long. 

1633  Arch  street. 
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The  following  experiments  and  their  results  are  submitted 
as  part  of  work  begun  with  the  hope  of  throwing  some  light 
upon  the  question  of  the  toxicity  of  urine  of  pregnant  women. 
It  is  to  be  distinctly  understood  that  this  paper  is  only  a  pre- 
liminary statement.  If  there  should  ever  be  very  definite 
results  they  must  come  from  much  more  comprehensive  work 
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than  that  herein  set  forth.  This  much,  however,  can  be 
claimed  for  the  work:  it  is  as  rehable  as  the  author  can  make 
it ;  it  is  not  an  effort  to  make  facts  fit  a  theory,  it  is  simply  a 
statement  of  observed  facts.  The  reason  for  doing  such  work 
was  the  feeling  that  there  ought  to  be  some  explanation  of  the 
occurrence  of  puerperal  eclampsia.  The  experiments  of  Tar- 
nier  and  Chambrelent '  have  left  little  reason  to  doubt  that  in 
eclamptic  cases  there  must  be  some  poison  which,  circulating 
through  the  system  of  the  pregnant  woman,  becomes  active 
because  of  defective  elimination.  The  demonstration  which 
these  investigators  made  was  that  while  the  serum  of  the  blood 
of  an  eclamptic  was  violently  toxic,  the  urine  of  the  same  pa- 
tient was  less  so  than  that  of  the  urine  of  the  normal  indi- 
vidual. The  inference  was  natural  that  there  was  something 
(toxin)  which  was  not  thrown  out  because  of  defective  elimina- 
tion, but  which  was  not  necessarily  a  new  element,  a  something 
peculiar  to  that  individual.  The  elements  of  uncertainty  in 
these  experiments,  as  well  as  in  those  of  Bouchard,''  were:  Was 
not  a  contamination  by  micro-organisms  possible,  or  was  not  a 
diathetic  condition  the  ultimate  cause  of  the  particular  toxicity? 
In  other  words,  this  question  arose:  Were  these  toxic  principles 
to  be  found  in  all  pregnant  women,  or  were  they  the  result  of 
peculiar  changes  in  particular  women,  due  to  unusual  condi- 
tions which  were  dependent  upon  diathesis,  the  invasion  of 
micro-organisms,  or  other  cause  ? 

The  method  adopted  was  due  to  the  fear  that  in  the  cases  re- 
ported by  Tarnier  and  Chambrelent  the  element  of  the  invasion 
of  micro-organisms  could  not  be  ruled  out,  for  the  reason  that 
in  their  cases  the  blood  was  drawn  off,  allowed  to  coagulate 
during  twenty-four  hours,  and  then  the  serum  was  injected 
into  the  auricular  vein  of  the  rabbit:  the  urine  was  collected 
and  injected  without  such  manipulation  as  would  tend  to  pre- 
vent the  proliferation  or  invasion  of  microbes.  Bouchard  in- 
jected urine  which  was  cold  and  which  had  received  no  other 
treatment  than  careful  asepsis,  neutralization,  and  filtration. 
Consequently  it  seemed  best  to  adopt  a  totally  different  method, 
one  which  would  eliminate  these  objections  as  much  as  possible. 

The  urine  was  collected  for  twenty-four  hours  in  quart  glass 
jars  with  screw  tops.  In  each  jar  were  put  two  drachms  of  pure 
boric  acid.  The  patients  were  selected  at  random,  some  from 
the  wards  of  a  maternity  hospital,  some  from  the  beneficiaries^ 

'  Annales  de  Gynecologic,  November,  1892. 
'  Auto-intoxication  in  Disease.     (Oliver.) 


STEWART:   TOXICITY   OF  URINE   IN   PREGNANCY.  341 

of  the  Cincinnati  Maternity  Society,  and  others  from  the  pri- 
vate practice  of  the  writer.  They  were  impressed  with  the 
necessity  of  absolute  cleanliness  of  the  genitals  before  the  urine 
was  passed,  and  of  the  jars  at  all  times.  Except  in  Experi- 
ments 1  and  2,  the  urine  in  each  case  was  boiled  down  to  one- 
half,  one-third,  or  even  less  of  the  original  bulk,  and  then  used 
at  once  or  carefully  stored  in  sterile  jars.  Whenever  it  became 
necessaiy  to  keep  the  urine  it  was  always  boiled  again  before 
it  was  injected.  After  boiling,  the  urine  was  neutralized  with 
sodium  bicarbonate  and  filtered  before  being  used  in  the  ex- 
periments. 

The  injections  were  all  made  intra-abdominally,  the  abdo- 
men having  first  been  cleared  of  hair  and  scrubbed  with  bi- 
chloride of  mercury  solution  1:500.  The  urine  was  always  in- 
jected warm,  a  temperature  of  about  100°  being  aimed  at.  It 
is  perhaps  proper  to  state  that  this  warmth  was  guessed  at  and 
not  measured.  It  did  not  seem  important  enough  to  strive  for 
greater  accuracy  at  the  risk  of  possible  contamination.  In 
each  instance  the  needle  of  the  hypodermatic  syringe  was  pointed 
toward  the  lower  extremities  of  the  animal  to  avoid  wounding 
the  liver,  diaphragm,  etc. 

Experiment  I. — Urine  from  primipara  aged  20  years;  last 
menstruation  August  11th  to  15th,  1896;  expected  confinement 
May  18th  to  24th,  1897.  Family  history  negative;  no  diathetic 
condition  known;  generalh^  healthy.  Urine:  specific  gravity 
1017;  acid;  somewhat  cloudy;  no  albumin;  no  sugar;  neu- 
tralized and  warmed;  passed  April  25th,  1897;  boracic  acid 
used. 

April  25th,  1897,  9:15  p.m.,  injected  110  cubic  centimetres 
into  abdominal  cavity  of  rabbit  weighing  4  pounds  8  ounces, 
2  drachms  in  eight  minutes.  0:23  p.m.,  restless;  passes  urine 
freely:  drags  posterior  extremities;  lying  flat  on  abdomen; 
head  in  extreme  extension  (not  convulsive).  9:30  p.m.,  tossing 
about  cage  as  if  in  pain.  9:35  p.m.,  lying  on  side;  head  in 
extension;  panting.  9:45  p.m.,  breathing  more  slowly;  when 
touched  assumes  upright  posture,  but  then  crouches  on  bottom 
of  cage,  head  erect.  10  p.m.,  sitting  quietly;  hearing  intact; 
eyes  wide  open.  10:15  p.m.,  becoming  drowsy;  rests  head  on 
bottom  of  cage.  10:45  p.m.,  has  fallen  on  right  side;  breathing 
rapid  and  labored;  when  touched  with  glass  rod  struggles  to 
feet  in  a  startled  manner.  10:49  p.m.,  arouses  itself  of  own 
accord:  crouches  on  abdomen;  respirations  becoming  slower 
and   more   labored;  palpebral  reflex   active;  eyes  half-closed. 
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11:09  P.M.,  restless;  respirations  very  generally  labored ;  lies  on 
right  side,  but  struggles  occasionally  to  feet,  only  to  fall  back 
again;  palpebral  reflex  active.  ll:-40  p.m.,  very  restless; 
springs  to  opposite  side  of  cage,  trembling  violently;  lies 
chiefly  on  left  side;  cannot  maintain  upright  posture  on  feet. 
11:57  P.M.,  now  trembling  so  as  to  shake  table;  has  convul- 
sions; opens  mouth;  gasps  for  breath;  convulsion  simulates 
that  of  strychnia-poisoning.  11:59  p.m.,  utters  cry;  trembling; 
more  feeble;  gasps;  dies. 

Post-mortem:  Blood  vessels  of  intestines  injected;  liver  nor- 
mal; large  quantity  of  fibrinous  material  in  abdominal  cavity; 
90  cubic  centimetres  of  fluid  therein. 

Experiment  II.,  April  25th,  1897,  9:56  p.m. — Urine  part  of 
same  used  in  Experiment  1;  was  boiled,  neutralized,  and  fil- 
tered; 25  cubic  centimetres  injected  into  abdomen  of  rabbit 
weighing  570  grammes.  1  ":i()  p.m.,  rabbit  lies  on  left  side  with 
feet  extended;  cannot  get  up;  breathing  rapidl}^;  sound  excites 
movement  of  extremities.  10:15  p.m.,  now  lying  on  fore  feet 
and  abdomen,  with  hind  feet  extended;  does  not  move  when 
touched;  passes  urine;  becoming  restless.  10:45  p.m.,  has 
moved  forward;  head  erect;  drowsy.  11:55  p.m.,  hops  about 
cage;  posterior  extremities  rather  stiff  from  manipulation  (?). 
Died  during  night. 

Post-mortem:  Abdomen  distended;  gas  escaped  when  cavity 
was  opened;  intestinal  vessels  injected:  small  abscess  of  liver 
on  inferior  surface  of  right  lobe;  small  quantity  of  fluid  in 
cavitj". 

Experiment  III,  May  24th,  1897. — Urine  of  primipara 
(brown);  specific  gravity  1020;  reaction  acid.  Urine  was  boiled 
down  to  one-half  bulk,  warmed,  neutralized,  and  filtered;  25 
cubic  centimetres  injected  into  abdomen  of  rabbit  weighing 
about  one  pound  (one-half  kilogramme)  at  2:50  p.m.;  time  for 
injection,  six  minutes;  rabbit's  temperature  (rectum)  99°  F. 
2:57  P.M.,  restless  for  one  minute;  palpebral  reflex  absent. 
2:58  P.M.,  some  jerking,  followed  by  tonic  convulsion  charac- 
terized by  opisthotonos  and  stretching  of  all  extremities,  then 
clonic  convulsion:  ten  seconds  of  rest,  then  a  second  convulsion 
exactly  like  the  first;  emission  of  dark  fluid  per  rectum.  2:05 
P.M.,  died  in  convulsion.  3:35  P.M.,  post-mortem  rigidity  well 
marked. 

On  opening  the  abdominal  cavity  nearly  10  cubic  centimetres 
of  dark-colored  fluid  very  similar  in  character  to  that  injected 
were  found.     No  lesions  were  found. 

Experiment  IV.,  May  24th,   1897.— Urine  same  as  No.  3; 
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rabbit  of  same  weight  as  preceding;  rabbit's  temperature  (rectal) 
99*^  F.  8:59  P.M.,  20  cubic  centimetres  injected  into  abdomen 
in  two  minutes.  9:11  p.m.,  fell  on  side  in  complete  relaxation; 
does  not  move  when  touched;  pupils  react  sluggishly  to  light. 
9:20  P.M.,  convulsion  exactly  the  same  as  that  of  Experiment 
3,  preceded  by  slight  tremor  and  gasping  respiration.  Had 
in  all  thirteen  convulsions  ;  last  lasting  for  a  few  seconds  (first 
tonic,  then  clonic),  the  last  three  being  quite  feeble.  9:31  P.M., 
died.     10:00  p.m.,  post-mortem  rigidity  well  marked. 

Experiment  V.,  May  24th  1897. — 9:15  p.m.,  injected  8  cubic 
centimetres  of  same  urine  (Nos.  3  and  4)  into  rabbit  of  same 
weight.  Temperature  99°.  This  urine  was  warm,  and  was  in- 
jected in  four  minutes  into  abdomen.  9:28  p.m.,  lying  prone. 
9:36  P.M.,  can  hardly  be  aroused;  pupils  widely  dilated;  respira- 
tions gasping;  lies  as  though  completely  paralyzed.  9:38  p.m., 
slight  twitching.  10:45  p.m.,  has  been  lying  prone  and  relaxed, 
with  occasional  efforts  to  change  posture;  cannot  be  aroused; 
respirations  rapid  and  jerky;  does  not  flinch  or  wink  when  fin- 
ger touches  eye;  pupils  dilated.  May  25th,  12:45  a.m  ,  respira- 
tions slow  and  deep;  palpebral  reflex  present;  sight  normal. 
May  25th,  4  p.m.,  rabbit  alive  and  apparently  well;  eats  and 
drinks  normally. 

Experiment  VI.,  May  25th,  1897. — Urine  of  multipara 
(Lingus);  passed  only  one  pint  in  twenty-four  hours  (?).  This 
was  boiled  down  to  2  ounces;  specific  gravity  1028;  reaction  acid; 
no  albumin;  no  sugar.  Patient  has  phthisis;  age  32  years;  due 
May  27th,  1897.  4:17  p.m.,  after  again  warming  and  filtering, 
8  cubic  centimetres  were  injected  intra-abdominally  into  rabbit 
of  one  pound  (one-half  kilogramme)  in  one  minute.  4:19  P.M., 
restless  ;  moving  about  table  ;  disposed  to  take  crouching  or 
prone  attitude  ;  falls  to  one  side.  4:21  P.M.,  unable  to  use  an- 
terior extremities ;  moves  posterior  ones  as  though  to  support 
itself.  4:22  p.m.,  has  jerky  movements  in  body,  followed  im- 
mediately by  a  peculiar  convulsion  ;  lower  jaw  drawn  sharply 
downward  ;  convulsive  contraction  in  neighborhood  of  dia- 
phragm, then  centrifugal  explosion.  The  whole  appearance 
looks  as  though  the  animal  were  about  to  vomit.  Almost 
instantly  there  was  quiet  with  relaxation,  followed  by  a  few 
feeble  gasps,  and  death  occurred  at  4:23  p.m. 

Experiment  VII.,  May  13th,  1897- — Urine  of  a  primipara 
(Kramig)  aged  21  years  Specific  gravity  1015:  acid;  no  albu- 
min; no  sugar.  Woman  always  healthy;  well  developed; 
date  of  expected  confinement,  June  29th,  1897.    Family  history: 
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father  died  of  heart  disease  ;  mother  healthy.  No  diathetic 
condition  discoverable.  This  urine  was  boiled  down  to  one- 
third  of  its  bulk,  to  specific  gravity  1056;  50  cubic  centimetres 
of  this  concentrated  urine  were  neutralized,  filtered,  warmed, 
and  injected  into  abdomen  of  a  rabbit  weighing  1,750  grammes, 
in  fifteen  minutes.  4  p.m.,  returned  to  cage;  cannot  support 
himself:  lies  flat  on  abdomen:  makes  efforts  to  regain  his  feet; 
respiration  slow;  supports  head  against  side  of  cage.  4:07  p.m., 
has  convulsion,  tonic  followed  by  clonic  spasms,  opisthotonos; 
pupils  contracting;  breathing  in  short  gasps;  lies  on  side;  can- 
not be  aroused;  palpebral  reflex  absent.  4:10  P.M.,  stretches 
himself  every  thirty  seconds  (about):  these  attacks  are  undoubt- 
edly convulsive;  during  interval  is  quiet.  4:18  p.m.,  attacks 
come  on  regularly  and  are  accompanied  by  a  peculiar  grunting 
sound.  4:24  p.m.,  the  last  attack  was  of  longer  duration  than 
the  others:  the  abdominal  muscles  are  contracted;  the  front  and 
hind  legs  are  drawn  together  ;  the  fore  legs  tremble  while  the 
hind  ones  move  up  and  down.  4:28  p.m.,  panting;  mouth  open; 
stretching  precedes  the  convulsive  attacks,  which  are  becoming 
more  marked.     4:30  p.m.,  violent  convulsion:  death. 

Post-mortem  examination  eight  hours  after  death:  55  cubic 
centimetres  of  amber  fluid  of  specific  gravity  of  1022  found  in 
abiominal  cavity;  abdominal  vessels  injected:  organs  normal 
in  appearance;  post-mortem  discoloration  of  abdominal  wall  on 
left  side. 

Experiments  VIII.  and  IX.,  May  26th,  1897.— Urine  from 
multipara  (Hanbrock)  aet.  38  years.  Patient  had  inflammatory 
rheumatism  at  9  years;  never  had  syphilis  or  malaria;  father 
and  mother  died  of  consumption.  Patient  in  last  month  of  preg- 
nanc}'.  Urine:  specific  gravit}^  1016;  neutral;  no  albumin;  no 
sugar:  quantity  in  twenty-four  hours,  one  quart,  boiled  down 
to  li  ounces=  oV  bulk,  specific  gravity  could  not  be  measured. 
3:59  P.M.,  injected  2  cubic  centimetres  of  the  concentrated 
urine  into  a  rabbit  weighing  one  pound.  4:22  p.m.,  no  apparent 
effect;  animal  eats  and  drinks,  hops  about  table.  At  4:57  p.m., 
as  nothing  had  occurred,  a  portion  of  the  above  concentrated 
urine  was  diluted  to  four  times  its  bulk  and  15  cubic  centimetres 
of  this  were  injected  into  the  abdomen  of  the  same  rabbit; 
time  of  injection,  three  minutes.  5 :07  p.  m.  ,  animal  crouching  on 
table,  breathing  rapidly.  5:09  P.M.,  lying  on  table;  listless; 
shows  tendency  to  fall  to  one  side.  5:12  p.m.,  marked  trembling 
about  the  head;  animal  starts  up  from  crouching  or  prone  pos- 
ture,   only  to  lie  down   again   and  to   fall  to  one  side;  noise 
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•startles  him;  trembling  conies  on  whenever  he  attempts  to 
rise:  there  is  an  apparent  loss  of  co-ordination.  5:19  p.m., 
spasmodic  jerk,  as  though  frightened:  clonic  convulsion  (?); 
fore  legs  restless.  5:28  p.m..  has  had  several  slight  spasms,  as 
though  an  electric  shock  had  been  passed  through  the  body; 
then  tonic  convulsion  (5:28),  with  throwing  back  of  head  and 
raising  of  hind  quarters,  stretching  out  of  extremities;  then 
followed  clonic  convulsion  accompanied  by  peculiar  gasping  re- 
spiration and  grunt  or  gasp;  these  convulsions  followed  each 
other  at  intervals  of  two  or  three  minutes.  5:42  p.m.,  respira- 
tions appeared  to  cease,  heart  continuing  to  beat.  5:45  p.m., 
another  slight  convulsion,  tonic,  then  clonic,  but  very  short. 
5:47  P.M.,  died  in  convulsions;  heart  beats  after  the  respirations 
cease,  but  for  a  few  seconds  only. 

Experiment  X.,  May  26th,  1897. — Urine  same  as  No.  8 
■(concentrated).  4:07  p.m.,  injected  ten  minims  subcutaneously 
into  abdominal  wall  of  medium-sized  mouse.  4:23  p.m.,  drowsy. 
4:26  P.M.,  respirations  labored;  moves  about  jar  uneasily  but 
sluggishly.  4:29  P.M.,  falls  to  one  side,  then  arouses  himself; 
has  the  appearance  of  one  falling  asleep.  4:34  p.m.,  has  slight 
general  convulsions,  which  resemble  the  shock  produced  by 
electric  current;  shocks  are  increasing  in  severity.  4:39  p.m., 
convulsions  succeed  each  other  rapidly,  there  being  no  appre- 
ciable intermission.  4:44  P.M.,  clonic  convulsion.  5:07  P.M., 
lying  prone  and  apparenth^  completely  relaxed  ;  respirations 
slow  and  deep;  dying.     5:10  p.m.,  died. 

In  this  case  there  could  have  been  no  dilution  from  extrava- 
sated  serum,  and  the  slowness  of  effect  must  have  been  due  to 
the  thickness  of  the  fluid  injected. 

Experiment  XL,  May  26th,  1897.— Fanny  South,  set.  18 
3'ears,  primipara.  Had  inflammatory  rheumatism  six  months 
ago;  no  tuberculosis,  malaria,  syphilis.  In  last  month.  Urine: 
specific  gravity  1017;  neutral;  albumin  in  quantity  (one-third 
bulk):  urine  boiled  down  to  about  one-half  bulk,  specific 
gravity  1035  (of  boiled  urine).  9:15  P.M.,  injected  20  cubic 
■centimetres  in  four  minutes  into  abdominal  cavity  of  rabbit 
weighing  about  one  pound.  9:27  p.m.,  hops  about  the  table; 
drinks  water;  does  not  eat.  9:55  P.M.,  lying  on  table.  9:58 
p.m.,  falling  to  left  side.  10:03  P  m.,  trembling  and  jerking, 
followed  by  tonic  convulsion  characterized  by  extension  of 
body  and  throwing  back  of  head;  this  lasts  for  one  minute, 
and  then  clonic  convulsions  at  intervals  of  a  few  seconds,  and 
short,  jerky  respiration;  lies  on  left  side.     10:08  p.m.,  another 
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tonic  convulsion,  followed  quickly  by  clonic  spasms  in  rapi(J 
succession.  10:10  p.m.,  trembling  and  clonic  spasms;  jerky 
respirations.  10:12  p.m.,  rapidly  succeeding  clonic  spasms, 
chiefly  about  fore  feet  and  head;  eyes  wide  open,  pupils  dilated. 
10:14  p.m.,  violent  tonic  convulsions  with  opisthotonos;  first 
drawing  together  and  then  wide  extension  of  all  extremities;: 
then  clonic  spasms  throughout  whole  body;  sound  from  mouth 
like  a  clucking,  gasping  grunt.  10:20  p.m.,  rapid  clonic 
spasms,  without  appreciable  rest  between,  have  succeeded  each 
other,  ending  in  a  violent  tonic  convulsion  of  same  character  as- 
preceding.  10:24  p.m.,  severe  tonic,  rapid  clonic.  10:25  p.m., 
severe  tonic,  rapid  clonic.  10:26  p.m.,  same;  palpebral  reflex 
still  present  (?).  10:28  p.m  ,  same;  ver}^  characteristic  of 
eclampsia.     10:30  p.m  ,  died  in  last  convulsion. 

Experiment  XII,  May  26th,  1897. — 9:33  pm.,  injected  1& 
minims  of  urine  (same  as  in  Experiment  11)  into  abdomen 
of  mouse.  10.30  p.m.,  mouse  lively  and  apparently  not  afi:ected. 
Dr.  Stephan  says  this  fluid  went  into  intestine  of  the  animaL 
May  27th,  1897,  9  p.m.,  animal  still  alive;  appears  to  be  very 
ill.     Killed  by  chloroform. 

Unconcentrated,  practically  unchanged  urine  was  used  in 
Experiments  1  and  2.  One  hundred  and  ten  cubic  centimetres 
of  this  killed  a  rabbit  weighing  4^  pounds  in  two  hours  and 
thirty-nine  minutes.  It  would  not  be  unsafe  to  say  that  this- 
comes  very  near  to  setting  the  standard  of  toxicity  of  urine  in 
this  case  of  pregnancy.  Twenty-four  cubic  centimetres  to  the 
pound  of  animal,  or  48  to  the  kilogramme,  would  possibly  fix  the 
coefficient  of  toxicity  by  the  intra-abdominal  method.  This 
would  make  an  interesting  comparison  with  Bouchard's  result,, 
if  one  could  be  assured  that  the  shock  of  introducing  cold,  un- 
changed urine  into  the  blood  current  did  not  produce  the  chief 
effect  in  Bouchard's  cases. 

In  Experiment  2,  25  cubic  centimetres  of  same  urine  was  boiled,, 
neutralized,  and  filtered  before  using.  The  boiling  simply  pre- 
vented the  injection  of  possible  germs  and  was  done  to  obviate 
this  very  objection.  Twenty-five  cubic  centimetres  of  urine  to- 
ll pounds  of  rabbit  would  make  the  coeflScient  44  to  kilogramme, 
but  little  less  than  that  of  the  preceding  experiment.  This 
quantity  of  boiled  urine  killed  the  rabbit,  but  whether  death 
was  preceded  by  convulsions  or  not  cannot  be  stated,  although 
the  symptoms  noted  might  warrant  the  assumption  that  such 
was  the  case.  This  fact  stands  out,  however,  that  the  con- 
vulsions and  death  in  either  experiment  were  not  due  to  any 
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contamination  of  the  fluid  by  micro-organisms.  The  boiling 
makes  this  statement  justifiable.  It  was  this  which  led  me  to 
boil  the  urine  which  was  used  in  Experiments  3,  4,  and  5  down 
to  one-half  its  bulk. 

In  No.  3,  25  cubic  centimetres  killed  a  rabbit  of  1  pound 
weight  in  fifteen  minutes.  The  first  symptoms  of  convulsive 
action  came  on  in  eight  minutes.  In  No.  4,  20  cubic  centi- 
metres showed  convulsive  results  in  twenty-one  minutes  and 
killed  in  thirty-two  minutes.  In  No.  5,  8  cubic  centimetres 
produced  only  slight  twitchings  and  marked  drowsiness,  cer- 
tainly enough  to  show  poisonous,  convulsive  effects,  but  not 
enough  to  cause  death.  The  coeflQcient  must  therefore  lie 
between  8  cubic  centimetres  and  20  cubic  centimetres  for  this 
urine.  If  14  cubic  centimetres  per  pound  of  animal  be  assumed 
as  the  smallest  quantity  which  would  produce  death,  the  co- 
efficient would  be  56  per  kilogramme  if  the  urine  had  not  been 
concentrated. 

In  Experiments  6  and  7  the  urine  (from  different  individu- 
als) was  concentrated  respectively  to  one-eighth  and  one-third 
bulk  and  injected,  8  cubic  centimetres  into  rabbit  of  1  pound, 
and  50  cubic  centimetres  into  rabbit  of  If  pounds.  It  will  be  seen 
that  these  two  experiments  were  made  with  similar  quantities 
per  pound  weight.  The  results  are  so  much  alike  that  one 
might  conclude  the  urine  was  taken  from  the  same  individual. 
The  convulsive  action  came  on  so  rapidly  as  to  preclude  the 
possibility  that  all  of  the  urine  had  been  absorbed  from  the  ab- 
dominal cavity  in  either  case.  I  do  not  think  the  determina- 
tion of  a  coefficient  of  toxicity  should  be  attempted  in  these 
cases.  There  is  one  thing,  however,  to  which  attention  should 
be  called  in  Experiment  7 — the  presence  in  the  abdominal  cavity 
of  55  cubic  centimetres  of  fluid,  an  excess  of  5  cubic  centimetres 
over  that  injected;  that  while  the  specific  gravity  of  the  fluid 
injected  was  1056,  that  of  the  fluid  which  was  found  post  mor- 
tem was  1022,  or  about  that  of  extra vasated  serum.  The  con- 
clusions were  so  characteristic  as  to  justify  one  in  assuming 
them  as  the  type  of  all.  The  peculiar  clonic  twitching  and  the 
sudden  drawing-in  and  final  stretching- out  of  the  extremities, 
the  peculiar  curving  downward  of  back  and  approximation  of 
head  and  rump,  looked  so  much  like  exaggerated  eclamptic 
•  convulsions  or  strychnia-poisoning  that  one  was  forced  to  con- 
clude the  poison  must  be  a  powerful  and  very  soluble  one. 

Experiments  9,  10,  and  11  all  show  the  power  and  rapidity  of 
action  of  this,  or  these,  toxic  principles  in  urine,  the  conclusions 
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in  each  so  closely  resembling  those  already  described  as  to 
force  the  conclusion  that  the  same  or  very  similar  poisons 
existed  in  each. 

Coefficients  of  toxicity  seem  less  important  than  the  fact  of 
toxicity  itself.  Besides,  not  enough  experimentation  has  been 
done  to  warrant  any  other  conclusion  than  that  the  urine  is 
toxic.     As  such  it  is  submitted. 

Finally,  by  way  of  comparison,  two  experiments  were  made 
as  follows:  Urine  from  a  non- pregnant  woman,  married,  set. 
39:  multipara;  generally  healthy.  Father  had  gout,  and  some 
of  her  brothers  and  sisters  had  rheumatism;  no  history  of 
tuberculosis,  syphilis,  or  malaria.  Urine  :  specific  gravity 
1012  ;  sharply  acid  :  no  albumin  ;  no  sugar ;  boiled  down  to 
about  one-third  bulk,  specific  gravity  1032  ;  neutralized  by 
addition  of  sodium  bicarbonate.  This  produced  marked  effer- 
vescence.    Filtered  and  injected  warm. 

Experiment  XIIL,  May  27th,  1897.-9:19  p.m.,  injected  20 
cubic  centimetres  into  rabbit  weighing  2  pounds,  in  two  min- 
utes. 9:2G  P.M.,  passed  urine  and  feces  freely;  10:30,  eats, 
drinks,  and  is  as  well  as  ever. 

Experiment  XIV. — Rabbit  U  pounds;  same  urine.  9:43, 
injected  40  cubic  centimetres  in  six  minutes.  10:10,  apparently 
as  well  as  ever;  drinks  considerable  water;  passes  urine  and 
feces  freely.  10:15,  breathing  rapidly.  10:23,  falls  to  one  side. 
10:27,  violent  tonic  convulsion,  followed  by  clonic;  these  fol- 
low each  other  rapidly;  respiration  gasping.  10:31,  violent 
tonic  convulsion  with  opisthotonos.  10:35,  has  had  four  or  five 
distinct  convulsions,  and  died  this  hour. 

There  seems  to  be  in  the  foregoing  experiments  a  possibility 
that  the  rheumatic  or  gouty  diathesis  may  play  an  important 
role  in  producing  the  toxicity  of  the  urine  used.  In  order, 
therefore,  to  test  this  question,  the  urine  of  an  unmarried  girl, 
a  virgin,  without  family  or  other  taint,  as  far  as  could  be  dis- 
covered, was  selected  and  injected.     The  notes  are  as  follows: 

Experiment  XF.— Urine  from  young  girl  set.  17  years, 
unmarried,  virgin.  Menstruated  at  15  years,  always  regularly 
and  without  pain.  Family  and  personal  historj^  good  ;  no 
rheumatism,  syphilis,  tuberculosis,  or  chronic  malaria.  Quan- 
tity of  urine  in  twenty-four  hours,  about  one  quart;  specific 
gravity  1028;  acid;  no  albumin;  no  sugar.  This  was  concen- 
trated to  one-fourth  bulk,  to  specific  gravity  1102  (?).  Speci- 
men of  concentrated  urine  had  to  be  diluted  to  twice  its  bulk 
before  the  specific  gravity  could  be  measured.     May  30th,  1897, 
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4:28  P.M.,  injected  55  cubic  centimetres  in  six  minutes  into 
abdomen  of  rabbit  weighing  1^  pounds.  4:34  p.m.,  had  con- 
vulsion before  animal  could  be  removed  from  board.  4:35^ 
died. 

Experiment  XVI, — Concentrated  urine,  same  as  in  preced- 
ing experiment.  May  30th,  1897,  4:55  p.m.,  injected  30  cubic 
centimetres  into  abdomen  of  rabbit  weighing  about  1  pound; 
time,  four  minutes.  5:01  p.m.,  falling  to  one  side;  recovers 
himself,  but  immediately  sinks  back;  breathing  rapidly;  pal- 
pebral reflex  active.  5:07  p.m.,  has  violent  convulsion,  first 
time  with  marked  opisthotonos,  then  clonic.  5:08  p.m.,  has 
minor  clonic  convulsions  without  intermission;  palpebral  reflex 
sluggish.  5:15  p.m.,  has  had  three  violent  convulsions  since 
last  note;  passed  urine.  5:23  p.m.,  two  more  convulsions, 
followed  by  death. 

The  conclusion  seems  inevitable  that,  in  so  far  as  these  experi- 
ments go,  there  is  no  especial  toxicity  in  the  urine  of  women 
in  the  last  month  of  pregnancy.  That  there  is  a  violently  toxic 
principle  in  urine  of  women  generally  seems  also  to  be  an 
unavoidable  conclusion.  But  it  is  hardly  safe  to  draw  conclu- 
sions of  any  kind  until  further  experimentation  has  been  made. 

I  desire  to  say  in  conclusion  that  all  of  these  experiments- 
were  made  and  the  observations  noted  in  the  presence  of  my 
assistant.  Dr.  Joseph  E.  Stephan.  His  kindness  and  care 
made  them  possible. 

Ortiz  Building. 


INTERCURRENT   INFECTIOUS   DISEASES  OF  PREGNANCY.' 


BY 

HENRY   B.   DEALE,   M.D., 
Washington,  D.  C. 


An  infectious  disease  occurring  during  the  course  of  preg- 
nancy is  not  so  unusual  an  event  as  one  is  often  led  to  suppose; 
indeed,  certain  observers  hold  that  this  condition  predisposes  to 
render  one  more  susceptible  to  the  infectious  agents,  though 
this  is  not  upheld  by  experience. 

The  pregnant  woman  is  liable  to  contract  the  same  diseases 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
December  18th,  1896. 
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as  the  non-pregnant;  or,  indeed,  a  woman  in  whom  some  disease 
already  exists  may  become  pregnant.  Certain  diseases  have 
little  or  no  effect  upon  the  pregnant  state,  others  render  this 
condition  much  more  serious  ;  the  question  to  determine  is 
what  to  anticipate,  when  and  how  to  proceed  in  these  compli- 
cations. 

I.  Rubeola  or  measles  is  occasionally  contracted  by  the  preg- 
nant woman,  and,  while  it  may  exert  no  effect  upon  the  course 
of  gestation,  it  frequently  produces  unfortunate  results.  It  is 
rarely  a  serious  complication  so  far  as  the  mother  is  concerned, 
but  if  occurring  early  in  pregnancy  abortion  may  result;  if 
late,  premature  delivery.  If  the  bronchitis  of  measles  is  severe 
the  frequent  and  violent  cough  may  bring  on  abortion  by  ab- 
dominal contractions,  or  if  high  fever  occur  for  any  length  of 
time  the  same  result  may  be  expected.  It  has  been  noted  that 
when  measles  occurs  in  the  mother  late  in  pregnancy,  an  ana- 
logous condition  is  found  to  exist  in  the  child  at  birth,  it  either 
being  born  with  a  morbillous  eruption  or  such  occurring  in  a 
few  days.  The  records  of  measles  occurring  during  pregnancy 
are  few  and  brief.  Lomer  reports  a  case  occurring  in  a  primi- 
para  five  weeks  before  term;  the  day  following  the  initial  symp- 
toms labor  set  in  and  a  premature  child  was  delivered;  the 
following  day  both  mother  and  child  exhibited  the  characteristic 
eruption  (the  child  died  of  intestinal  catarrh).  Collins  reports 
the  case  of  a  woman,  four  months  advanced  in  pregnancy,  who 
was  attacked  with  measles,  death  resulting  nine  days  later 
(cause  not  stated).  Tourcoing  states  that  out  of  15  cases,  all 
severe,  the  mother  aborted  in  7.  Gautier  found  measles  trans- 
mitted from  mother  to  fetus  in  6  out  of  11  cases,  the  maternal 
mortality  being  2  out  of  the  11  cases.  Bourgeois  noted  8  abor- 
tions or  premature  births  in  15  cases;  among  these  8,  5  were 
non-viable. 

The  indications  in  such  cases  are  to  control  the  cough  by 
anodynes  if  the  accompanying  bronchitis  is  severe,  and  to 
lower  the  temperature  if  the  fever  shows  a  tendency  to  remain 
high. 

II.  Scarlatina  is  a  much  more  serious  complication,  though 
it  is  of  rarer  occurrence,  than  measles.  Many  authorities  hold 
the  opinion  that  there  exists  some  condition  of  the  pregnant 
state  which  delays  its  development  often  for  weeks  or  months; 
but  the  disease  manifests  itself  earl}'  in  the  puerperium,  even 
though  the  exposure  to  contagion  had  been  at  a  much  earlier 
date,  thus  indicating  a  prolonged  period  of  incubation.     There 
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are  few  recorded  cases  of  scarlet  fever  during  pregnancy, 
though  many  puerperal  cases  are  reported.  Olshausen  (up  to 
1876)  was  able  to  collect  only  7  cases  during  pregnancy,  while 
he  collected  144  occurring  during  the  puerperium.  The  prog- 
nosis is  most  grave  to  both  mother  and  child,  on  account  of 
the  excessive  temperature  as  well  as  the  septic  nature  of  the 
infecting  germ.  Denham  saw  only  1  recovery  in  8  cases, 
Hicks  4  in  18  cases,  while  McClintock  had  10  fatal  cases  in  34; 
Avhether  these  included  both  puerperal  and  pregnant  cases  is 
not  known,  though  I  think  such  is  the  case.  The  fever  must, 
if  possible,  be  controlled,  even  though  heroic  measures  are 
instituted,  such  as  cold  sponging,  wet  pack,  and  cold  bath. 
Diarrhea  is  a  dangerous  and  frequent  incident  of  the  disease, 
and  for  this  reason  all  cathartics  should  be  withheld  where 
there  is  the  slightest  suspicion  of  the  existence  of  scarlatina, 
Boxall  gives  the  following  conclusions:  1.  Scarlatina  occurs 
almost  invariably  during  the  first  week  of  the  puerperium. 
2.  In  exceptional  cases  it  may  appear  during  pregnancy  shortly 
before  parturition  begins.  3.  Predisposition  to  infection  is 
greater  immediately  after  parturition.  4.  If  infection  occurs 
during  or  just  after  parturition  the  period  of  incubation  will 
be  very  short.  5.  During  pregnancy  the  pharyngeal  symp- 
toms are  not  modified,  but  angina  after  parturition  is  infre- 
quent. Should  parturition  occur  during  an  attack  of  scarlet 
fever  the  pains  will  be  weaker  than  normal,  inertia  will  be  pre- 
sent, and  there  may  be  a  tendency  to  hemorrhage.  The  mam- 
mary secretion  is  almost  always  diminished  or  stopped  by  the 
disease. 

III.  While  certain  authors  hold  that  the  pregnant  state  fur- 
nishes immunity  to  typhoid  fever,  this  can  hardly  be  accepted 
as  universal,  though  undoubtedly  a  pregnant  woman  is  less 
liable  to  the  disease  ;  but  true  cases  of  typhoid  during  preg- 
nancy have  been  seen  and  reported.  The  attack  is  more  apt  to 
occur  during  the  earlier  months  of  gestation,  and  the  prognosis 
is  correspondingly  more  grave  the  earlier  the  attack.  In  a 
series  of  322  cases  the  fetus  was  expelled  prematurely  in  182,  of 
which  169  were  abortions  and  only  13  were  premature  births. 
In  another  series  of  22  cases  16  aborted.  The  interesting 
question  to  determine  is  the  direct  exciting  causes  of  abortion 
in  these  cases.  It  may  be  the  result  of  the  continued  high 
fever,  or  hemorrhage  in  the  endometrium  or  in  the  membranes 
of  the  ovum  itself,  or  to  a  depressed  condition  of  the  maternal 
circulation  causing  asphyxiation  of  the  child.     A  most  interest- 
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ing  demonstration  was  made  by  Giglio.  He  examined  the 
fetus  and  its  appendages  born  forty-six  days  after  the  onset  of 
typhoid  in  the  mother.  Both  were  found  to  contain  typhoid 
bacilli;  the  milk  also  revealed  bacteria  exactly  resembling 
those  obtained  from  a  non-pregnant  typhoid  patient.  Jaggard 
reports  2  cases  of  typhoid  complicating  pregnancy,  1  of  which 
occurred  in  the  ninth  month.  The  skin  of  the  child  at  birth 
was  shrivelled,  and  in  a  few  days  was  covered  with  bullous 
spots,  at  first  vesicular,  later  becoming  pustular. 

IV.  Malarial  infection  during  pregnancy  is  not  infrequent, 
though  it  seems  more  often  to  be  an  acute  exacerbation  of  a 
chronic  condition  than  a  primary  infection. 

Unquestionably  many  cases  recorded  as  malarial,  especially 
those  in  which  the  intermittent  character  of  the  disease  is  ab- 
sent, have  been  wrongly  diagnosed.  With  our  present  know- 
ledge of  the  Plasmodia,  one  naturally  thinks  this  error  can 
easily  be  eliminated,  and  to  a  certain  extent  this  is  so.  I  am  con- 
vinced, however,  that  it  requires  a  most  skilful  observer  to  dif- 
ferentiate between  the  various  forms  of  the  malarial  organisms 
and  certain  non-pathological  changes  that  occur  in  blood  outside 
the  body;  but  by  staining,  which  is  a  simple  process,  this 
element  of  uncertainty  may  be  removed  and  the  specimen  pre- 
served and  shown  at  any  subsequent  time  to  prove  the  correct- 
ness of  the  diagnosis.  Medical  science  has  now  advanced  to 
that  point  where  any  very  obscure  or  unusual  case  of  malarial 
infection  must  be  verified  by  the  stained  specimen.  Quinine 
should  be  withheld  until  after  the  blood  examination,  as  it  is 
supposed  to  destroy  the  young  organisms  and  to  drive  the  older 
ones  into  the  internal  organs  and  thereby  often  render  a  true 
infection  obscure.  Malaria  complicating  pregnancy  was  recog- 
nized by  the  ancients.  Schurigius  reports  the  case  of  a  woman, 
pregnant  for  the  third  time,  who  in  tlie  second  month  was 
seized  with  a  very  obstinate  quartan  fever.  In  the  last  month, 
before  and  after  the  paroxysm,  she  felt  the  fetus  move, 
quiver,  and  clearly  turn  from  one  side  to  the  other.  Finally, 
after  a  violent  paroxysm,  she  was  delivered  of  a  child,  which 
was  seized,  at  the  same  hour  as  the  mother,  with  very  violent 
attacks  of  the  fever.  This  condition  lasted  seven  weeks.  Simi- 
lar manifestations  have  been  recorded  by  Hoffman,  Russell, 
Bourgeois,  Hubbard,  and  others.  That  the  disease  maj'  be 
transmitted  to  the  fetus  is  clearly  shown  by  the  characteristic 
pathological  changes  in  the  spleen  and  certain  changes  in  the 
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blood  (malarial  pigment  gTanules),  though  I  have  not  been 
able  to  find  any  report  where  examination  for  the  plasmodia 
in  the  blood  of  the  child  has  been  made.  Undoubtedly  they 
would  be  found  to  exist.  Quadrat,  during  a  severe  epidemic 
at  Prague,  found  only  2  cases  of  malaria  among  8,639  preg- 
nant and  puerperal  women — a  most  incredible  experience. 
Many  and  various  views  are  expressed  as  to  the  effect  of 
malaria  upon  the  completion  of  gestation.  While  many  hold 
that  abortion  or  premature  delivery  is  liable  to  occur  and  many 
cases  are  cited  to  uphold  this  view,  I  cannot  but  think  it  is  the 
exception  rather  than  the  rule.  In  treatment  quinine  is  the 
sheet-anchor  in  the  pregnant  as  in  the  non-pregnant.  The 
opinion  that  this  drug  is  liable  to  produce  abortion  is  no  longer 
held,  and  experience  verifies  this  belief.  While  quinine  is 
found  to  be  an  excellent  oxytoxic  during  parturition,  it  does 
not  exert  such  a  power  before  labor  begins. 

V.  Pneumonia,  or  pulmonic  fever,  is  unquestionably  the 
most  serious  of  the  infectious  diseases  complicating  pregnancy. 
Many  reasons  are  assigned  to  account  for  the  gravity  of  its 
occurrence.  The  old  idea  that  the  pregnant  womb  by  pressure 
gives  less  respirator}^  space  is  not  now  tenable.  It  may  be 
attributed  to  three  factors,  acting  either  alone  or  together — 
viz.,  high  temperature,  weakness  of  the  heart  and  circulation, 
and  the  condition  of  the  blood.  Whether  abortion  should 
be  artificially  produced  in  these  cases  is  pretty  well  decided 
in  the  negative,  though  there  are  rare  instances  where  such 
a  procedure  is  justifiable  ;  but  no  laws  can  be  laid  down  to- 
absolutely  govern  us,  the  conditions  existing  being  the  only 
guide  to  the  judgment  of  the  physician.  Wallich,  who  has 
made  a  study  of  this  condition,  found  abortion  occurred  in 
one-third  of  all  cases  before  the  sixth  month,  and  premature 
birth  in  two-thirds  of  all  later  cases.  The  maternal  mortal- 
ity ranged  between  50  per  cent  and  100  per  cent  of  recorded 
cases,  while  the  fetal  mortality  was  80  per  cent  The  treat- 
ment is  similar  to  that  in  the  non-pregnant,  though  the  cir- 
culation is  even  more  susceptible  to  failure  and  should  be  most. 
carefully  watched. 

I  realize  that  these  subjects  have  been  presented  only  in  out- 
line and  have  not  received  the  comprehensive  consideration 
they  deserve.  For  a  long  time  I  have  been  impressed  with 
the  fact  that  these  complications  are  either  more  rare  than 
formerly,  or  their  existence  is  looked  upon  as  trivial,  as  it  is 
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now  an  unusual  occurrence  to  find  such  cases  reported.     I  hope 
this  paper  may  at  least  lead  our  own  members  to  speak   of 
their  experiences  in  these  conditions— conditions  that  present  a 
twofold  interest,  that  affect  the  welfare  of  two  individuals. 
1224  Fourteenth  Street. 


CORRESPONDENCE. 


MR.   BLAND  SUTTON'S  VIEWS    REGARDING  THE   CHANGES  IN 

THE  MUCOSA   OF  THE   FALLOPIAN  TUBE   IN 

TUBAL  GESTATION. 


To  THE  Editor  of  The  American  Jourxal  of  Obstetrics,  etc. 


Dear  Sir: — In  several  recent  reviews  of  Mr.  Bland  Sutton's 
"  Surgical  Diseases  of  the  Ovaries  and  Fallopian  Tubes"  atten- 
tion is  drawn  to  the  doubt  or  disbelief  expressed  by  that  author 
as  regards  the  formation  of  a  tubal  decidua  in  tubal  gestation. 
It  is,  indeed,  surprising  to  find  in  the  book  the  following  state- 
ment: "  I  have  failed  to  find  anything  that  can  be  regarded  as 
a  tubal  decidua — certainly  nothing  that  is  cast  off  in  the  form 
of  a  membrane,    and  this  is  an  essential  qualification  for  a 
decidua."     This  sentence,  though  of  some  interest  as  express- 
ing an  individual  opinion,  is  entirely  out  of  accord  with  the 
finding  of  those  who  have  made  special  investigations  in  this 
department.     In  a  work  which  is  in  many  respects  of  great 
value,  it  is  somewhat  unfortunate  that  the  author  has  given 
such  cavalier  treatment  and  scant  courtesy  to  the  important 
matter  of  the  developmental  changes  in  ectopic  gestation.     The 
above  sentence  is  alone  expressive  of  negation;  it  might  have 
contained  some  reference  to  what  Mr.  Sutton  actually  did  find. 
I  should  like  to  point  out  that  other  workers  do  not  adopt 
Mr.   Sutton's  attitude.     Eugen  Frankel,  for  example,  in  the 
Archiv  filr  Gynakologie,  Band  xlvii.,  Heft  1,  devotes  some 
sixteen  pages  to  the  decidua  of  tubal  pregnancy:  Zedel,  in  the 
Zeitschrift  filr  Geburtshiilfe  unci  Gynakologie,  Band  xxvi., 
Heft  1,  has  a  long  article  of  sixty-three  pages  on  the  anatomy 
of  the  pregnant  tube,  a  ver}'  large  portion  being  devoted  to  tbe 
decidua;  Abel,  in  the  Archiv  fiir  Gynakologie,  Band  xliv., 
considers  the  same  subject  in  a  paper  of  thirty-nine  pages.     It 
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is  needless  to  quote  other  recent  articles,  with  which  I  fear 
Mr.  Sutton  cannot  be  acquainted. 

In  referring  to  one  of  these  he  states  that  the  investigator 
""  endeavored  to  show  that  certain  changes  which  he  describes 
in  the  deep  laj-ers  of  the  mucosa  of  gravid  tubes  represent  a 
decidual  formation."  Being  in  a  position  to  speak  for  this  in- 
vestigator, I  wish  to  point  out  that  Mr.  Sutton's  statements  as 
io  his  labors  are  quite  erroneous.  He  made  no  endeavor  to 
represent  anything.  He  simply  described  what  was  visible  to 
his  eyes,  the  facts  being  evident  to  all  who  looked.  There 
were  many  points  of  consonance  between  his  account  and  those 
of  the  observers  to  whom  I  have  above  referred.  Mr.  Sutton 
is  quite  wrong,  also,  in  saying  that  this  author  referred  chiefl}^ 
to  changes  in  the  deep  layers  of  the  mucosa.  They  were  found 
throughout  the  mucosa,  hut  ivere  most  marked  in  the  super- 
ficial layers. 

But  Mr.  Sutton  is  not  content  with  expressing  his  own  opinion. 
He  goes  to  ancient  history  for  confirmation.  Referring  to 
Parry's  work,  written  in  1876,  he  says  that  his  observations  are 
consonant  with  those  of  this  author,  who  stated  that  in  all 
varieties  of  extrauterine  pregnancy  no  decidua  is  found  in  the 
tube.  Now,  I  wish  to  point  out  to  Mr.  Sutton  that  Parry 
made  no  observations  whatever  in  regard  to  this  matter. 
There  is  no  reason  to  believe  that  he  ever  examined  a  section 
of  a  pregnant  tube  through  a  microscope.  His  whole  book, 
as  he  himself  states,  is  based  on  the  examination  of  a  large 
number  of  recorded  cases,  selected  from  the  literature  of 
all  countries.  I  wonder  at  the  selectiveness  of  Mr.  Sutton's 
sympathy  with  this  author.  He  has  refused  to  agree  with 
him,  I  understand,  in  his  opinions  regarding  ovarian  and 
primary  abdominal  pregnancies,  and  it  is  rather  surprising 
that  he  does  so,  for  Parry  produces  as  good  evidence  for  his 
belief  in  their  existence  as  in  the  non-existence  of  a  tubal  de- 
cidua. Has  Mr.  Sutton  examined  the  few  original  cases  to 
which  Parry  refers  and  on  which  their  belief  is  founded  ?  If 
he  has  done  so  he  will  surely  conclude  that  they  are  valueless 
as  far  as  histological  facts  are  concerned. 

I  am  safe  in  saying  that  the  only  thorough  and  reliable  in- 
vestigations which  have  been  made  regarding  the  minute  ana- 
tomical and  pathological  changes  in  ectopic  gestation  have 
been  carried  out  during  the  last  ten  years.  I  have  referred  to 
several  of  these.  With  his  passion  for  accuracy  and  correct 
information,  I  am  surprised  that  Mr.  Sutton  has  not  allowed 
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these  researches  to  influence  the  antiquarian  bias  of  his  mind. 
He  must  surely  recognize  that  detailed  descriptions  of  many- 
specimens  from  different  periods  of  pregnancy  must  be  the  only 
source  of  correct  information,  and  that  it  is  by  these  alone  that 
the  truth  can  be  established.  The  abomination  of  all  embryo- 
logical  investigation  is  the  pernicious  habit  of  trying  to  build 
up  the  whole  out  of  a  part  and  of  establishing  sweeping  gene-, 
ralizations  from  insufficient  data.  In  ectopic  gestation  the 
decidual  changes  vary  so  greatly  in  different  cases  and  at  dif- 
ferent ages  that  it  is  absolutely  necessary  to  study  a  large 
number  of  specimens  before  one  can  pronounce  dogmatically 
on  the  subject. 

The  statement,  then,  that  is  made  by  Parry  and  substan- 
tiated by  Bland  Sutton  is  not  in  accordance  with  the  facts 
published  b}'  all  recent  workers.  On  the  contrary,  it  is  contra- 
dicted by  them.  I  challenge  Mr.  Sutton  to  find  any  modern 
corroboration  of  his  remarkable  view. 

In  regard  to  the  second  part  of  Mr.  Sutton's  statement — viz. , 
that  the  essential  qualification  for  a  decidua  is  that  it  be  cast 
off — I  must  also  join  issue  with  him.  Supposing  we  grant 
that  there  is  no  shedding  or  casting-off  of  tubal  decidua,  as 
Mr.  Sutton  believes,  is  it  necessary  to  abolish  the  term  '^  de- 
cidua "  in  describing  the  changes  which  occur  in  the  mucosa  of 
the  pregnant  tube  ?  Mr.  Sutton  would,  I  suppose,  advance 
etymological  reasons  for  his  claim.  If  so,  then  I  will  take 
issue  with  him  on  etymological  grounds. 

Mr.  Sutton  must  understand  that  in  literature  a  spade  is  not 
always  a  spade.  This  has  been  elaborated  and  amply  illus- 
trated in  Archbishop  Trench's  valuable  work.  If  Mr.  Sutton 
wishes  to  eliminate  from  our  language  all  words  which  cannot 
be  used  in  their  primitive  et3^mological  meaning,  he  is  to  be 
pitied  because  of  the  poverty  of  the  vocabulary  left  to  him,  and 
to  be  admired  if  he  attempts  a  reconstruction  on  principles  of 
his  own. 

Mr.  Sutton  is,  however,  very  inconsistent.  He  indicates  his 
revolutionary  tendencies  onlj-  in  reference  to  this  one  word 
"decidua."  The  crisp  English  of  his  book  is  full  of  examples 
of  words  used,  not  in  their  etymological  sense,  but  just  as 
plain,  ordinary  people  employ  them.  Thus,  in  one  place,  he 
allows  the  word  "serotina"to  pass  without  the  interpolation 
of  any  denunciatory  or  explanatorj^  remark.  This  must  surely 
be  an  oversight  on  Mr.  Sutton's  part,  for  if  there  be  one  word 
in  English  which  is  the  embodiment  of  an  untruth  it  is  the- 
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'word  "serotina"as  applied  to  the  decidua  of  the  uterus.  It 
dates  back  to  John  Hunter,  who  used  the  term  as  meaning 
"late-formed,"  because  he  thought  that  the  portion  of  the 
decidua  vera  in  relation  to  which  the  placenta  developed  was 
formed  later  than  the  vera  or  7'ejiexa.  He  believed  that  the 
uterus  became  lined  with  a  decidua  before  the  fecundated 
ovum  entered  its  cavit}^,  and  that  as  the  ovum  worked  its  way 
down  it  pushed  the  decidual  membrane  in  front  of  it,  leaving 
bare  a  portion  of  the  uterine  wall  behind,  which  afterward 
became  covered  with  a  new  decidua,  hence  termed  "serotina." 
Now,  of  course,  we  know  that  this  account  is  quite  wrong, 
the  serotina  being  but  a,  part  of  the  vera — viz.,  that  part  of 
the  latter  on  which  the  ovum  rests.  Yet  we  retain  the  term 
and  use  it  continually,  though  well  aware  that  it  has  entirely 
lost  the  significance  of  its  first  etymological  meaning. 

So,  too,  the  term  ''  decidua"  is  universally  employed  in  refe- 
rence to  the  altered  condition  of  the  mucosa  of  the  uterus  and 
tube  under  the  influence  of  pregnancy,  quite  apart  from  its 
etymological  meaning,  and  so,  pace  Mr.  Bland  Sutton,  it  will 
continue  to  be  used. 

Finally,  I  challenge  the  accuracy  of  the  statement  which 
implies  that  there  can  be  no  casting-off  of  decidua  from  the 
wall  of  the  tube.  This  has  been  demonstrated  both  in  connec- 
tion with  tubal  abortion  and  with  the  escape  of  the  ovum  into 
the  peritoneal  cavity  at  a  period  when  the  placenta  is  well 
■differentiated.  I  need  only  refer  to  the  work  of  Orthmann, 
who  has  made  the  most  thorough  microscopic  study  of  tubal 
abortions.  It  may  be  of  interest  to  quote  his  words  referring 
to  the  examination  of  the  bloody  mass  formed  by  the  abortion. 
He  says':  "In  alien  von  mir  untersuchten  Fallen  gelang  es, 
■Chorionzotten  innerhalbs  des  Coagels  nachzuweisen,  in  den 
meisten  auch  Declduazellen  "  And  he  emphasizes  the  neces- 
sity of  seeking  in  these  clots,  for  the  purpose  of  establishing 
their  origin  in  tubal  pregnancy,  not  only  villi,  but  also  decidual 
cells. 

If,  also,  the  placenta  be  examined  in  the  case  of  an  early 
pregnancy  where  escape  into  the  peritoneal  cavity  has  occurred, 
it  presents  appearances  much  the  same  as  those  found  in  the 
placenta  of  a  miscarriage  from  uterine  pregnancy,  the  mater- 
nal surface  being  covered  with  the  thin  superficial  layer  of  the 
decidua  serotina,  irregular  in  its  thickness  and  distribution. 
This  irregularity  is  more  marked  in  the  case  of  the  tubal  than 
'  Zeitschrift  f iir  Geb  und  Gyu  ,  Bd   xxix. 
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in  the  uterine  placenta,  because  the  development  of  the  decidua 
on  the  tube  wall  is  more  irregular  in  the  former.  When  no 
decidual  substance  is  found  on  parts  of  the  maternal  surface  of 
the  placenta,  it  is  because  in  process  of  separation  the  latter 
has  not  been  firmly  enough  attached.  In  advanced  pregnancy 
there  is  another  reason,  however — viz.,  the  decidua  may  have 
undergone  such  thinning  and  absorption  in  parts  as  to  leave 
scarceh'  a  trace  of  tissue  between  the  villi  and  the  musculature 
of  the  gestation  sac.  This  may  sometimes  be  very  well  marked 
in  normal  uterine  gestation. 

Another  point  must  be  noted — viz.,  that  when  a  tubal  gesta- 
tion ruptures,  so  that  the  placenta  escapes  into  the  extraperi- 
toneal tissues  of  the  broad  ligament,  it  may  carry  some  of  the 
tubal  decidua  with  it,  and  if  the  gestation  continue  to  develop 
this  decidual  tissue  becomes  blended  with  the  surrounding 
connective  tissue. 

One  more  statement  of  Mr.  Sutton  requires  interpretation 
and  correction — viz.,  the  following:  "The  formation  of  the 
placenta  in  tubal  gestation  differs  in  several  particulars  from 
one  developed  in  the  uterus.  In  normal  gestation  the  uterine 
mucous  membrane  is  supposed  to  take  a  large  and  important 
share  in  forming  the  placenta;  but,  as  far  as  I  can  judge  from 
my  own  observations,  the  tubal  mucous  membrane  plays  a  very- 
insignificant  part  when  pregnancy  occurs  in  the  tube.  The 
fully  developed  uterine  placenta  is  composed  of  parts  derived 
from  the  maternal  and  fetal  tissues,  while  a  tubal  placenta  is 
mainly,  if  not  entirelj",  derived  from  fetal  tissues."  Now,  in 
reference  to  this  remark  it  may  be  stated  that  all  important 
modern  researches  have  demonstrated  that  in  normal  uterine 
gestation  the  placenta  is  almost  entirely  formed  of  fetal  (chori- 
onic) tissues,  the  only  maternal  constituent  being  the  very  thin 
laj'er  of  the  superficial  decidua  found  on  its  maternal  surface. 
The  same  thing  has  been  demonstrated  in  the  case  of  the  tubal 
placenta,  so  that  it  is  evident  that  there  is  practically  no 
difference  in  their  formation. 

J.  C.  Webster,  M.D.  (Edin.).  F.R.C.P.E.,  F.RS.E., 

Demonstmtur  of  Gynecology,  McGiU  Uiuversity ;  Assistant 
Gynecologist,  Royal  Victoria  Hospital,  Montreal. 

287  Mountain  street,  Montreal, 
Julv  15th.  1897. 
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DR.  GOLTMAN'S  HERMAPHRODITE. 


To  THE  Editor  of  The  American  Journal  of  OjjrEPRics,  etc. 


Dear  Sir:— Ilia  case  like  that  of  H.  B.  (August,  1897,  p. 
209)  the  biological  test  will  decide  quicker  and  surer  whether  a 
being  is  a  male  or  a  female  than  the  anatomical  test.  The 
reproductive  organs  may,  anatomically,  vary  in  position,  size, 
and  shape  in  different  plants  and  animals,  but  the  being  is  a 
male  when  in  possession  of  male  gametes  or  sperms,  a  female 
when  in  possession  of  female  gametes  or  ova,  neutral  when 
bath  kinds  of  cells  are  absent  or  not  developed,  and  hermaphro- 
dite or  monecioiis  when  both  are  present  in  the  same  individ- 
ual. 

Now,  in  Dr.  Goltman's  subject  very  little  doubt  is  left. 
"Examined  microscopically  the  discharge  is  rich  in  active 
spermatozoa,"  therefore  the  being  is  biologically  (and  legally  ?) 
a  male — may  be  hermaphrodite.  But  as  long  as  no  ovary  is 
found  or  ovulation  is  not  observed,  he  should  be  given  the 
benefit  of  the  doubt  and  be  allowed  to  vote. 

Respectfully, 

Vida  Z.  Baerecke,  M.D. 

De  Land,  Fla..  August  17th,  1897. 


PROCBEDIlSrGS  OF  THE  SECTION 

ON  GYNECOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Meeting  of  May  20th,  1897. 
J.  M.  Baldy,  M.D.,  in  the  Chair. 

Dr.  John  C.  Da  Costa  presented 

CLINICAL    NOTES,    WITH    SPECIMENS  :     I.     CELIOTOMY     DURING 

PREGNANCY  ;   RECOVERY.      II.    POLYP  WITH  INVERSION   OF 

THE   UTERUS   IN   AN    OLD    WOMAN.      III.    REMOVAL   OF 

A   DERMOID    CYST    NINE    WEEKS    AFTER    LABOR.' 

Dr.  J.  M.  Baldy.— In  regard  to  the  case  of  fibroid  polyp, 
how  did  you  treat  the  uterus  after  removing  the  polyp  ? 

Dr.  Da  Costa.— I  sewed  up  the  bleeding  spot  with  catgut 

'  See  original  article,  p.  335. 
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sutures,  and  I  found  the  inversion  was  cured  at  once  by  pres- 
sure.    Tlie  polyp  was  very  large. 

Dr.  Baldy. — Of  bow  long  standing  ? 

Dr.  Da  Costa. — Two  years,  and  removed  seventeen  years 
after  tbe  menopause. 

Dr.  H.  a.  Slocum. — Wbat  part  of  tbe  uterus  was  tbe 
pedicle  attacbed  to  ? 
Dr.  Da  Costa. — Directlj-  to  tbe  fundus. 
Dr.  John  B.  Shober. — I  was  very  mucb  interested  in  tbe 
<;ase  of  large  pol3'p  witb  inversion  of  tbe  uterus.  During  the 
past  month  I  have  seen  two  cases  of  polyp  of  the  uterus.  One 
was  a  sloughing  fibroid,  with  a  history  of  having  been  in  ex- 
istence for  two  years.  During  the  past  nine  months  it  had 
become  very  offensive,  with  foul  discharge,  and  protruded  an 
inch  or  more  beyond  tbe  vulval  orifice  She  did  not  return,  so 
I  lost  sight  of  her.  Tbe  other  day  I  saw  Dr.  Hirst  operate  on 
a  foul  polyp  of  the  uterus  as  large  as  a  baseball.  There  was 
complete  inversion  of  tbe  uterus.  Tbe  polyp  was  sloughing  up 
to  its  attachment  and  was  adherent  by  a  broad  base  to  tbe  fun- 
dus of  tbe  uterus.  It  was  a  question  bow  to  get  rid  of  tbe 
large  pedicle.  He  could  not  cut  it  away,  on  account  of  bleed- 
ing which  at  once  developed,  so  it  was  scraped  and  peeled  away, 
in  spite  of  which  there  was  considerable  bleeding.  The  sur- 
face was  carefully  scraped  with  tbe  curette  and  bleeding  stopped 
witb  hot  sponges.  Tbe  uterus  was  returned,  packed,  and  tbe 
woman  put  to  bed.     She  made  a  good  recovery. 

Dr.  Da  Costa. — Was  tbe  inversion  produced  by  the  removal 
of  the  tumor,  or  did  it  exist  before  ? 

Dr.  Shober. — It  was  thought  that  tbe  inversion  bad  par- 
tially existed  before,  because  the  cervical  canal  was  widel}' 
dilated.  On  the  removal  of  tbe  polj^p  he  completed  tbe  inver- 
sion, so  that  there  was  complete  inversion  involving  tbe  cervix 
as  well  as  the  uterus  itself- 

In  the  case  of  the  dermoid  C3^st,  I  was  interested  in  the  point 
that  tbe  cyst  ruptured  during  removal.  I  should  like  to  find 
out  tbe  opinion  of  tbe  members  in  regard  to  tbe  danger  of 
spilling  tbe  contents  of  a  dermoid  c^'st  in  the  abdominal  cavity 
during  an  operation.  I  have  always  thought  that  this  is  an 
exceedingly  dangerous  complication  to  the  operation,  Wbat 
measures  should  be  adopted  in  case  tbe  contents  so  escape,  and 
whether,  in  the  experience  of  the  gentlemen  present,  complica- 
tions are  apt  to  result  as  a  consequence  of  such  spilling  ? 

Dr,  George  Erety  Shoemaker. — It  seems  scarcely  possi- 
ble that  a  growth  of  the  size  presented  should  have  developed 
within  nine  weeks  ;  there  is  such  a  large  proportion  of  solid 
material,  and  tbe  seat  of  these  teeth  is  evidently  in  very  well 
organized  tissue.  It  seems  almost  inevitable  that  the  solid  por- 
tion of  this  mass  must  have  existed  for  a  long  period,  and  tbe 
rapid  growth  has  been  due  to  the  accumulation  of  cyst  con- 
tents. Tbe  sebaceous  cyst  mateiial  from  dermoids  is  undoubt- 
edly of  an  irritating  character  and  not  suitable  for  absorption 
by  the  peritoneum,  but  unless  spilled  in  large  quantity'  it  need 
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not  necessarily   result  in   developing  peritonitis.     It  can    be 
sponged  away  sufficiently. 

Dr.  J.  M.  Baldy. — There  are  a  number  of  points  of  interest 
brought  up.  The  first  was  the  question  of  celiotomy  during 
pregnancy.  We  are  well  aware  of  the  old  time  fear  of  touch- 
ing a  pregnant  patient  under  any  circumstances,  and  how 
thoroughly  that  is  based  on  error  as  far  as  ojDerative  work  is 
concerned.  I  remember  reporting  several  years  ago  in  a  paper 
a  series  of  six  or  eight  cases  of  celiotomy  during  pregnancy  in 
my  own  practice  and  analyzing  the  results.  At  that  time  I 
was  convinced,  and  my  experience  since  that  has  tended  to 
convince  me,  that  an  abortion  which  would  take  place  naturallj^ 
can  be  stopped,  and  stopped  with  a  considerable  deal  of  accu- 
racy, by  the  use  of  drugs.  There  were  two  or  three  of  these 
cases  in  which  nothing  was  done,  one  case  in  which  explora- 
tory operation  had  been  performed,  I  having  been  tricked  into 
the  operation  ;  she  aborted  jiromptly,  which,  of  course, -was  her 
object  in  tricking  me  into  the  operation.  With  that  lesson  in 
view,  and  with  the  idea  that  these  abortions  could  be  pre- 
vented, 1  began  to  give  these  patients  opium  at  once  before 
they  came  out  of  ether,  and  sufficient  to  paralyze  the  uterine 
muscle  until  the  irritation,  or  whatever  it  is,  has  passed  awaj', 
and  I  found  that  in  not  one  of  these  cases  did  I  have  an  abor- 
tion follow;  and  that  experience  has  been  borne  out  since,  and 
I  believe  it  to  be  a  valuable  one  in  cases  where  we  operate 
knowing,  or  where  we  get  into  a  case  without  knowing,  that 
pregnancy  exists. 

The  fact  of  Dr.  Da  Costa  having  removed  pus  tubes  found  in 
his  pregnant  case  is  interesting.  How  did  that  woman  become 
pregnant  ?  It  is  evident  that  the  conception  must  have  oc- 
curred previous  to  the  development  of  the  pus  tubes.  I  had  a 
case  exactly  similar.  I  had  to  go  so  far  as  to  scrape  the  ute- 
rine wall,  and  still  that  woman  did  not  abort,  although  she 
made  a  very  vigorous  effort  to  do  it,  but  the  large  amount  of 
oj:»ium  I  gave  stopped  it.  In  both  of  these  cases  development 
of  pus  tubes  must  have  occurred  subsequent  to  the  pregnancy. 
That  woman  was  primarily  infected,  and  in  spite  of  it  became 
pregnant.  This  rather  goes  to  show  that  impregnation  in  the 
presence  of  infection  is  possible  ;  the  irritation  of  the  growing 
uterus,  the  consequent  congestion,  all  tend  to  determine  sup- 
puration and  the  final  result  to  the  patients  of  pus  tubes. 

I  was  interested  again  in  the  question  of  the  fibroid  polyp 
removed  from  the  uterus,  from  several  standpoints.  I  was 
much  surprised  to  hear  one  of  the  gentlemen  speak  of  this  case 
as  rare  ;  almost  invariabl}^  these  large  fibroids  will  become  soft- 
ened and  gangrenous  if  they  go  any  length  of  time.  I  think  I 
have  rarely  removed  one  in  which  that  combination  did  not 
exist.  It  is  generallj^  that  which  forces  the  patient  to  the  sur- 
geon. This  is  an  element  of  sepsis  in  the  uterus,  and  if  one  is 
not  careful  the  base  of  the  pedicle  may  become  septic.  I  have 
seen  a  case  which  I  attributed  to  that  cause.  It  is  only  a  ques- 
tion of  time  when  pressure  will  go  on  forcing  the  tumor  into 
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the  uterine  cavity,  and  after  a  while,  iu  a  few  cases,  the  tumor 
will  become  loose  and  be  expelled.  It  is  a  well-known  method 
in  the  old  times  of  gettingrid  of  these  tumors  by  so  called  ergot 
treatment.  I  have  several  of  these  cases  which  were  inverted, 
and  I  am  surprised  to  find  Dr.  Da  Costa's  case  returned  so 
readily  to  its  normal  position,  especially  in  an  old  woman  in 
w.iom  atrophy  of  the  parts  had  naturally  taken  place.  As  a 
rule,  in  all  the  cases  I  have  known  of  before  this  one  reported 
to  night,  these  cases  have  not  gone  back,  and  as  a  matter  of 
fact  it  is  almost  impossible  to  put  them  back.  I  remember  one 
case  in  which  so-called  conservatism  was  brought  into  the 
treatment  and  the  patient  died  because  of  the  efforts  made  to 
return  the  inverted  uterus.  There  was  bleeding,  and,  after 
protracted  efforts,  the  woman  went  to  bed  with  peritonitis  and 
an  attempt  was  made  again  to  replace  the  uterus.  The  condi- 
tion in  the  pelvis  at  the  second  attempt,  two  weeks  later,  was 
bad,  eveiything  being  matted  together  by  fresh  adhesions.  The 
manipulation  was  continued  under  ether,  and  at  the  end  of  two 
or  three  days  she  was  shipped  out  of  the  hospital  for  burial. 
I  think  in  a  case  of  that  kind  in  an  old  woman  where  the  uterus 
is  of  no  earthly  use,  or  in  a  young  woman  where  it  is  plain 
that  the  manipulation  is  not  going  to  return  the  inversion 
readily,  hysterectomy  is  proper.  Call  it  radical  or  not,  as 
you  choose,  it  saves  your  patient's  life  and  cures  her  of  her 
suffering. 

As  to  the  danger  of  rupturing  dermoid  cysts,  I  think  most 
operators  believe  it  is  very  dangerous  to  rupture.  Most  der- 
moid cysts  are  adherent;  this  tends  to  show  that  if  the  cyst  con- 
tents are  so  irritating  that  it  causes  adhesions  to  form  without  any 
of  the  contents  coming  in  contact  with  the  surrounding  parts, 
theoretically  at  least,  the  spillingof  any  contents  into  the  abdom- 
inal cavity  would  be  an  exceedingly  dangerous  thing  and  diffi- 
cult to  get  rid  of  by  sponging,  for,  as  a  rule,  you  find  cyst  con- 
tents very  sticky  and  you  cannot  get  rid  of  the  stuff  satisf  actoril5^ 

With  Dr.  Shoemaker  I  do  not  believe  that  this  cyst  here  ex- 
hibited grew  in  two  months'  time.  I  have  long  since  given  up 
any  credence  as  to  what  patients  tell  me  as  to  prior  existence 
of  tumor.  I  have  found  too  many  come  without  suspicion  of 
tumor.  In  the  specimen  Dr.  Da  Costa  presents  there  is  a  solid 
tumor,  bone,  teeth,  hair,  sebaceous  matter,  which  has  taken 
years,  probably,  to  accumulate  and  grow,  and  simply  because 
we  have  the  word  of  the  woman  and  her  doctor  that  it  was  not 
there  a  long  time  it  goes  for  nothing.  The  pathological  con- 
dition speaks  for  itself.  A  cyst  which  is  densely  adherent 
does  not,  as  a  rule,  grow  much;  adhesions,  as  a  rule,  stop  the 
growth  of  any  tumor  to  a  very  large  extent  in  the  peritoneal 
cavity.  That  may  not  hold  true  of  fibroid  tumors  as  it  does  .of 
small  cysts,  but  even  in  small  fibroids  it  at  times  holds  good. 

Dr.  John  C.  Da  Costa.— I  am  very  glad  to  hear  Dr.  Baldy 
speak  as  he  does  about  celiotomy  during  pregnancy,  and  to  find 
that  he  and  I  stand  on  equal  ground  --neither  of  us  is  afraid 
to  do  it— and  also  to  hear  him  speak  of  his  confidence  in  the- 


COLLEGE   OF   PHYSICIANS   OF   PHILADELPHIA.  365 

use  of  drugs,  especially  opium,  in  preventing  abortion.  As 
there  were  no  symptoms  of  abortion  in  this  case,  I  did  not  have 
to  use  the  opium  to  counteract.  I  did  use  opium  immediately 
after  the  operation;  I  gave  one,  possibly  two,  one-grain  opium 
suppositories  to  prevent  mischief,  and  then  stopped. 

In  regard  to  the  polyp,  we  all  recognize  that  we  meet  broken- 
down,  sloughing  polypi,  but  this  is  not  one  of  that  kind.  Here 
is  one,  according  to  the  woman's  statement,  of  less  than  two 
years'  growth,  no  sign  of  breaking  down  anywhere,  solid  as  a 
good  piece  of  beef  would  be.  The  inversion  in  this  case  I  do 
not  think  was  precisely  like  that  of  Dr.  Hirst's  case  Dr.  Shober 
spoke  of.  When  I  did  the  operation  I  did  it  with  a  fear  that  I 
might  tear  out  the  fundus  of  the  uterus  and  have  to  do  a  hys- 
terectomy, and  I  had  the  instruments  prepared  for  that.  It 
was  with  great  difficulty  it  could  be  delivered.  Here  was  a 
small  vagina,  that  had  never  been  dilated  by  the  passage  of  a 
child,  and  a  tumor  three  and  a  quarter  inches  in  its  transverse 
diameter  filling  it  up,  pressing  on  the  urethra,  pressing  on  the 
rectum,  rendering  it  ver}^  difficult  to  get  the  finger  past  to  find 
the  pedicle  and  an  instrument  past  to  hold  the  pedicle.  I 
could  not  have  got  an  ecraseur  wire  up  there,  and,  if  I  had  been 
able  to,  I  am  afraid  I  would  have  cut  off  part  of  the  uterus.  I 
explain  the  inversion  in  this  way:  This  polyp  grew  gradually^ 
and  as  it  formed  forced  its  way  down,  became  egg-shaped, 
gradually  forced  its  way  through  the  cervix,  and,  as  it  dilated 
the  cervix,  produced  at  the  same  time  slight  inversion  of  the 
uterus.  The  cervix  was  much  wider  than  the  fundus.  After 
I  got  it  off  I  found  this  large  bleeding  spot,  and  I  was  rather 
surprised  at  the  facility  with  which  I  was  able  to  stop  bleeding 
by  catgut  sutures.  Then  by  pushing  up  the  fundus  I  was  sur- 
prised to  find  how  easily  it  was  restored,  and  packing  with 
gauze  stopped  all  hemorrhage. 

Next,  as  to  the  dermoid  cyst.  I  know  that  a  dermoid  cyst 
does  not  grow  fast.  I  have  confidence  in  Dr.  Shoemaker's 
statement  that  it  could  not  grow,  and  I  can  only  reply,  like  the 
boy,  "  I  know  it  can't  do  it,  but  it  did  do  it."  These  adhesions 
were  dense,  but  they  were  recently  formed,  and  although  the 
whole  back  and  side  of  that  cyst  was  adherent  as  well  as  the 
front,  these  adhesions,  I  could  see,  were  recent  ones  and  were 
readily  broken  up.  The  part  that  ruptured  and  poured  out  the 
sebaceous  matter  was  immediately  under  the  cut  that  I  made 
in  the  abdomen.  I  fortunately  had  the  intestines  pushed  back, 
guarded  with  sponges,  and  as  soon  as  it  burst  I  drew  the  cyst 
immediately  to  the  edge  of  the  cut  so  as  to  prevent  any  of  this 
broken-down  sebaceous  matter  getting  into  the  abdomen.  It 
was  guarded  with  sponges,  and  after  the  operation  the  abdomen 
was  flushed  thoroughly  with  an  abundance  of  water  from  the 
back  and  bottom  of  the  pelvis  toward  the  surface,  so  that  in 
case  there  was  anything  in  there  it  would  be  got  out.  My  idea 
in  flushing  is  to  get  the  stream  well  down  to  the  woman's  back 
— in  other  words,  flush  from  the  bottom  upward ;  and  that  is 
the  way  this  was  done,  and  there  were  no  bad  symptoms  after 
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it.  I  know  that  the  cyst  could  not  have  all  grown  in  that 
little  time.  I  said  in  the  paper,  at  the  beginning  of  her  preg- 
nanc}'  she  noticed  a  lump  the  size  of  an  egg,  and  she  noticed  it 
again  immediately  after  the  accident  ten  days  before.  I  have 
no  doubt  the  cyst  was  there.  I  have  no  doubt  the  bones  were 
there,  but  I  do  not  think  the  large  portion  of  the  cyst  was 
there.  It  is  very  hard  to  believe  that  a  woman  who  has  gone 
through  three  pregnancies  cannot  recognize  a  growth  the  size 
of  a  six  and  one-half  months  pregnancy  in  her  abdomen.  She 
is  not  a  stout  woman.  She  is  a  strong,  healthy  woman  with  a 
thin  abdominal  wall. 

Dr.  J.  M.  Baldy  reported 

A    CASE    OF   VARICOSE   VEIN   OF    THE    BROAD    LIGAMENT.' 

Dr.  George  Erety  Shoemaker. — There  is  this  to  be  re- 
called, that  varicose  veins  in  other  parts  of  the  body  are  in 
themselves  not  usually  painful  unless  they  are  inflamed.  If 
you  have  a  phlebitis  of  veins  they  give  trouble;  otherwise  they 
do  not  cause  pain.  In  varicocele  the  contents  of  the  scrotum 
are  increased  and  the  weight  of  the  veins  may  cause  a  dvill  ach- 
ing of  the  testicle  from  pressure  and  from  traction.  If  there  is 
phlebitis  of  the  veins  of  the  broad  ligament  we  may  have  a 
definite  disease  that  requires  consideration,  but  it  seems  to  me 
that  the  cases  must  be  few  where  vai'icosities  would  justif}'  an 
operation  undertaken  for  that  alone.  I  saw  to-day  an  enor- 
mous varicosity  of  the  left  broad  ligament,  but  I  would  not 
have  operated  for  that  alone.  Finding  this  condition  of  the 
vein^,  however,  during  operation,  one  should  include  in  liga- 
tures as  many  of  these  vessels  as  possible. 

Dr.  H.  a.  Slocum. — I  am  glad  that  Dr.  Baldy  has  brought 
this  matter  of  varicose  veins  before  us,  because  I  think  it  is  of 
importance.  I  have  recognized  the  condition  for  many  years 
where  women  have  suffered  for  a  long  time  and  no  gross 
pathological  changes  could  be  determined.  I  have  at  times 
been  able  to  feel  what  I  thought  were  varicose  veins — the  dull 
resistance  that  we  find  in  pressing  upon  a  large  vein  easily 
giving  to  pressure  and  quickly  returning.  I  have  for  some 
years  demonstrated  their  occurrence  to  students,  and  I  am 
very  sure  that  many  s^'mptoms  of  disease  have  arisen  from 
these  dilated  veins.  I  do  not  think,  with  Dr.  Shoemaker,  that  it  is 
necessary  to  have  an  inflammation  of  the  vein.  A  great  many 
men  complain  most  bitterly  of  pain  in  the  legs  or  other  parts 
of  the  body  where  there  is  no  inflammation,  particularly  accom- 
panying old  leg  ulcers. 

Dr  John  B.  Deaver, — I  cannot  agree  with  Dr.  Shoemaker 
in  believing  that  the  pain  of  varicocele  is  due  to  pressure  upon 
the  testicle,  but,  to  the  contrary,  to  dragging  upon  the  spermatic 
cord.  I  question  whether  what  Dr.  Baldy  has  done  is  not 
safer  than  ligaturing  the  veins 

'  See  original  article,  p.  310 
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Dr.  J.  M.  Bald y.— As  far  as  the  varicocele  is  concerned, 
there  is  no  reason  to  suppose  that  the  symptoms  are  due  ta 
pressure  on  the  testicle,  as  suggested  by  Dr.  Shoemaker;  they 
are  due  entirely  to  the  weight  and  dragging:  the  question  of 
pressure  would  not  enter  into  account  as  far  as  the  broad  liga- 
ment is  concerned ;  the  weight  and  dragging  is  here  also  the 
cause  of  the  suffering. 
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Meeting  of  Friday,  December  18th,  1896. 
The  President,  George  Byrd  Harrison,  M.D.,  in  the  Chair. 

Dr.  Henry  B.  Deale  read  a  paper  entitled 

INTERCURRENT  INFECTIOUS  DISEASES   OF   PREGNANCY.' 

Dr.  a.  F.  a.  King  said  he  was  much  interested  in  the 
manner  in  which  the  subject  had  been  presented,  though  he 
thought  that  not  many  had  experience  in  all  the  complications 
mentioned.  The  high  temperature  incident  to  infectious  dis- 
eases was  liable  to  kill  the  fetus  in  utero.  A  temperature  of 
105°  was  liable  to  cause  the  death  of  the  fetus,  though  the 
temperature  of  the  fetus  in  utero  was  one  degree  higher  than 
that  of  the  mother.  The  great  danger  in  labor  or  abortion  was 
hemorrhage.  As  a  general  rule,  in  these  complications  the 
danger  was  greater  in  proportion  as  the  pregnancy  was 
advanced.  The  cough  of  the  bronchitis  that  was  incident  tO' 
measles  was  liable  to  bring  on  abortion,  though  the  complica- 
tion of  pneumonia  was  more  dangerous.  He  detailed  the  his- 
tory of  a  case  of  pneumonia  occurring  in  a  pregnant  dwarf,  in 
which  the  temperature  rose  as  high  as  106°,  the  patient  recover- 
ing in  about  two  weeks  and  being  shortly  afterward  delivered 
at  near  full  term.  In  addition  to  the  standard  remedies  he 
used  chloride  of  sodium  in  large  quantities,  given  in  beef  tea. 
Bennett's  treatment  for  pneumonia  was  salines  and  wines. 
In  scarlatina  the  renal  complication  constituted  the  great 
danger.  As  to  the  use  of  quinine  in  malarial  infection  com- 
plicating pregnancy,  he  thought  the  effect  of  the  drug  was 
much  less  injurious  to  the  pregnant  woman  than  was  the 
uncontrolled  disease.  He  did  not  believe  that  quinine  had 
any  oxytocic  effect.  The  paper  of  Dr.  Henry  C.  Campbell,  of 
Georgia,  was  conclusive  on  this  point.  It  was  interesting  to- 
consider  how  the  fetus  in   utero  might  have  these  various. 

'  See  original  article,  page  349. 
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diseases.  He  thought  that  in  this  way  the  immunity  of  some 
persons  might  be  accounted  for.  It  was  very  curious  that  the 
child  could  have  small-pox  and  the  mother  escape,  and  vice 
versa.  In  the  case  of  twins  one  might  have  the  disease  and 
the  other  escape  The  treatment  of  infectious  diseases  com- 
plicating pregnancy  was  the  same  as  in  other  (Conditions. 

Dr.  William  P.  Carr  said  he  understood  Dr.  Deale  to 
say  that  typhoid  fever  was  of  rare  occurrence  in  pregnancy; 
he  was  surprised  at  the  statement,  as  it  was  more  common  in 
adult  life  than  either  measles  or  scarlet  fever.  He  detailed  a 
case  of  his  in  which  there  was  an  ulcer  of  the  leg.  The  woman 
had  an  abortion  during  his  absence  from  the  city;  he  thought 
the  subsequent  fever  was  septic,  but  afterward  concluded  that 
it  was  typhoid.  She  also  had  a  pneumonia.  She  was  conva- 
lescing very  satisfactorily  when  she  got  out  of  bed  without  his 
consent,  and  died  suddenly  from  what  he  supposed  was  a  per- 
foration of  the  intestine.  No  autopsy  could  be  obtained  to 
determine  the  actual  condition. 

Dr.  S.  S.  Adams  said  he  had  seen  two  cases  of  undoubted 
t3'phoid  fever  complicating  pregnancy.  In  one  of  them  another 
phj^sician  prognosticated  recovery  and  the  continuation  of 
pregnancy  to  term.  She,  however,  miscarried,  but  finally  re- 
covered. In  the  second  case  abortion  occurred  and  the  woman 
died.  It  was  said  that  typhoid  fever  sometimes  occurred  in 
the  child  in  utero,  but  he  doubted  it.  As  to  the  oxytocic  effect 
of  quinine,  he  had  several  patients  who  said  they  took  twenty 
grains  with  satisfaction  to  themselves.  Climate  and  habit 
might  have  an  influence  in  preventing  its  oxytocic  effect. 

Dr.  H.  B.  Deale  asked  Dr.  Adams  what  was  the  physio- 
logical effect  of  quinine.  It  acted  on  nerves,  and  no  other 
drug  was  so  efficient  as  quinine. 


Meeting  of  Friday,  January  15th,  1897. 
Vice-President  George  N.  Acker,  M.D.,  in  the  Chair. 

Dr.  J.  Wesley  Bovee  presented  the  history  and  specimen 
of 

FIBROID   DEGENERATION   OF   THE   UTERUS   AFTER  REMOVAL 

OF   PUS   TUBES. 

Mrs.  R.,  white,  33  years  old,  married  fifteen  years,  had  a 
child  fourteen  years  ago,  followed  by  fever  and  confinement  to 
bed  for  some  weeks.  Since  that  time  had  sviffered  continuously 
with  pelvic  pain  up  to  the  time  of  my  seeing  her  in  consulta- 
tion with  Dr.  Holden,  September  Gth,  1895.  At  that  visit  the 
pelvis  was  found  filled  and  the  uterus  fixed  posteriorly.  Endo- 
metritis and  a  lacerated  cervix  were  also  present.  She  was 
sent  to  Providence  Hospital,  and  on  September  21st  curette - 
ment  and  trachelorrhaphy  were  done.  Then  the  abdomen  was 
opened  and  double  pus  tubes  and  a  right  cystic  ovary  removed. 
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The  other  ovary  was  resected.  The  adhesions  were  very  dense 
and  difficult  to  separate.  She  did  nicely  until  August  last, 
when  pelvic  pain,  increased  at  the  menstrual  periods,  accom- 
panied with  profuse  flow,  began  and  increased.  I  saw  her 
again  early  in  December,  and  an  examination  at  that  time 
revealed  the  uterus  to  be  about  double  its  normal  size  and 
nodular  on  every  side.  Without  hesitation  I  advised  hysterec- 
tomy, and  she  entered  Providence  Hospital  again  for  that 
operation,  which  was  done  through  the  vagina  the  9th  instant, 
with  the  assistance  of  Dr.  Holden.  After  sufficient  ligation 
and  complete  section  of  the  left  broad  ligament  the  organ 
could  not  be  delivered  into  the  vagina,  and  it  had  to  be  split 
antero-posteriorly  through  its  long  axis.  The  remnants  of  the 
left  ovary  were  cystic  and  were  removed.  The  peritoneal  open- 
ing was  closed  with  running  stitch  of  catgut,  wound  packed 
with  iodoform  gauze,  and  her  convalescence  was  smooth. 

My  reasons  for  presenting  this  specimen  are  to  show  the 
danger  that  sometimes  follows  removal  of  the  tubes  without  the 
uterus,  the  kind  of  fibroids  that  are  not  halted  in  their  growth 
by  curettage  nor  their  symptoms  improved  very  long  by  that 
operation,  the  rapidity  with  which  these  growths  appear,  and 
to  bring  out  discussion  of  the  advisability  of  leaving  a  portion 
of  an  ovary  when  both  tubes  and  the  other  ovary  are  removed. 
It  has  for  some  time  been  m}"  custom  to  leave  as  much  ovarian 
tissue  as  can  be  done  safely  when  operating  for  pus  tubes  or 
other  inflammatory  disease  of  the  uterine  appendages,  and  will 
continue  to  do  so  unless  some  very  sound  reasons  for  doing 
otherwise  are  ascertained.  If  this  be  done  the  menopause  is 
not  brought  on  at  a  time  when  the  patient  is  in  a  very  low 
state  of  vitality  from  purulent  or  other  form  of  pelvic  disease 
and  while  recovering  from  a  severe  operation.  More  than  that, 
the  moral  effect  is  excellent,  which  cannot  be  said  of  removal 
of  the  ovaries.  I  may  be  criticised  for  curetting  and  repairing 
the  cervix  of  a  uterus  that  was  afterward  so  ungrateful  as  to 
become  fibroid.  Certainly  in  this  case  hysterectomj^  at  the 
time  of  the  first  operation  would  have  prevented  the  second 
one.  Possibly  had  the  ovaries  been  completely  removed 
fibroids  would  not  have  appeared  in  the  uterus.  To  me  it 
seems  to  be  an  unusual  case  (the  first  in  mj  experience),  and  I 
am  not  inclined  to  place  much  reliance  upon  it  as  proof  of  the 
advisability  of  removal  of  the  uterus  at  the  time  of  salpingo- 
oophorectomy  on  both  sides,  or  of  not  leaving  a  portion  or  a 
complete  ovary  in  such  operations. 

Dr.  I.  S.  Stone  said  there  was  an  impression  that  these 
growths  diminished  after  oophorectomy.  He  cited  a  case  in 
which  he  removed  the  ovaries  and  curetted  the  uterus  without 
relieving  the  patient.  He  finally  had  to  remove  the  uterus. 
He  said  that,  though  ligation  caused  a  cessation  of  the  growth, 
he  thought  myomectomy  was  the  preferable  operation. 

Dr.  Joseph  Taber  Johnson  said  that  his  exiDerience  was 
that  the  removal  of  the  ovaries  did  not  check  the  growth  of 
fibroids  of  the  uterus  in  all  cases,  nor  always  control  the  hem- 
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orrhage.  He  placed  oophorectomy  in  the  same  categorj'-  with, 
the  menopause.  Hysterectomy  was  no  more  dangerous  than 
oophorectomy,  and  he  preferred  the  former  operation.  He 
thought  it  was  wise  to  remove  both  ovaries  and  uterus,  though 
it  was  not  yet  a  settled  question.  It  was  better  to  leave  the 
matter  to  the  judgment  of  the  operator,  to  be  determined  in 
each  case. 

Dr.  H.  L.  E.  Johnson  cited,  as  an  instance  in  which  liga- 
tion would  check  the  growth  of  fibroid  of  the  uterus,  a  case  in 
which  three  years  ago  he  ligated  on  one  side  without  removing 
the  appendages,  since  when  the  hemorrhages  ceased  and  the 
uterus  was  reduced  from  nine  to  three  inches. 

Dr.  J.  W.  BovEE  said,  as  to  leaving  the  ovary  or  a  portion 
of  one,  that  was  a  question  of  judgment  and  experience. 

Dr.  J.  Wesley  Bovee  read  a  paper  entitled 

RETROPERITONEAL   ECTOPIC    PREGNANCY   AT  FULL   TERM.' 

Dr.  I.  S.  Stone  said  very  little  could  be  said  to  throw  light 
on  this  case.  It  had  occurred  to  him  that  the  fetus  was  not  in 
the  broad  ligament  but  outside  of  it.  Joseph  Price  had  said 
that  in  most  of  these  cases  the  fetus  is  not  in  the  broad  liga- 
ment. He  (Dr.  Stone)  thought  that  Dr.  Price  was  about  right. 
It  would  be  impossible  for  the  growth  to  force  up  the  perito- 
neum. In  going  down  into  the  pelvis  to  take  out  the  sac  Dr. 
Bovee  must  have  removed  the  peritoneum  from  the  entire  pel- 
vis, and  higher  up,  as  he  states.  There  certainly  would  have 
been  large  arteries  to  supply  so  large  a  sac,  which  would  neces- 
sarily have  required  ligation.  He  unhesitatingly  declared  that 
he  did  not  believe  there  were  any  broad-ligament  ectopic  preg- 
nancies. As  to  treatment,  he  had  long  since  ceased  to  place 
any  reliance  on  glass  drainage  tubes  and  had  practically  aban- 
doned them.  As  to  vaginal  drainage  in  this  case,  the  post- 
mortem conditions  show  that  it  might  have  been  advantageous. 

Dr.  a.  F.  a.  King  said  he  concurred  in  the  main  with  what 
Dr.  Bovee  had  said  in  his  paper.  Most  operators  agreed  that 
broad-ligament  cases  were  rare. 

Dr.  Joseph  Taber  Johnson  thought  that  Dr.  Bovee  might 
have  done  the  operation  somewhat  differently.  He  admitted 
that  this  opinion  was  ijost  hoc.  He  had  done  a  somewhat 
similar  operation  which  resulted  fatally.  Dr.  Bovee  might  have 
stitched  the  lower  portion  of  the  sac  to  the  abdominal  wall  and 
made  the  whole  surroundings  aseptic.  Vaginal  drainage  would 
have  done  good.  He  believed  that  early  operation  was  advis- 
able. The  condition  was  like  malignancy.  If  the  fetus  was- 
nearly  viable  a  little  delay  might  not  be  injurious.  Dr.  John- 
son gave  the  history  of  a  very  interesting  case  in  which  there 
was  no  thought  of  extrauterine  pregnancy  until  the  woman 
was  supposed  to  be  in  labor,  when  the  physician  in  attendance 

'  See  original  ai'ticle,  p.  314. 
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at  the  time  suspected  that  an  extrauterine  pregnancy  existed. 
Dr.  A.  F.  A.  King  saw  the  case  in  consultation,  and,  with  the 
patient  under  ether,  fi)und  the  uterus  to  be  empty.  Dr.  John- 
son was  called  to  do  an  abdominal  section.  With  the  assist- 
ance of  Dr.  W.  S.  Bowen  he  opened  the  abdomen  and  found  a 
fetus  that  had  been  dead  for  some  time.  It  was  a  case  of  ab- 
dominal fetation  pure  and  simple,  there  being  no  sac.  There 
was  a  band  of  omentum  attached  to  the  uterus.  He  removed 
the  fetus  without  difficulty,  and,  following  the  cord  down  into 
the  pelvis,  he  found  the  placenta  behind  the  uterus.  He  sup- 
posed he  would  find  a  sac,  which  he  intended  to  stitch  to  the 
abdominal  wound,  but  there  was  no  sac.  All  of  the  placenta 
was  removed.  There  was  considerable  hemorrhage,  which 
was  controlled  by  clamping.  The  cavity  was  washed  out  and 
filled  with  gauze.  He  attempted  to  establish  vaginal  drainage, 
but  was  not  successful  in  this.  He  said  the  patient  was  in 
fairly  good  condition,  it  being  the  third  day  since  the  opera- 
tion, and  he  thought  she  would  get  well. 

Dr.  H.  L.  E.  Johnson  said  he  did  not  agree  with  Dr.  Stone 
that  it  was  impossible  for  the  growth  to  force  up  the  perito- 
neum. When  tubal  pregnancy  occurred  the  embryo  grew  too, 
from  the  eleventh  to  the  thirteenth  week,  when  rupture  oc- 
curred, when  it  found  lodgment  between  the  folds  of  the  broad 
ligament  or  in  the  peritoneal  cavity,  when  fatal  hemorrhage 
would  occur.  In  its  new  position  it  grows,  the  peritoneum 
being  lifted  up  by  the  entire  mass.  It  may  rupture  again  and 
fall  into  the  peritoneal  cavity,  where  it  may  be  digested.  Many 
speciiTiens  have  been  examined  and  peritoneum  found  to  con- 
stitute a  part  of  the  sac.  The  ovaries,  tubes,  and  uterus  them- 
selves are  covered  by  peritoneum,  hence  are  extraperitoneal. 

Dr.  I.  S.  Stone  said  that  in  Dr.  J.  T.  Johnson's  case  there 
was  organized  blood  clot,  the  covering  of  which  when  examined 
would  apparentl}'  correspond  to  peritoneum. 

Dr.  H.  L.  E.  Johnson  said  the  tissue  referred  to  by  Dr. 
Stone  was  in  the  nature  of  an  exudate,  but  would  not  form  a 
sac  around  a  fetus.     It  was  a  question  of  fact,  not  of  opinion. 

Dr.  J.  W.  BovEE  said  his  was  a  case  of  extraperitoneal 
pregnancy.  He  saw  no  reason  why  it  could  not  lift  up  perito- 
neum as  well  as  intraligamentous  cysts  could.  If  the  fetus 
escapes  into  the  peritoneal  cavity  it  is  surrounded  by  an  exudate; 
this  would  account  for  the  sac.  He  did  not  agree  with  Dr.  H. 
L.  E.  Johnson  that  the  ovaries  were  covered  by  peritoneum. 


24 


370  TRANSACTIONS   OF   THE 


TRANSACTIONS  OF  THE  CINCINNATI 
OBSTETRICAL  SOCIETY. 


Meeting  of  March  11th,  1897. 
The  President,  Charles  L.  Bonifield,  M.D.,  in  the  Chair 

Dr.  James  Franklin  Heady,  M.D.,  of  Glendale,  Ohio, 
reported  a 

case  of  cephalhematoma. 

The  fact  that  Hennig  had  230  cephalhematomata  in  53,506 
"births,  or  0.43  per  cent:  Hofmohl  371  in  59.885  births,  or  0.6 
per  cent;  and  that  this  is  my  first  case  in  about  1,000  births,  is 
the  apology  offered  for  this  report.  Fourth  infant,  Davis,  male, 
age  8  days,  was  delivered  on  February  1st,  1897,  after  a  hard 
labor  of  twenty  hours.  The  membranes  remained  intact  until 
a  few  minutes  before  delivery  He  is  well  developed;  weighs 
seven  pounds;  is  deepl.y  jaundiced.  Situated  over  the  occipi- 
tal bone,  extending  from  the  superior  angle  to  the  supeiior 
curved  line,  is  a  swelling  about  the  size  of  a  small  orange.  It 
is  not  discolored,  not  painful,  but  elastic  upon  pressure.  At 
the  junction  of  the  swelling  with  the  bone  a  well-defined, 
hard  ridge  could  be  recognized.  The  lump  was  not  noticed 
until  February  2d,  and  has  gradually  increased  until  the 
present  time. 

March  8th,  child  5  weeks  old;  general  condition  good;  jaun- 
dice has  entirely  disappeared.  The  swelling  has  decreased 
about  one  third  in  size;  still  elastic  and  not  painful  on  pressure. 
The  hard  line  at  its  junction  with  the  occipital  bone  has  in- 
creased. No  crackling  could  be  produced  over  any  part  of  the 
swelling  by  pressure. 

The  evident  cause  of  the  swelling  has  been  pressure  upon 
the  occipital  bone  by  the  cervix  uteri.  It  was  not  a  forceps  de- 
livery and  could  not  arise  from  that  cause.  In  some  cases  it 
is  difficult  to  give  a  good  cause,  as  this  has  occurred  in  breech 
deliveries. 

The  treatment  has  been  nil.  I  must  confess  the  temptation 
has  been  very  great  to  empty  the  contents  of  the  swelling. 
This  course  would  be  supported  by  Winckel,  Olshausen,  and 
others  Henoch,  Baginsky,  Zweifel,  Biedert,  F.  Konig,  and 
others,  condemn  any  operative  procedure  as  meddlesome  so 
long  as  there  are  no  signs  of  inflammatory  reaction  or  of  sup- 
puration. 

Dr.  Gillespie. — I  was  surprised  to  hear  Dr.  Heady  speak 
of  cephalhematoma  as  so  rare.  My  experience  has  not  ex- 
tended over   a  thousand   cases,  by  a  good  deal,    and  I  have 
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seen  four  cases  of  tumor  of  this  character.  In  the  first  the 
periosteum  was  pulled  loose  from  the  bone.  I  opened  and 
washed  it  out  and  had  a  very  good  recovery.  The  three 
cases  I  saw  afterward  I  simply  punctured  and  covered  with 
collodion  and  had  very  good  results.  The  books,  however, 
say  that  this  is  not  good  treatment  and  that  we  should  let 
absorption  take  place.  In  the  first  case  I  had  used  forceps, 
and  no  doubt  the  bruising  had  something  to  do  with  the  sepa- 
ration. [  believe  there  is  really  a  larger  percentage  of  cephal- 
hematoma than  we  are  led  to  believe,  and  that  it  is  often 
mistaken  for  a  caput  succedaneum.  It  is  located  on  the  same 
part  of  the  head  as  caput  succedaneum,  and  the  mistake  might 
easih'  be  made. 

Dr.  Tate. — Like  Dr.  Gillespie,  I  was  surprised  to  hear  that 
so  few  cases  occur.  I  have  seen  two.  One  was  a  double 
cephalhematoma.  I  let  them  alone  and  a  good  recovery  re- 
sulted in  both  cases. 

Dr.  Reamy. — I  have  seen  a  number  of  these  cases  and  have 
treated  them  by  both  methods.  I  never  open  them  at  first,  but 
have  done  so  subsequently.  I  have  never  seen  a  case  that  did 
not  recover.  In  many  cases  the  contents  are  gradually  ab- 
sorbed, and,  as  even  simple  operations  on  very  young  children 
are  attended  with  more  danger  than  in  those  who  are  older,  I 
ihink  it  is  usually  well  to  wait  and  see  whether  absorption  will 
take  place. 

Dr.  Carpenter.— I  have  had  experience  with  but  one  case, 
and  that  recovered  without  any  interference.  The  tumor 
passed  away  in  a  comparatively  short  time.  Its  size  was  that 
of  about  half  a  good-sized  orange. 

Dr.  Schoolfield. — I  have  had  six  cases  of  cephalhema- 
toma in  my  practice,  and  in  all  except  one  I  used  the  let-alone 
treatment  and  they  all  recovered  promptly.  In  my  first  case 
I  punctured  and  squeezed  the  blood  out,  but  it  promptly  re- 
turned and  I  did  not  puncture  a  second  time.  I  do  not  think 
such  treatment  is  indicated  unless  there  is  suppuration  or  some- 
thing of  that  sort. 

Dr.  G.  S.  Mitchell. — I  recall  but  one  case  that  has  occurred 
in  my  practice,  and  in  that  instance  the  expectant  plan  of 
treatment  was  carried  out.  Like  one  of  the  gentlemen  who  has 
spoken,  I  believe  that  man}^  cases  of  so-called  capvit  succe- 
daneum belong  to  this  category.  It  is  a  little  surprising  that 
this  condition  of  affairs  could  have  occurred  in  the  case  re- 
ported, owing  to  the  fact  that  pressure  was  not  very  great  and 
the  membranes  were  not  ruptured  until  shortly  before  delivery, 
which  would  preclude  any  very  great  amount  of  violence  to 
the  head.  The  case  that  occurred  in  my  own  practice  was  one 
of  tedious  and  difficult  delivery,  a  forceps  case,  in  which  the 
membranes  had  ruptured  earh^  and  there  was  considerable 
disproportion  between  the  pelvis  and  the  head.  The  forceps 
was  on  for  at  least  an  hour.  The  swelling  lasted  for  a  num- 
ber of  weeks  and  finally  disappeared. 

Dr.  E.  S.  McKee. — I  have  had  two  cases  of  cephalhema- 
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toma.  The  first  was  a  very  rare  and  interesting  variety— viz.  ^ 
intracranial.  Breech  presentation.  Body  expelled  promptly, 
but  head  came  slowly  enough  to  cause  some  apprehension  be- 
fore successfully  delivered.  Xlllpara.  Child  well  developed 
and  hearty.  Saw  it  every  day,  and  it  seemed  to  be  doing  well. 
On  the  fifth  day  was  fretful,  had  convulsions,  and  died  on  the 
sixth  day.  Autopsy  twenty  hours  after  death:  Found  skin 
normal,  but  between  scalp  and  pericranium  was  a  large  co- 
agulated effusion  of  blood  extending  over  a  greater  part  of 
the  left  parietal  bone  and  not  surrounded  by  a  bony  ridge. 
The  cranial  bones  and  dura  mater  were  perfectl}^  normal,  but 
in  the  cavity  of  the  arachnoid,  and  corresponding  in  position  to 
the  outer  tumor,  was  a  large  clot  of  blood,  causing  a  depression 
of  the  brain  in  its  deepest  part,  which  was  one  inch  to  the  left 
of  the  posterior  fontanelle.  Effusion,  larger  than  the  external, 
extending  down  to  the  foramen  magnum.  No  ruptured  vessels 
could  be  found.  Other  parts  normal  Cause  of  death,  intra- 
cranial cephalhematoma.  This  mother  had  had  three  other 
children  die  in  convulsions.  Might  they  not  have  had  intra- 
cranial cephalhematoma,  and  might  there  not  have  been  an 
inherited  tendency  ?  Had  this  case  been  diagnosed  ante  mor- 
tem, would  trephining  have  been  justifiable  ?' 

The  second  case  occurred  about  fifteen  months  ago  and  was 
of  the  ordinary  extracranial  variety.  I  ordered  pressure  and 
the  tumor  was  dispelled.  The  child  is  now  living  and  well. 
This  was  a  rapid  delivery,  the  child  being  born  before  my 
arrival.     Mother  a  primipara. 

Dr.  Gillespie. — I  should  infer  from  what  I  have  heard  this 
evening  that  cephalhematoma  is  generally  regarded  as  coming 
on  after  the  time  of  birth.  The  cases  I  have  seen  surely 
existed  before  birth,  because  the  rim  of  callus  thrown  around 
the  tumor  existed  at  the  time  of  delivery.  I  think  it  is  Char- 
pentier  who  says  that  true  cephalhematoma  is  due  to  pre-exist- 
ing conditions  and  not  to  a  difficult  labor. 

ETIOLOGY   OF   MALPOSITIONS   OF  THE   UTERUS. 

Dr.  Palmer. — What  is  a  uterine  displacement?  A  position 
of  the  organ  out  of  its  natural  place.  That  definition,  if  cor- 
rect, implies  that  the  uterus  has  a  natural  place,  and  that  when 
it  does  not  occupy  it  we  have  a  displacement  of  the  uterus. 
The  uterus  is  a  very  movable  organ,  and  it  is  a  wise  provision  of 
Nature  that  it  is  such.  If  the  appendages  were  diseased  and 
the  uterus  were  not  movable  the  condition  would  be  much 
worse  than  it  is.  How  could  pregnancy  go  on  if  the  uterus 
were  not  a  movable  organ?  The  uterus  changes  position  with 
the  respiratory  act,  with  alterations  in  the  position  of  the  body, 
with  the  functioning  of  the  bladder  and  the  rectum,  during 
sexual   intercourse,  and  in   pregnancy.     The  position   of  the 

'  Reportf'd  at  tlie  Academy  of  Medicine,  and  published  in  the  Lancet- 
Clinic,  1883,  vol.  ii.,  p.  317. 
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uterus  is  very  different  when  the  woman  stands  erect,  sits,  or 
lies  down,  and  varies  according  to  whether  the  rectum  or  blad- 
der is  full  or  empty.  All  of  these  changes  are  within  the 
bounds  of  health,  so  none  of  them  could  be  called  uterine  dis- 
placements. We  cannot  accurately  estimate  the  normal  pos- 
ture of  the  uterus  when  we  take  the  dead  subject  in  whom 
there  has  been  a  supposed  normal  position  of  the  uterus  during 
life.  If  that  body  is  frozen  there  must  be  a  change  in  the 
elasticity  of  the  tissues,  and  an  alteration  in  position  of  the 
uterus  when  the  subject  is  kept  on  the  back.  No  doubt  the 
posture  of  the  uterus  is  somewhat  changed  by  the  act  of 
parturition.  Its  position  in  the  multiparous  woman  is  some- 
what different  from  that  in  a  nullipara.  Every  one  realizes 
how  much  the  uterus  is  changed  in  position  by  the  various 
postures  assumed  during  any  local  physical  examination — the 
horizontal,  Sims',  Simon's,  or  the  Trendelenburg  position.  In 
my  experience  there  is  no  posture  of  the  body  which  enables 
us  so  carefully  to  explore  the  conditions  of  the  pelvic  roof  and 
the  internal  genitalia  as  Simon's.  I  always  use  the  exagge- 
rated lithotomy  position  when  I  desire  to  make  a  careful  pelvic 
examination.  I  can  make  a  better  examination  at  the  third 
month  of  gestation  in  this  posture  to  detect  Hegar's  sign  than 
in  any  other,  and  I  depend  so  much  upon  this  sign  in  the  third 
month  that  if  I  do  not  find  it  I  am  reasonably  convinced  that 
the  woman  is  not  pregnant.  The  determination  of  the  normal 
position  of  the  uterus,  and  when  this  becomes  abnormal,  im- 
plies a  consideration  of  what  holds  the  uterus  in  its  normal 
situation  and  what  alters  this.  All  the  ligaments  have  much 
to  do  with  holding  the  uterus  in  position,  and  above  all  the 
utero-sacral  ligaments.  I  do  not  believe  there  is  any  other 
comparable  in  strength  in  holding  the  uterus  in  position.  They 
are  composed  of  unstriped  muscular  fibres  and  are  but  the  con- 
tinuation of  the  parenchyma  of  the  uterus  back  to  the  sacrum. 
They  pull  the  lower  part  of  the  uterus  upward  and  backward, 
and  so  acting  they  naturally  throw  the  upper  part  of  the  uterus 
downward  and  forward.  This  implies  that  the  uterus  is  a 
lever  of  the  first  class.  The  power  may  be  below  or  above,  and 
the  weight  is  at  the  opposite  end,  but  the  fulcrum  is  always  a 
fixed  point.  This  fulcrum  is  not  at  the  junction  of  the  body 
and  cervix,  but  I  think  it  is  just  above  the  vaginal  vault.  This 
part  of  the  uterus  is  bound  to  the  bladder  and  to  the  rectum. 
Here,  too,,  the  uterus  is  bound  to  the  sacrum  and  held  by  the 
vagina,  the  pelvic  fascia,  connective  tissue,  and  fat.  _  The 
vagina  has  much  to  do  with  holding  the  uterus  in  position, 
much  more  than  some  think.  Being  attached  to  the  bladder  in 
front,  the  rectum  behind,  and  to  the  sides  of  the  pelvis,  it  must 
hold  the  uterus.  You  cannot  have  much  displacement  of  the 
uterus  without  more  or  less  distortion  of  the  vagina;  and,  vice 
versa,  there  cannot  be  much  distortion  of  the  vagina  without 
some  displacement  of  the  uterus.  The  relation  of  the  pelvis  to 
the  perpendicular  line  of  the  body  varies  with  different  women. 
If  a  woman  is  erect  the  brim  of  the  pelvis  will  describe  with 
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the  perpendicular  line  of  the  body  an  angle  of  140°  to  170'', 
The  greater  this  angle  is,  the  more  does  the  weight  of  the  ab- 
dominal viscera,  particularly  the  intestines,  rest  on  the  fundus 
and  posterior  wall  of  the  uterus.  The  more  those  weights  are 
so  directed,  the  greater  the  predisposition  to  anteversiou  of  the 
uterus.  The  most  potent  influences  in  holding  the  uterus  in 
normal  anteversion  are  the  utero  sacral  and  the  round  liga- 
ments. I  believe  there  is  much  in  the  so-called  suction  power 
of  the  abdomen.  This  suction  is  noted  especially  in  women 
who  have  not  undergone  parturition,  who  have  a  round  abdo- 
men and  an  erect  posture. 

Now,  what  are  the  forces  that  tend  to  put  the  uterus  out  of 
position?  We  should  classify  the  causes  under  four  general 
headings  Anj'thing  which  tends  to  increase  the  bulk  and 
weight  of  the  uterus  leads  to  some  displacement.  Congestion^ 
passive  hyperemia,  and  chronic  exudations  into  the  uterine 
wall — in  fact  anything  which  augments  the  bulk  and  weight 
of  the  uterus  favors  a  downward  displacement  of  that  organ  at 
first,  and  in  time  some  retroversion.  Secondly,  relaxation  and 
weakening  of  any  of  the  supports  from  laceration,  undue 
stretching,  and  disease.  It  is  almost  impossible  to  have  in- 
creased bulk  and  weight  without  some  relaxation  of  support. 
Thirdl}^,  any  increased  abdominal  pressure  from  above  may^ 
favor  the  displacement.  Finall}',  any  increased  traction  from 
below  may  bring  about  a  displacement.  It  seems  to  me  impos- 
sible to  consider  any  cause  which  could  not  be  classified  under 
these  four  headings. 

TREATMENT   OF   MALPOSITIONS   OF   THE   UTERUS 
BY   PESSARIES. 

Dr.  Reamy. — What  I  have  to  say  is  exclusively  upon  retro- 
displacement  of  the  uterus.  I  wish  to  call  the  attention  of  the 
Societj^  to  the  uses  of  the  pessary  in  this  condition.  The  causes 
of  displacements  are  well  known  to  you  all.  You  cannot  have 
descent  of  the  uterus  without  displacement.  The  pessary  is 
ordinarily  only  an  auxiliary  to  other  treatment.  The  first 
thing  it  does  is  to  lengthen  the  vagina,  and  if  it  does  not  do 
that  it  is  of  no  value.  So  far  as  it  may  increase  the  angle  of 
the  vagina  with  the  uterus  without  causing  discomfort  to  the 
woman,  it  aids  in  the  treatment  of  retroversion.  I  refer  to  the 
primary  conditions;  I  shall  speak  later  of  a  pessary  which  does 
not  do  that,  but  is  of  value  in  giving  comfort  in  worse  cases. 
The  obligations  of  society,  the  foolishness  of  custom,  lead 
many  young  women  to  neglect  to  empty  the  bladder,  or  it  is 
impossible  for  them  to  do  so,  and  the  bladder  is  kept  inordi- 
nately full  for  many  hours  at  a  time,  and  this  has  a  tendency 
to  push  the  uterus  over.  Tight  lacing  and  destruction  of  the 
intra  abdominal  pressure  is  another  cause.  In  cases  of  retro- 
version the  vagina  is  not  particularly  distended.  The  utero- 
sacral  ligaments  have  been  stretched  in  every  case  to  a  slight 
degree.  In  an  acute  case  uterine  displacement  has  taken 
place  to  a  slight  degree,  and  there  is  a  tendency  for  the  little 


CINCINNATI   OBSTETRICAL  SOCIETY.  375 

virgin  uterus  to  settle  down  in  the  little  virgin  vagina.  In 
such  a  case  the  narrow  Smith  pessary  or  Smith  funnel  pessary 
can  be  introduced  without  rupturing  the  hymen,  if  the  latter 
is  intact — which  it  is  not  in  about  half  the  cases  in  this  country, 
on  account  of  the  use,  bv  manv  voung  girls,  of  the  svringe  to 
wash  out  the  vagina  after  each  menstruation.  Put  the  woman 
in  the  genupectoral  position:  particularly  at  first,  place  the 
patient  on  the  side,  because  in  this  position  you  can  examine 
better  than  upon  the  back.  Having  determined  the  condition,, 
replace  the  uterus,  lubricate  this  pessary,  and  carry  it  in  and 
behind  the  uterus.  The  little,  cylindrical  virgin  cervix  fits 
into  the  pessary,  and  the  bulb  of  the  pessary  makes  pressure 
upon  the  utero-sacral  ligaments.  This  pressure  pushes  these 
ligaments  up  and  makes  them  act  as  though  they  were 
shortened,  and  frequently  causes  a  little  inflammatory  exuda- 
tion and  the  ligaments  become  shorter.  This  pessary  is  self- 
supporting.  It  goes  up  behind  the  uterus  and  comes  down  be- 
tween the  pubic  rami,  and  the  downward  pressure  of  the  uterus 
simply  acts  as  a  leverage  power  to  keep  the  pessary-  in  place. 
It  lengthens  the  vagina  a  little  and  holds  the  uterus  in  jjlace. 
In  this  class  of  cases  I  have  seen  many  completely  cured  by 
means  of  this  pessary.  In  some  cases  the  little  Hodge  pessary 
will  do  better.  This  has  the  objection  that  temporarily  it 
spreads  the  vagina  a  little,  but  you  must  use  it  very  small. 
The  pessary  that  goes  in  so  tightly  that  it  seems  it  cannot 
come  down  is  not  to  be  used  in  these  cases.  Xow  we  will 
take  up  another  class  of  cases.  The  Albert  Smith  pessary  is  a 
modification  of  the  Hodge  pessary,  the  modification  consisting 
in  narrowing  one  end  and  dipping  it  down,  and  it  was  intended 
to  act  as  a  swing  to  lodge  between  the  sacrum  and  the  sym- 
physis. With  a  uterus  that  is  larger  and  in  which  the  retro- 
version is  more  pronounced  than  in  the  class  of  cases  to  which 
we  have  just  referred,  though  the  uterus  has  not  been  enlarged 
to  such  a  degree  that  its  weight  and  the  retroversion  make 
it  impossible  for  us  to  replace  the  organ,  but  cause  the  dis- 
comfort of  pressure  on  the  rectum,  etc.,  this  pessary  is  used. 
You  carry  it  up  behind  the  uterus.  The  pressure  then  turns 
the  pessary  up  so  it  is  self-retaining.  This  it  does  without  fit- 
ting very  closely.  The  treatment  does  not  depend  on  the  use 
of  the  pessary  alone.  The  woman  must  go  to  the  physician 
once  or  twice  a  week,  the  pessary  must  be  taken  out,  the  ute- 
rus reposed,  and  the  pessary  replaced.  Everything  should  be 
done  to  improve  the  condition  of  the  ligaments  and  change  the 
woman's  habits.  This  pessary  is  used  simply  as  a  crutch  for 
a  broken  limb  until  it  gets  stronger.  But  the  pessary  should 
not  be  so  large  as  to  stretch  the  vagina. 

If  the  uterus  is  not  fixed  by  adhesion,  if  it  is  simply  a  case 
of  retroversion  with  the  uterus  not  enormously  enlarged,  but  a 
retroversion  that  will  cause  disability  of  the  woman  and  become 
unmanageable  later  on,  and  the  woman  has  no  laceration  of 
the  cervix,  what  would  be  the  best  treatment?  I  know  of  no 
operation  in  all  surgery  so  absolutely  beautiful  in  its  results 


376  TRANSACTIONS   OF   THE 

and  so  easy  to  do  as  shortening  of  the  round  ligaments;  but  if 
you  shorten  the  round  ligaments  and  do  not  put  a  pessary  in  to 
hold  up  the  weight  of  the  uterus  for  beveral  months  until  the 
ligaments   have   become   strong   and   the   uterus  has  become 
accustomed  to  its  position,  j^ou  will  find  that  the  displacement 
will  not  be  cured.     It  has  been  said  that  the  round  ligaments 
are  intended  as  guy  ropes.     They  simply  keep  the  uterus  from 
going  too  far,  and  do  not  act  as  direct  supports  originally,  but 
after   the   Alexander  operation   this   is  improved.     After  the 
operation  of  trachelorrhaphy  I  am  in  the  habit  of  using  a  pes- 
sar}'  for  two  or  three  months.     Repair  the  perineum  and  the 
cervix  if  advisable,  curette  and  pack  if  necessary,  shorten  the 
round  ligaments  if  needed,  and  introduce  the  pessarj^  at  the 
same  sitting,  and  you  will  probably  cure  the  patient,  which 
you  will  probably  not  do  if  you  do  not  use  the  pessar}^.     In  the 
virgin  and  in  the  cases  I  have  mentioned  of  married  women 
I  have  frequently  seen  a  cure  effected  with  the  pessarj".      In 
cases  in  which  the  uterus  is  ver}-  large  it  is  very  seldom  that 
we  get  any  benefit  from  a  pessary  as  large  as  the  one  I  now 
show  you.     When  you  cannot  get  the  patient  to  submit  to  an 
operation   3"ou  can  sometimes  get  a  good  deal  of  comfort  by 
introducing  a  simple  ring  pessary  of  large  size.    I  have  secured 
this  result,  where  I  could  have  the  patient  under  observation, 
by  introducing  four  or  five  pessaries  of  this  kind,  of  different 
sizes,  scattered  around  the  vagina  in  different  directions,  in  a 
case  of  complete  procidentia.     An  anteversion  pessary  will  not 
only  prevent  the  symptoms,  but  will  help  the  woman  to  recover 
complete  health  in  many  cases.     Secondly,   in  a  considerable 
number  of  these  cases  a  permanent  cure  is  secured.     Thirdly, 
%vhere  there  are  no  adhesions  and  you  have  made  a  trachelor- 
rhaphy if  necessar}",  you  succeed  in  the  permanent  cure  of  re- 
troversion and  the  consequent  descent  of  the  uterus  by  using, 
with  other  treatment,  a  pessary  that  is  placed  behind  the  ute- 
rus and  lengthens  the  vagina.    The  primar}^  use  of  the  pessary, 
therefore,  is  to  restore  the  normal  angle  between  the  uterus 
and  the  vagina.     The  pessary  should  make  pressure,  but  not 
sufficient  to  damage  the  sacrouterine  ligaments.     If  this  pres- 
sure is  carried  too   far  a  ver}^    disagreeable  neoplasm  may 
result.     A  pessar}'  made  of  block  tin  and  bent  to  suit  each 
case  is  admirable.     Take  a  pessary  in  which  the  curve  is  not 
sufficient  or  not  long  enough;  3''ou  can  place  the  pessary  in  hot 
water  and  with  a  pair  of  forceps  shorten  it  without  altering 
the  curve.     Never  introduce  a  pessary  at  any  time  unless  you 
have  a  guarantee  that  you  can  keep  your  eye  on  the  case,  and 
if  they  break  that  guarantee  you  are  not  responsible. 

Never  let  it  be  said  you  left  a  pessar}'  ten  or  fifteen  years 
until  it  was  cut  out  by  some  one.  If  the  pessary  causes  inflam- 
mation, remove  it.  If  you  have  to  tampon  the  woman  before 
using  the  pessar5\  do  so;  and  if  you  cannot  use  the  pessary, 
do  not  attempt  it.  The  right  use  of  the  pessary  requires  ten- 
fold more  skill  than  a  laparatomy,  except  some  anatomical 
knowledge  and  coolness  in  using  the  knife. 
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TREATMENT   OF   MALPOSITIONS   OF   THE    UTERUS. 

Dr.  R.  B.  Hall. — I  believe  the  profession  will  finally  adopt 
some  method  of  vaginal  fixation  for  the  relief  of  backward  dis- 
placements of  the  uterus  in  preference  to  any  other  method.  I 
do  not  believe  that  every  case  of  backward  displacement  of  the 
uterus  calls  for  operative  procedure,  or  that  all  those  which  do 
can  best  be  treated  by  the  vaginal  route  ;  but  I  do  believe  this 
route  is  best  in  the  large  majority  of  cases  requiring  operation 
for  such  relief.  The  exceptions  to  this  would  be  cases  where 
there  are  firm  and  extensive  adhesions  with  great  thickening 
of  the  broad  ligaments. 

All  the  old  operations  have  had  their  day,  and  none  have 
stood  the  test  of  experience  and  brought  satisfactory  results  in 
all  cases.  Some  of  my  patients  have  complained  bitterly  of 
the  discomfort  and  dragging  sensation  due  to  the  fixation,  and 
in  a  few  of  them  I  have  had  to  operate  again,  after  several 
years,  for  complications  directly  due  to  the  ventral  fixation.  I 
did  one  a  few  months  ago  for  the  relief  of  distressing  abdomi- 
nal symptoms  and  found  a  coil  of  the  ileum  between  the  uterus 
and  abdominal  wall,  firmly  adherent  and  causing  incomplete 
intestinal  obstruction.  On  the  other  hand,  I  have  many  pa- 
tients upon  whom  I  have  performed  ventral  fixation,  removing 
one  or  both  ovaries,  who  are  perfectly'  satisfied  with  the  result. 
A  number  of  these  patients  in  whom  one  ovary  was  saved 
have  borne  children  without  the  least  inconvenience  so  far  as 
the  operation  was  concerned  :  but  so  large  a  percentage  of 
them  complain  that  I  am  almost  willing  to  say  I  will  never  do 
it  again  None  of  my  patients  have  suffered  from  the  difiicul- 
ties  during  gestation  and  labor  I  have  seen  described  in  vari- 
OLis,journals.  I  think  those  troubles  were  due  to  the  too  firm 
fixation  of  the  body  of  the  uterus  to  the  abdominal  wall,  as  on 
tlie  plan  of  Leopold  and  others  who  have  followed  his  method. 
The  fact  that  ventral  fixation  after  Olslian sen's  method,  fixing 
til  3  round  ligaments,  at  their  origin  at  the  uterus,  to  the  ab- 
dominal wall,  has  not  been  followed  nearly  so  often  by  difficul- 
ties during  gestation  and  labor,  has  led  to  the  vaginal  fixation 
of  the  round  ligaments  as  practised  by  Dr.  H.  X.  Vineberg,  of 
New  York.  This  plan,  I  believe,  will  overcome  many  of  the 
difficulties  attending  the  previous  operations  for  relief  of  back- 
ward displacement.  It  will  open  up  a  new  field  for  the  cure  of 
a  large  class  of  patients  whom  we  have  heretofore  been  unable 
to  relieve.  We  occasionally  see  patients  with  backward  dis- 
placement of  the  uterus,  both  in  the  unmarried  and  in  women 
who  have  borne  children,  who  suffer  as  much  pain  as  they 
would  with  large  tumors. 

I  have  modified  the  steps  of  the  operation  as  laid  down  by 
Dr.  Vineberg.  I  follow  this  plan :  After  thoroughly  cleansing 
the  vagina  I  make  a  longitudinal  incision  an  inch  and  a  half  to 
two  inches  long  in  the  anterior  vaginal  wall,  with  a  transverse 
incision,  an  inch  and  a  quarter  in  length,  a  quarter  of  an  inch 
in  front  of  the  cervix,  making  a  T-shaped  incision.     Free  dis- 
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se3tion  of  the  lateral  flaps  for  a  distance  of  about  three-quarters 
of  an  inch  at  either  side. 

S?coad.  separate  the  bladder  from  the  uterus,  as  in  vaginal 
hysterectomy. 

Third,  pass  the  fingers  into  the  peritoneal  cavity,  separate 
the  adhesions  if  there  are  any,  and  examine  the  appendages. 
If  they  are  diseased  the  fundus  is  brought  through  the  wound, 
without  using  the  tenaculum  or  sutures,  and  the  diseased  ap- 
pendages dealt  with.  Bringing  the  fundus  through  the  wound 
I  find  the  most  difficult  and  tedious  step  of  the  operation.  I 
have  found  a  short  curved,  medium  sized  steel  male  sound 
very  useful  for  this  maneuvre.  Upon  one  occasion  I  passed 
the  sound  through  the  bod}'  of  the  uterus,  so  devised  this  in- 
strument which  I  show,  to  obviate  similar  accidents  in  the 
future.  It  is  similar  to  a  steel  male  sound,  but  has  an  adjust- 
able button  to  prevent  its  going  beyond  the  desired  depth 

Fourth,  pass  a  suture  of  silkworm  gut  over  the  round  liga- 
ment, including  some  of  the  broad  ligament  on  each  side  of  the 
uterus,  bring  the  ends  through  the  vaginal  flap  corresponding 
with  the  lateral  sulcus  on  the  same  side,  three-quarters  of  an 
inch  from  the  edge  of  the  original  incision.  A  third  suture  is 
made  to  include  a  small  portion  of  the  anterior  wall  of  the  ute- 
rus half  an  inch  above  the  peritoneal  fold.  The  end  of  this 
suture  on  each  side  includes  the  vaginal  flap  one-quarter  of  an 
inch  from  its  margin.  By  pulling  upon  the  three  sutures  as 
guy  ropes  the  bladder  is  elevated  and  the  uterus  brought  into 
contact  with  the  vaginal  wall. 

Shotting  the  sutures  in  the  ordinar}'  way  in  ray  first  opera- 
tion, I  had  great  difficulty  in  removing  them  at  the  end  of  three 
weeks.  The}"  were  embedded  in  the  vaginal  mucous  mem- 
brane. This  led  me  to  devise  an  elongated  shot  of  large  size. 
It  is  really  a  bullet  three-quarters  of  an  inch  in  length.  -By 
placing  these  on  the  suture  first,  then  running  two  or  three 
shot  before  compressing,  leaves  a  long  loop  of  thread  when  they 
are  removed,  so  it  will  not  retract  beyond  reach. 

Fifth,  close  the  vaginal  wound  with  a  continuous  catgut 
suture. 

The  operation  has  the  following  advantages  over  Alexan- 
der's operation:  It  avoids  any  external  incision  or  scar  with 
the  possibility  of  hernia.  It  has  a  wider  range  of  applicability, 
as  it  presents  an  opportunity  for  direct  surgical  treatment  of 
diseased  appendages  and  the  breaking-up  of  adhesions.  It  is 
more  certain  in  its  results.  It  is  a  less  serious  operation  and  it 
suspends  the  arteries  in  a  position  more  nearly  normal. 

Dr.  G.  S.  Mitchell. — I  was  very  much  interested  in  the 
remarks  of  the  second  speaker,  and  I  am  certainly  heartily  in 
accord  with  his  views  in  regard  to  the  pessary.  I  know  of  no 
instrument  that  gives  more  satisfaction,  I  know  of  no  pro- 
cedure which  affords  greater  relief  in  a  large  number  of  cases, 
than  the  introduction  of  a  properly  adjusted  pesssar)\  Like 
the  gentleman,  I  do  not  regard  the  pessary  as  a  curative  instru- 
ment in  many  cases,  although  I  have  frequently  seen  a  radical 
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cure  follow  the  use  of  the  pessary  and  other  local  treatment 
without  any  operative  interference  I  know  there  are  men 
whom  we  class  among  gynecological  surgeons  who  have  no  use 
for  the  pessary.  These  men  might  say  with  the  same  propriety, 
and  for  the  same  reason,  that  there  is  no  use  wearing  a  truss, 
yet  we  know  a  properly  adjusted  truss  sometimes  results  in  the 
cure  of  hernia,  simpl}^  because  it  sets  up  an  irritation  that 
induces  an  inflammatory  process  that  cures.  The  pessary  by 
causing  a  little  inflammation  often  cures  these  cases.  Thus 
the  pessary  sometimes  causes  what  the  cellulitis  sometimes 
does,  and  we  have  a  pathological  infection  of  the  uterus.  That 
is  what  we  have  by  the  method  which  has  been  carried  out  in 
the  operative  procedure  described  by  Dr.  Hall;  that  is  what  we 
have  by  the  so-called  Kelly  method  and  the  so-called  Alexander 
method  of  shortening  the  round  ligaments.  Of  course  if  we 
have  a  prolapsed  ovary  or  an  inflammation  about  the  uterus,  a 
so-called  parametritis,  endometritis,  or  perimetritis,  we  would 
not  think  of  introducing  the  pessary.  No  one  would  introduce 
the  pessary  where  there  is  already  an  inflammatory  process. 
Nothing  will  cause  a  heavy,  boggy  uterus,  already  in  a  state  of 
congestion,  to  diminish  in  size  better  than  holding  it  in  proper 
position  by  a  well-adjusted  pessary.  In  the  majority  of  these 
cases  in  which  the  pessary  is  to  be  introduced  in  retroversion  in 
multiparPB,  where  there  is  more  or  less  vaginal  lesion  and  more 
or  less  injury  to  the  pelvic  floor,  of  course  it  is  proper  to  per- 
form a  vaginal  colporrhaphy,  an  operation  for  cystocele,  or 
trachelorrhaphy;  and  after  all  this  is  done  as  an  adjunct  it 
becomes  necessary  oftentimes  for  a  number  of  months,  some- 
times for  a  year,  to  introduce  a  pessary  and  hold  the  organ  in 
proper  position.  I  have  not  had  any  personal  experience  with 
vaginal  fixation,  but  I  am  satisfied  that  the  men  who  first 
advised  the  so-called  Dlihrssen  operation  have  discontinued  it. 
It  strikes  me  the  operation  is  not  at  all  proper.  Although  it 
has  been  recommended  so  highl}"  to  night,  I  do  not  believe  it 
is  a  proper  operation.  The  ordinar^^  operator  would  find  this 
operation  one  of  more  or  less  difficulty,  and  I  can  hardly  con 
ceive  of  its  not  being  attended  with  danger.  After  we  have 
performed  the  colporrhaphy  and  operated  on  the  anterior  wall, 
or  whatever  is  necessary,  it  seems  to  me  that  the  best  radical 
operation  is  to  shorten  the  round  ligaments.  Alexander  says 
one  should  not  attempt  this  operation  until  he  has  done  five  or 
six  such  operations  on  the  cadaver.  It  is  a  very  difficult  matter 
to  pick  up  the  round  ligaments.  The  danger  from  hemorrhage 
is  very  trivial;  and  as  to  the  formation  of  scars,  that  argument 
amounts  to  nothing  at  all. 

Dr.  Edwin  Ricketts. — When  the  question  is  asked.  What 
is  the  normal  position  of  the  uterus?  it  can  be  answered  a  good 
deal  in  this  way:  What  is  meat  for  one  is  poison  for  another. 
The  question  of  malposition  is  one  in  which  I  think  there  has 
been  a  good  deal  of  unnecessary  scientific  speculation.  In 
regard  to  the  question  touched  upon  by  Dr.  Reamy — that  is,  the 
version  backward,  in  which  he  spoke  of  the  distended  bladder 
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with  the  constipated  habit  and  the  indulgence  in  matters  per- 
taining to  society — he  did  not  cure  that  patient  until  he  had 
restricted  the  distension  of  the  bladder  and  had  taken  her  out 
of  society;  and  I  believe  the  same  end  could  have  been  secured 
by  these  steps  without  the  use  of  the  pessary.  These  patients 
man}'  times,  in  connection  with  relief  of  vicious  habits,  are 
often  greatly  relieved  by  being  placed  upon  their  face  for  a 
specified  time,  especially  at  the  menstrual  period.  I  cannot 
understand  why  so  much  is  claimed  for  the  pessary.  I  think 
that,  theoretically  speaking,  it  is  very  nice,  but  it  is  a  good  deal 
like  a  man  lifting  himself  over  a  fence  with  his  own  boot  straps; 
and  for  a  man  to  make  the  statement  that  the  pessary  is  of 
itself  riding  easy,  so  to  speak,  without  making  undue  pressure 
on  one  or  two  sides  of  the  vagina,  is  a  mechanical  measure  I 
cannot  understand.  It  has  to  have  a  bearing  somewhere  for 
the  uterus  to  ride,  so  to  speak.  The  question  of  surgical  inter- 
ference for  posterior  versions  has  been  suggested  by  Dr.  Hall. 
While  it  lias  been  claimed  by  some  that  the  originator  of  this 
operation  has  discarded  it,  1  do  not  think  he  has  done  so 
entirely.  Any  one  who  could  have  seen  the  operation  in  the 
hands  of  Dr.  Hall,  and  could  have  seen  the  result  of  those 
cases  and  the  freedom  from  pain  those  patients  have  now  in 
comparison  with  the  pain  they  suffered  for  years  previous  to 
the  operation,  I  am  sure  would  be  ready  to  give  due  credit  to 
the  procedure.  Whether  this  is  to  be  the  operation  of  election 
or  not,  it  certainly  will  do  away  with  the  pessary.  I  do  not 
think  anteversions  amount  to  much  as  a  rule;  retroversions  are 
wiiat  we  usually  have  to  deal  with.  When  these  cannot  be 
cured  by  relieving  the  distended  bladder  and  placing  the  patient 
on  her  face,  when  anything  is  demanded  I  think  the  operation 
devised  by  the  German  gentleman  is  the  one  that  will  be 
considered  more  in  the  future  than  in  the  past.  You  will  be 
surprised  how  readily  you  can  turn  the  uterus  out,  and  the 
danger  of  hernia  is  practically  nil. 

Dr.  Julia  Carpenter. — I  was  glad  to  hear  the  favorable 
words  from  one  of  such  experience  as  Dr.  Reamy  upon  the  suc- 
cessful use  of  properly  adjusted  pessaries.  We  always  like  to 
hear  something  commended  that  we  have  succeeded  with  our- 
selves, and  it  has  always  seemed  to  me  that  those  who  condemn 
the  use  of  pessaries  wholesale  are  ordinarily  iutluenced  by  see- 
ing those  used  which  are  too  large  and  where  damage  was 
done.  Too  many  persons,  especially  those  just  graduating, 
have  the  idea  that  a  pessary  must  stretch  the  parts  in  order  to 
give  support,  and  that  is  one  thing  that  produces  many  bad  re- 
sults. A  properly  adjusted  pessary  is  very  movable  and  will 
not  stretch  the  parts.  If  one  will  try  it  in  that  way,  in  suitable 
cases,  good  results  will  be  secured.  Whenever  I  read  anything 
on  the  subject  of  the  normal  position  of  the  uterus  I  wonder 
where  in  this  age  they  find  the  individuals  in  whom  they  can 
ascertain  it — that  is,  in  the  adult.  Many  little  children  are  in 
a  state  of  nature,  but  I  do  not  know  where  the  absolutely  nor- 
mal position  can  be  found  in  the  adult,  unless  investigations 


CIXCINNATI   OBSTETRICAL   SOCIETY.  381 

are  made  among  Indian  women  who  are  in  a  state  of  nature. 
You  can  determine  the  usual  position,  but  whether  that  is 
natural  or  not  is  another  thing,  because  in  every  nation  the 
clothing  of  women  is  of  such  a  nature  as  to  make  pressure  from 
above  downward,  and  whether  the  organs  are  now  in  their  ab- 
solutely natural  position  or  not  is  a  thing  to  be  very  much 
questioned. 

Dr.  W.  H.  Wenning.  — It  has  been  said,  with  a  good  deal 
of  truth,  that  in  many  instances  a  pessary  is  a  necessary  evil, 
and  certainly  it  is  an  evil  in  the  hands  of  a  great  many  individ- 
uals. We  all  encounter  cases  in  which  the  pessary  has  done 
much  harm,  but  I  think  it  is  because  so  many  have  not  the 
proper  idea  as  to  what  the  pessary  is  intended  to  accomplish. 
We  should  not  simply  introduce  the  pessary  and  send  the  pa- 
tient on  without  further  care.  I  have  very  little  to  add  to 
what  has  been  said  on  this  subject.  I  am  heartily  in  accord 
with  what  the  second  speaker  said  about  the  pessary,  with  one 
exception,  and  that  is  the  use  of  the  ring  pessary,  which  does 
what  a  pessar3%  above  all  things,  should  not  do,  and  that  is,  it 
stretches  the  vagina.  I  have  seen  more  ring  pessaries  in  pa- 
tients in  whom  the  pessary  was  introduced  by  a  practitioner 
not  accustomed  to  introducing  a  pessary  than  an}-  other  kind 
of  pessary.  I  need  hardly  mention  the  fact  here  that  a  pessary 
must  exactly  fit;  if  it  is  too  small  it  will  do  no  good,  and  if  it  is- 
too  large  it  will  stretch  the  parts.  In  my  experience  no  pessary 
is  beneficial  unless  there  is  a  normal  rigidity  of  the  uterus. 
When  there  is  a  pathological  softening  the  pessary  does  often 
more  harm  than  good.  I  think  the  uterus  itself  is  the  lever 
which  is  brought  into  requisition.  If  the  cervico-vaginal  junc- 
tion is  softened,  if  there  is  a  pathological  flexion,  you  invariably 
increase  the  trouble.  Of  course  you  all  understand  that  for 
retroversion  the  proper  position  for  the  introduction  of  the  pes- 
sary is  that  of  Sims.  Of  coarse  it  is  understood  that  the  pes- 
sary cannot  correct  the  position  of  the  uterus;  this  must  first  be 
accomjjlished  and  then  the  pessary  introduced.  I  first  put  the 
patient  on  her  back  and  have  her  bear  down,  and  then  if  I  find 
the  pessary  is  properly  placed  I  examine  her  in  the  standing 
position  and  have  her  bear  down,  and  am  thus  enabled  to  de- 
termine whether  there  is  a  proper  mobility  of  the  pessary.  If 
too  small  it  will  slip  down  into  the  vagina,  and  if  it  remains 
fixed  too  tightly  above  it  is  too  large.  I  never  have  a  woman 
who  has  borne  many  children  wear  a  pessar}^  for  retroversion 
without  having  her  wear  at  the  same  time  a  well-fitting  ab- 
dominal supporter.  I  believe  the  relaxation  of  the  abdominal 
muscles  forces  the  uterus  down  on  the  pessary,  and  this  con- 
tinued pressure  in  the  erect  posture  is  likely  to  cause  the  trouble 
to  return.  The  proper  adjustment  of  an  abdominal  supporter, 
which  will  aid  the  abdominal  walls  in  holding  up  the  weight  of 
the  intestines,  is  very  important. 

Dr.  C.  B.  ScHOOLPiELD. — I  have  had  very  little  success 
with  the  pessary  and  am  not  a  strong  advocate  of  it.  The  last 
speaker's  remarks  in  regard  to  it   are  very  applicable,  and  I 
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think,  too,  that  unless  a  pessary  fits  as  accurately  as  a  shoe 
should  it  does  no  good.  I  think,  too,  many  times  the  pessary 
is  too  long.  An  ill  fitting  pessary — and  a  great  many  of  them 
are  such — left  in  the  vagina  produces  a  great  deal  of  injury  and 
no  good.  I  remember  some  time  ago  removing  a  wooden  ring 
pessar}'  left  in  the  vagina  something  over  a  year,  and  it  had 
become  so  embedded  that  I  had  to  break  the  pessary  in  order 
to  get  it  out.  Of  course  that  results  from  the  lack  of  observa- 
tion of  the  patient  after  the  pessar}-  was  put  in.  The  question 
of  operations  for  the  relief  of  retroversions  is  interesting,  and 
those  that  restore  the  organ  by  replacing  the  natural  conditions 
as  nearly  as  possible  are  the  ones  which  will  do  the  most  good. 
It  seems  to  me  that  the  shortening  of  the  round  ligaments  ac- 
cording to  the  Alexander  method  is  the  nearest  to  the  physio- 
logical way  of  replacing  the  uterus  in  its  proper  position.  •  The 
Mackenrodt  and  Vineberg  operations  of  replacing  the  uterus 
through  the  vagina  will  accomplish  their  purpose,  but  it  seems 
that  drawing  the  uterus  forward  under  the  bladder  would  lead 
to  a  great  deal  of  bladder  trouble,  and  it  would  also  cause  the 
cicatrization  of  the  anterior  portion  of  the  uterus,  and  would 
interfere  %vith  gestation  in  the  same  way  that  the  ventral  fixa- 
tion does.  I  believe  that  ventral  fixation  is  a  delusion  and  a 
snare.  I  have  done  it  and  have  seen  its  results,  and  I  believe 
those  who  do  it  the  most  are  not  those  best  satisfied  with  it.  A 
good  many  operators  who  a  few  years  ago  did  ventral  fixation 
are  now  abandoning  it.  Alexander  himself,  and  Edebohls 
who  has  operated  perhaps  the  most  frequently  of  anj'  operator 
in  this  country  b}'  the  Alexander  method,  seem  best  satisfied 
with  their  results.  I  have  never  seen  the  operation  spoken  of 
by  Dr.  Hall,  but  it  seems  to  me  that,  next  to  the  Alexander 
operation,  it  is  the  most  plausible  and  reasonable  method  that 
w^e  have,  because  it  is  a  shortening  of  the  round  ligaments. 
But  it  seems  to  me  that  fastening  the  round  ligaments  to  the 
vagina  is  drawing  the  uterus  too  much  forward  and  interfering 
too  much  with  the  functions  of  the  bladder.  It  seems,  from  a 
ph3^siological  standpoint,  that  the  Alexander  operation  would 
certainly  be  much  more  desirable,  although  it  is  probably  as 
difficult,  if  not  more  so.  than  the  Alexander  operation. 

Dr.  C.  L.  Bonifield. — I  think  a  mistake  that  is  very  fre- 
quentl}"  made,  which  interferes  with  getting  good  results  from 
the  use  of  the  pessary,  particularly'  in  retroflexions,  is  that  the 
curve  of  the  pessary  is  too  sharp.  In  fact  the}'  are  usually  too 
sharp  when  we  buy  them.  They  do  not  give  pressure  in  the 
proper  place,  and,  while  we  may  push  the  uterus  up  in  the 
pelvis,  we  do  not  straighten  it.  I  have  gotten  very  good  re- 
sults by  straightening  the  pessary  somewhat.  The  Hodge 
pessary  I  have  found  very  much  inclined  to  turn  around  and 
get  crosswise  in  the  vagina.  I  was  in  Berlin  at  the  time  Diihrs- 
sen  and  Mackenrodt  were  interested  in  vaginal  fixation.  I 
purchased  a  sound  Diihrssen  devised  to  bring  the  uterus  for- 
ward, but  have  not  used  it.  I  was  at  first  thoroughly  deter- 
mined to  do  the  operation,  but  upon  considering  it  further  I 


CINCINXATI   OBSTETRICAL   SOCIETY.  383 

have  not  done  so.  Mackenrodt  made  his  incision  longitudinally 
in  the  vagina,  while  Diihrssen  made  his  transversely.  I  ex- 
amined several  of  these  cases  after  two  or  three  months,  and 
the  uterus  certainly  was  anteflexed  ;  but  it  possessed  that  dis- 
agreeable feature  that  the  uterus  alwa3's  has  after  any  fixa- 
tion— that  is,  it  was  not  freelv  movable,  as  it  naturally  should 
be.  ^ 

Dr.  Hall. — I  believe  where  we  differ  largely  is  the  selection 
of  the  proper  cases  in  which  the  pessary  will  do  any  good.  If 
we  do  that  we  can  relieve  man}-  of  our  patients,  and  the  pes- 
sary then  is  just  what  the  truss  is — a  makeshift  for  comfort, 
for  temporary  relief — and  those  of  our  professional  brethren 
who  do  not  use  the  pessary  at  all  do  not  use  all  the  appliances 
at  hand  for  the  best  interests  of  their  patients.  Now  a  word 
in  defence  of  my  position  in  the  paper.  As  to  the  gentleman 
who  abandoned  the  operation,  I  will  say  he  abandoned  it  on 
the  same  ground  that  Leopold  and  that  school  abandoned 
their  operation,  because  there  is  too  firm  a  fixation  of  the  body 
of  the  uterus  to  the  abdominal  wall.  Interference  with  the 
rise  of  the  uterus  in  pregnancy  followed  the  early  operations. 
The  new  operation,  and  the  one  I  was  trying  to  describe  to- 
night, is  not  such  an  extensive  fixation.  When  you  are  through 
the  operation  it  is  brought  forward  and  tacked,  so  if  the  woman 
becomes  pregnant  the  uterus  can  enlarge  just  as  if  the  woman 
had  not  undergone  the  operation.  One  man  reports  seven 
cases  in  which  the  women  went  through  pregnancies  all  right. 
I  have  done  the  Alexander  operation  many  times.  It  is  the 
best  operation  for  bringing  the  uterus  forward,  but  the  ope- 
rative danger  is  markedly  greater  in  the  Alexander  operation. 
No  one  who  has  seen  the  results  of  the  Alexander  operation 
will  doubt  that  there  are  a  good  many  cases  in  which  hernia 
follows  this  procedure,  and  a  woman  with  two  hernias  is  about 
as  badly  off  as  one  with  retroversion.  In  lean  persons  there 
is  less  danger  of  hernia  than  in  a  fat  subject.  Yet  if  the  ope- 
ration I  have  described  this  evening  will  do  the  same  thing,  as 
far  as  the  result  is  concerned,  it  is  to  be  preferred  to  the  Alex- 
ander operation,  even  though  it  is  more  difficult  than  that. 
Little  injury  is  done  to  the  woman  by  this  operation,  and  none 
of  the  patients  I  have  operated  upon  in  this  wa}^  have  com- 
plained of  pain  and  discomfort  as  much  as  after  repair  of  the 
cervix  or  of  the  perineum. 

Dr.  Re  amy. — Dr.  Wenning  is  correct  in  his  statement  that 
the  pessary  does  not  act  as  a  lever  on  the  uterus,  but  the  ute 
rus  calls  into  requisition  the  lever  action  of  the  pessary.  The 
remark  of  Dr.  Bonifield  I  have  verified  hundreds  of  times. 
This  pessary  is  about  the  correct  shape — it  is  almost  straight. 
I  am  sure  any  man  who  thinks  the  Alexander  operation  or 
some  modification  of  that  procedure  difficult  is  one  who  got  his 
conception  from  hunting  for  the  round  ligaments  after  they  are 
flattened  out.  They  can  readily  be  found  three  quarters  of  an 
inch  or  an  inch  from  the  spine  of  the  pubis. 
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Meeting  of  June  2d,  1S97. 
C   J.  CuLLiNGwoRTH,  M.D.,  President,  in  the  Chair. 

PARTURITION   DURING  PARAPLEGIA,    WITH   CASES. 

Dr.  Amand  Routh. — A  multipara,  with  complete  paraple- 
gia below  the  level  of  the  sixth  dorsal  vertebra,  was  admitted 
into  a  surgical  ward  of  Charing  Cross  Hospital  under  his  col- 
league, Mr.  Astley  Bloxam,  half  an  hour  after  the  accident 
which  caused  the  paralysis.  She  was  then  nearly  seven 
months  pregnant.  For  eight  days  uterine  intermittent  con- 
tractions were  absent,  and  then  became  gradually  more  and 
more  perceptible.  After  over  two  months  the  patient  was 
transferred  to  a  special  ward,  and  labor  came  on  two  hundred 
and  sixty-one  days  after  the  last  menstruation,  without  the 
patient  feeling  an 3^  pain.  The  first  stage  lasted  ten  hours,  the 
second  two  and  a  quarter  hours.  The  placenta  followed,  aided 
by  slight  expression,  in  five  minutes.  The  patient's  only  sensa- 
tion during  a  "  pain  "  was  a  ''tight  feeling"  at  the  epigas- 
trium, giving  her  an  inclination  to  hold  her  breath,  but  this 
tightness  was  in  no  sense  painful.  As  the  head  was  passing 
the  vulva  the  patient  cried  out,  but  this  also  seemed  a  reflex 
act  and  was  unaccompanied  with  sensation  of  pain.  The 
''  pains"  were  not  as  well  defined  as  in  a  normal  case,  the  in- 
termissions being  often  absent,  as  judged  by  the  vaginal  touch 
and  the  hand  on  the  uterus.  In  fact,  the  ' '  pains  "  rather  re- 
mitted than  intermitted.  Retraction  was  not  good  for  some 
hours,  but  there  was  no  undue  hemorrhage.  Uterine  involu- 
tion and  lactation  were  quite  normal.  Death  occurred  six 
months  later,  and  full  details  of  the  pelvic  organs,  the  frac- 
tured spine,  and  the  cord  were  given. 

The  views  held  at  different  times  as  regards  the  phj-siology 
of  parturition  are  discussed,  and  cases  described  by  Ollivier 
(1827),  Nasse  (1835),  Benicke  (1874),  Scanzoni  (1848),  Paget, 
and  Brachet  (1837)  are  given.  Experiments  by  Sir  James 
Simpson  (1849),  von  Rohrig  (1879),  Serres  (1824),  Langlev  and 
Anderson  (1895-G),  Riemann  (1871),  Goltz  (1874  and  1893). 
Dembo  (1884),  and  others,  are  briefly  summed  up.  The  evi- 
dence afforded  by  cases  of  post-mortem  parturition  is  also  re- 
viewed. Finally,  the  secondary  questions  of  conception  and 
lactation  during  paraplegia  are  mentioned,  and  the  following 
views  are  given  as  being  borne  out  by  the  facts  stated.  In 
pregnant  women  affected  with  paraplegia,  from  injury  or  dis- 
ease in  the  dorsal  region  of  the  cord,  labor  may  commence  at 
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the  normal  period  of  gestation,  and  progress  in  an  approxi- 
mately normal  manner,  but  without  sensation  of  pain.  Invo- 
lution and  lactation  are  also  normal.  It  is  proved  also  from 
both  cases  and  experiments  that  conception  may  take  place 
during  paraplegia.  Further  experiments  as  well  as  clinical 
facts  are  required  before  the  ph3"siology  of  parturition  can  be 
known,  and  much  will  be  done  when  it  is  discovered  with  cer- 
taint}'  what  is  the  force  by  which  the  process  of  labor  is  ini- 
tiated at  the  end  of  gestation. 

Meanwhile  the  following  views  seem  to  be  fairly  established  : 
1.  The  act  of  parturition  is  partly  automatic  and  partly  reflex, 
these  actions  corresponding  in  the  main  to  the  first  and.  second 
stages  of  labor  respectively.  2  Direct  communication  with 
the  brain  is  not  essential  to  co-ordinate  uterine  action,  though 
the  brain  seems  to  have  a  controlling  influence  upon  the 
*•'  pains,"  helping  to  make  them  regular  with  well  defined  in- 
termissions. 3.  Direct  communication  between  the  uterus  and 
the  lumbar  enlargement  of  the  cord,  through  the  medium  of 
the  S3^m pathetic  ganglia  between  the  first  and.  third  lumbar, 
is  probably  essential  to  the  regular  and  co-ordinate  contraction 
and  retraction  of  the  uterus,  as  occurs  in  normal  pai'turition. 
4.  It  seems  also  probable  that  the  uterus  is  able  automatically 
to  expel  its  contents  as  far  as  the  relaxed  part  of  the  genital 
canal,  even  when  deprived  absolute!}'  of  spinal  influence,  spinal 
reflexes  being  then  necessarily  absent.  But  in  the  absence  of 
reflex  action  the  entire  process  of  parturition  would  be  irregu- 
larly, and  probably  incompletely,  performed,  as  in  Sir  James 
Simpson's  experiments  and  Brachet's  case.  5.  Lactation  is  not 
solely  due  to  nervous  influence,  but  partly  to  chemical  changes 
in  the  blood,  which  affect  secondarily  the  mammary  glands 
and  other  tissues  of  the  body.  This  chemical  change  in  the 
blood  is  not  of  ovarian  origin,  but  is  probabl}'  due  to  the  meta- 
bolism of  the  pregnant  uterus. 

Dr.  Mott,  being  called  upon  by  the  President,  remarked 
that  he  had  examined  sections  of  the  spinal  cord  at  the  seat  of 
the  lesion,  and  had  found  that  the  crush  had  completely  de- 
stroyed the  nervous  structure  at  the  seat  of  the  injury,  but 
that  apparently  many  cells  in  the  anterior  horn  of  the  lumbar 
enlargement  were  fairly  normal  in  appearance;  inasmuch  as 
these  were  still  in  connection  with  the  uterus,  this  case  did  not 
prove,  like  the  dog  of  Goltz,  the  independence  of  action  of  the 
uterus.  He  (Dr.  Mott)  had  seen  demonstrated  at  the  Inter- 
national Congress  at  Berne  the  control  of  the  sphincters  in  this 
animal,  deprived  previously  of  a  great  part  of  its  spinal  cord. 
The  experiment  proved  that  in  the  dog  the  uterus  could  con- 
tract effectually  without  cerebro-spinal  influence  and  that  the 
sphincters  could  maintain  their  tonus — facts  which  upset  all 
our  previous  notions.  It  must  be  remembered,  however,  that 
the  sympathetic  chain  and  the  posterior  spinal  ganglia  remained. 
Tiiese  are  connected,  and  probably  formed  the  reflex  arc  which 
maintained  the  tonus  in  the  sphincters.  He  ventured  to  sug- 
gest that  the  physiological  stimulus  for  the  onset  of  labor  might 
25 
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be  a  biochemical  condition  of  the  blood  of  the  fetus  at  full 
term — e.g..  an  increase  of  carbonic  dioxide.  That  profound 
biochemical  changes  take  place  during  pregnancy  is  highly 
probable;  the  enlargement  of  the  mammarj^  glands  in  this  case, 
after  interruption  of  the  spinal  connection  between  these  struc- 
tures and  the  uterus,  suggests  this,  and  the  fact  that  the  mam- 
mary glands  enlarge  after  all  the  nerves  have  been  divided, 
both  cerebro- spinal  and  sj^mpathetic,  proves  that  an  altered 
condition  of  the  blood  can  be  the  only  means  of  bringing  about 
disassociated  functional  activity  in  two  remote  structures. 

Dr.  Horrocks  thought  that  natural  labor  was  not  only  auto- 
matic and  reflex  but  also  voluntary.  Experiments  had  shown 
that  after  removal  of  all  external  nerve  influence  the  uterus 
was  able  to  expel  its  contents.  This  was  really  only  an  in- 
stance of  a  general  law.  Wliether,  however,  it  was  possible 
for  an  organ  like  the  uterus  to  contract  rhythmically  without 
any  nerve  ganglia  in  its  own  walls,  was  a  question. 

Dr.  John  Phillips  mentioned  the  case  of  a  woman  with 
syphilitic  paraplegia  in  which  labor  had  been  quite  normal. 

Dr.  Dakin  asked  the  author  if  any  reflex  contractions  of 
the  abdominal  muscles  had  been  observed  during  the  second 
stage  of  labor;  also  what  connection  he  thought  there  was 
between  involution  of  the  uterus  and  lactation. 

Dr.  Bertram  Abrahams  criticised  Dr.  McCann's  views  as 
to  the  meaning  of  Paul  Bert's  experiments,  pointing  out  that, 
as  the  breasts  of  the  goats  were  removed,  the  sugar  in  the 
urine  must  have  been  formed  in  the  blood  and  not  absorbed 
from  the  mammary  glands,  and  that  the  same  reasoning  ap- 
plied to  the  belladonna  experiments.  Dr.  Abrahams  wished 
to  emphasize  the  view  that  the  initiation  of  the  action  of  smooth 
muscle  and  of  secreting  glands  did  not  necessarily  depend  on 
nervous  action.  With  regard  to  the  uterus,  it  appeared  to  be 
conclusively  shown  that  this  important  mass  of  smooth  muscle 
continued  to  contract  even  when  removed  from  the  body;  but 
this  case  could  not  be  taken  as  deciding  the  question  as  to  the 
causation  of  parturition,  as  the  so-called  lumbar  centre  was 
practically  intact.  Still  the  speaker  held  that  there  was  no 
evidence  as  to  the  reflex  origin  of  parturition,  while  at  the 
same  time  there  could  be  no  doubt,  as  in  the  case  of  the  heart 
baat,  of  its  reflex  control. 

Dr.  Amand  Routh  agreed  with  Dr.  Mott  that  the  crux  of 
the  whole  question  was  the  difficulty  in  determining  the  cause 
of  the  onset  of  the  labor  at  term.  The  cause  was  probably  a 
biochemical  one,  and  Dr.  Mott's  suggestion  that  this  resulted 
from  the  accumulation  of  carbonic  acid  in  the  placental  circula- 
tion was  not  likely  to  be  rejected,  for  it  was  known  that  as- 
phyxia produced  uterine  contraction  and  caused  abortion  if 
pregnancy  existed.  In  reply  to  Dr.  Abrahams,  he  thought 
there  could  be  no  doubt  that  the  second  stage  in  the  case 
recorded  was  mainl}-  reflex:  for  though  there  was  no  sensation 
of  pain,  there  was  an  involuntary  holding  of  the  breath,  and 
though  there  was  no  action  of  the  abdominal  muscles,  there 
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was  undoubtedly  diaphragmatic  contraction  and  even  crying 
out  at  the  end  of  the  .second  stage.  These  were  clearly  reflex 
phenomena,  and  other  proofs  were  adduced  in  the  paper. 


Meeting  of  Jidij  7th,  1897. 
The  Vice-President,  William  Duncan,  M.D.,  in  the  Chair. 

Dr.  Arthur  Giles  and  Dr.  Ewen  Maclean  presented  a 
paper  on 

TWO   unusual   cases    of   tubal   gestation  :   THE   ONE 
CAUSING   chronic   INTESTINAL   OBSTRUCTION   AND 
ASSOCIATED    WITH    HEMATOSALPINX    OF    THE 
NON-GRAVID    TUBE  ;    THE    OTHER    SIMU- 
LATING   RETROVERSION    OF    THE 
GRAVID   UTERUS. 

Case  I. — The  symptoms  and  physical  signs  were  principally 
-those  of  pelvic  cellulitis,  together  with  evidences  of  pregnancy, 
whilst  the  case  was  complicated  by  chronic  intestinal  obstruc- 
tion. In  some  respects  the  conditions  suggested  retroversion  of 
the  gravid  uterus,  and  with  this  idea  an  attempt  was  made  to 
push  up  the  mass  lying  behind  the  cervix,  under  an  anesthetic, 
but  without  success.  The  patient  gradually  got  worse,  and  the 
propriety  of  opening  the  abdomen  was  discussed.  But  it  was 
agreed  that  the  patient's  condition  was  so  grave  that  she 
would  probably  not  stand  the  shock  of  operation — an  opinion 
confirmed  by  her  death  shortly  afterward. 

Case  II. — The  symptoms  and  physical  signs  were  those  of 
retroversion  of  the  gravid  uterus,  causing  retention  of  urine. 
An  attempt  to  push  up  the  mass  behind  the  cervix,  under  an 
anesthetic,  was  unsuccessful.  But  while  resting  in  bed  symp- 
toms improved.  Nine  weeks  after  admission  she  was  operated 
upon  and  a  tubal  gestation  was  found,  filling  up  the  pelvis  be- 
hind the  uterus.  Two  conclusions  are  drawn  as  to  treatment — 
firstly,  that  a  pelvic  tumor  which  differs  in  signs  and  symp- 
toms from  classical  types  should  not  be  treated  hy  expectant 
method,  but  should  be  dealt  with  surgically  as  soon  as  possible; 
secondly,  that  if  a  tubal  gestation  be  diagnosed  before  rupture 
takes  place,  the  possible  train  of  disasters  will  be  best  averted 
'by  immediate  operation. 

Dr.  Horrocks  considered  that  it  would  have  been  better  to 
have  operated  on  the  case  which  afterward  proved  fatal.  No 
doubt  it  was  a  difficult  point  to  decide,  but  he  considered  it  a 
good  rule  that  when  in  doubt  it  was  better  to  operate.  This 
rule  was  indeed  more  firmly  established  now  that  we  had  better 
weapons,  such  as  saline  injections,  to  deal  with  collapse,  and 
also  a  more  perfect  system  of  asepsis.  He  asked  what  was  the 
cause  of  death.  Was  it  hemorrhage  ?  And,  if  not,  was  there 
any  clotting  or  embolism  ?  He  also  pointed  out  that  the  ute- 
rus was  only  three  inches  long.     Obviously,  from  the  size  of 
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the  fetus,  the  uterus  had  either  not  increased  in  size,  as  was 
usual,  or  else  the  fetus  had  died  and  involution  to  some  ex- 
tent had  taken  place. 

Dr.  Drummond  Robinson  asked  the  authors  why  they  had 
considered  the  case  might  possibly  have  been  one  of  cellulitis. 
He  thought  that  the  physical  characters  presented  suggested 
peritonitis  rather  than  cellulitis.  He  also  drew  attention  to 
the  fact  that  a  history  of  injury  was  absent — a  point  against, 
the  diagnosis  of  cellulitis. 

Dr.  Maidlow  remarked  that  the  history  of  the  physical 
signs  pointed  to  pelvic  peritonitis  and  not  cellulitis — a  fact 
which,  with  the  pregnancy  signs,  he  thought  might  have 
pointed  to  ectopic  gestation.  Moreover,  symptoms  of  intes- 
tinal obstruction  of  any  severity  were,  in  his  experience,  very 
rarely  associated  with  retroversion  of  the  gravid  uterus. 

Dr.  Giles  said  that  he  quite  agreed  with  Dr.  Horrocks' 
rule,  "  when  in  doubt  operate."  In  the  first  case,  however, 
the  patient's  condition  was  so  bad  that  it  seemed  impossible 
she  could  stand  operation.  The  cause  of  death  was  intestinal 
obstruction  and  collapse.  His  reason  for  regarding  the  case  as 
one  of  pelvic  cellulitis  rather  than  peritonitis  was  that,  in  the 
first  place,  there  was  at  the  time  no  reason  to  suppose  that  the 
appendages  were  affected,  and  he  was  in  the  habit  of  associat- 
ing pelvic  peritonitis  with  tubal  mischief;  in  the  second  place, 
the  board-like  hardness  was  more  suggestive  of  cellulitis  than 
peritonitis. 

Dr.  Lewers  presented 

A   CASE    of    primary   SARCOMA  OF  THE  BODY   OF   THE   UTERUS- 

(DECIDUOMA    MALIGNUM).    in   a    PATIENT   TWENTY-FOUR 

YEARS    OF   AGE,    TREATED    BY   VAGINAL 

HYSTERECTOMY. 

The  patient  was  24  years  old;  she  had  been  married  a  year, 
and  believed  that  she  had  had  three  miscarriages  at  two  months, 
six  weeks,  and  three  weeks  respectively.  She  came  under  ob- 
servation on  account  of  persistent  metrorrhagia  dating  from  the 
time  of  the  first  supposed  miscarriage,  about  eight  months  pre- 
viousl}'.  The  case  on  admission  was  at  first  supposed  to  be 
one  of  incomplete  abortion,  but  after  dilatation  of  the  cervix 
examination  showed  that  the  symptoms  were  due  to  a  malig- 
nant growth  in  the  body  of  the  uterus.  A^aginal  hysterectomy 
was  performed  February  11th,  1897.  The  patient  recovered 
and  was  free  from  any  sign  of  recurrence  in  May  last.  An 
examination  of  sections  of  the  growth  showed  it  to  be  a  sar- 
coina,  and  essentially  identical  with  what  has  been  described 
under  the  name  of  deciduoma  malignum.  The  author  examines 
the  evidence  as  to  the  patient  having  ever  been  pregnant  at  alL 
While  admitting  the  impossibilit}'  of  proving  she  had  never 
been  pregnant,  he  considers  that,  having  special  regard  to  the 
fact  that  menstruation  had  never  been  regular,  there  is  some 
probability  that  conception  had  never  occurred. 
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Dr.  Eden  said  that  the  question  of  the  connection  of  these 
growths  with  pregnancy  was  the  point  upon  which  the  whole 
theory  of  deciduonia  mahgnum  was  established.  If  it  could 
be  shown  that  the  disease  had  occurred  in  women  who  had 
never  conceived,  then  the  theory  must  be  abandoned;  but 
nothing  could  be  more  difficult  than  the  absolute  exclusion  of 
pregnancy  by  scientific  proof  in  any  woman,  and  in  women 
whose  menstruation  was  irregular  it  became  quite  impossible. 
It  is  obviously  unfair,  however,  to  agree  that  every  woman 
might  be  assumed  to  have  been  pregnant  unless  the  contrary 
could  be  proved.  Direct  evidence  of  pregnancy  being  so  much 
more  easily  obtained,  they  were  justified  in  asking  that  in 
those  cases  the  positive  evidence  of  pregnancy  should  be  con- 
clusive. In  the  author's  case  he  thought  there  could  be  no 
reasonable  doubt  that  the  woman  had  never  been  pregnant  at 
all,  although  in  the  nature  of  things  absolute  proof  of  this  was 
impossible.  Two  other  cases  of  deciduoma  malignum  had 
been  recorded  in  which  the  evidence  of  pregnane}^  was  equally 
wanting.  It  could  not  be  too  strongly  emphasized  that  irregular 
hemorrhages  occurring  in  women  who  were  the  subjects  of 
malignant  disease  of  the  uterus  were  no  proof  of  abortion. 


REVIEWS. 


Teratoge>jesis:  An  Inquiry  into  the  Causes  of  Monstro- 
sities. Historv  of  the  Theories  of  the  Past.  Bv  J.  W. 
Ballantyne.  M.D.,  F.R.C.P.E.,  F.R.S.E.  Pp.  ijl  Edin- 
burgh: Oliver  &  Boyd,  1897. 

This  interestiuG:  work,  reprinted  from  a  series  of  papers  pub- 
lished in  the  Edinburgh  Medical  Journal,  includes  the 
author's  researches  in  regard  to  the  theories  held  in  the  past 
concerning  the  origin  of  monstrosities,  and  a  brief  sketch  of 
"the  opinions  more  recently  advanced.  As  a  result  of  his  inves- 
tigations Dr.  Ballantyne  concludes  that  a  definite  impression 
upon  a  pregnant  woman's  mind  does  not  cause  a  defect  in  the 
fetus  resembling  the  object  producing  the  impression,  but  that 
the  cases  reported  as  supporting  the  theory  of  maternal  impres- 
sions have  baen  accidental  coincidences.  He  believes,  however, 
that  prolonged  or  strongly  marked  mental  states  of  the  mother 
may  affect  the  development  of  the  fetus,  causing  abortion,  or 
probably,  in  some  cases,  irregularities  of  structure  due  to  vascu- 
lar and  nutritive  disturbances.  H.   D. 

The  Eye  as  an  Aid  in  General  Diagnosis.     A  Handbook 

for  the  Use  of  Students  and  General  Practitioners.     By  E. 

H.  SiNNELL,  M.D.     Pp.  248.     Philadelphia:  The   Edwards 

&  Docker  Co.,  1897. 

The  author  believes  that  the  eye  has  been  neglected  as  a  fac- 
tor in  general  diagnosis.     His  work  does  not  attempt  to  describe 
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in  detail  the  diseases  of  the  eye,  but  merelj"  touches  upon  points- 
which  are  of  diagnostic  vakie.  For  this  purpose  he  takes  up 
consecutively  the  component  parts  of  the  mechanism  of  vision 
from  the  eyelids  to  the  central  nervous  system,  considering  the 
symptoms  connected  with  each  and  the  circumstances  under 
which  they  may  be  observed.  There  follows  a  tabulated  list  of 
diseases  with  the  eye  symptoms  connected  with  each  A  second 
portion  of  the  work  is  devoted  to  reflex  iieuroses,  and  the  third 
part  treats  of  ocular  affections  of  toxic  origin,  including  those 
caused  by  the  administration  of  various  drugs.  The  book  is 
simply  and  clearly  written  and  contains  many  facts  of  diagnos- 
tic importance  arranged  in  easily  accessible  form.  H.  D. 

Transactions  of  the  Southern  Surgical  and  Gynecolo- 
gical Association  Vol.  IX.  Ninth  session,  held  at  Nash- 
ville, Tenn  ,  November  10th,  11th,  and  1:2th,  1896.  Pp.  467. 
Published  by  the  Association,  1897. 

The  Transactions  for  1896  of  this  well-known  society  contain 
a  number  of  papers  upon  gynecological  and  obstetrical  subjects, 
notably  those  upon  Uretero-ureteral  Anastomosis,  by  J.  W. 
Bovee,  and  Uterine  Drainage  in  Pelvic  Inflammation,  by  R. 
R.  Kime.  The  usual  attractive  appearance  of  the  Transactions 
is  maintained  unchanged,  while  the  contents  of  the  volume  are 
materiallv  increased. 
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OBSTETRICS,  GYNECOLOGY,  AND  ABDOMINAL  SURGERY, 

IN  CHARGE  OF  THE  EDITOR  AND  DR.  JULIUS  ROSENBERG. 

pediatrics, 

IN   CHARGE  OP   DR.    A.    RAYMOND-SCHROEDER. 


obstetrics. 

Etiology  of  Face  Presentatioris.  — Gassner  '  reports  two- 
cases  of  face  presentation,  showing  conditions  by  which  they 
may  be  caused.  In  the  first  case  the  lower  uterine  segment 
contained  a  spastic  stricture  which  projected  into  the  uterine 
lumen  and  prevented  the  descent  of  the  occiput.  Narcotics  and 
hot  applications  caused  the  disappearance  of  this  abnormal 
stricture,  after  which  the  occiput  descended  ;  the  birth  termi- 
nated in  a  normal  occiput  position.  The  clinical  picture  of  this 
case  resembled  the  one  termed  b}^  Freund  rheumatismus  uteri, 
which,  he  believes,  is  often  the  cause  of  face  positions.  The 
skull  of  the  child  in  the  second  case  was  markedly  dolicho- 
cephalic, the  posterior  arm  of  the  lever  exceeding  the  anterior 
one  by  nine  millimetres  in  length. 

Placenta  Previa. — Weiss'  writes  of  a  Vpara,  33  years  old, 
with  central  placenta  previa  which  necessitated  version   and 
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extraction.  Manual  removal  of  the  placenta  showed  this  firmly 
adherent  to  the  cervix,  and  the  cervical  mucous  membrane  in 
part  changed  into  decidua.  Complete  removal  of  placenta  was 
impossible,  and,  on  account  of  sepsis  following,  hysterectomy- 
was  performed  two  days  post  partum.  Patient  died.  The 
extension  of  the  decidua  upon  the  cervical  mucous  membrane 
is  exceedingly  rare. 

For  cases  of  placenta  previa  in  which  severe  hemorrhage  oc- 
curs while  the  cervix  has  but  just  begun  to  dilate,  A.  F.  My  res ' 
advises  rapid  dilatation  by  insertion  of  the  whole  hand  into  the 
vagina,  the  hand  to  be  kept  in  place  subsequently  as  a  tampon 
until  relieved  by  the  advancing  head. 

Ectopic  Gestation. — Four  cases  of  ruptured  tubal  preg- 
nancy, two  extra-  and  two  intraperitoneal,  are  reported  by  T. 
A.  Helme.^  In  one  of  the  extraperitoneal  the  effusion  was 
absorbed;  the  others  recovered  after  operation.  P.  Tytler* 
describes  a  case  of  ruptured  interstitial  tubal  pregnancy  suc- 
cessfully treated  by  suture  of  the  rent  in  the  uterus.  A  rup- 
tured tubal  pregnancy  in  which  the  tube  was  successfully 
removed  is  recorded  by  G.  S.  Mitchell*  and  another  by  W.  H. 
C.  Newnham.^  J.  E.  Janvrin ''  reports  a  case  of  unruptured 
tubal  pregnancy  for  which  he  successfully  performed  a  lapa- 
ratomy  at  about  the  fifth  week. 

Appendicitis  complicating  Ectopic  Pregnancy.— A  case, 
interesting  in  regard  to  diagnosis,  is  described  by  C.  E.  Black.' 
Pregnancy  was  unsuspected  when  the  woman  began  to  men- 
struate with  great  pain.  The  symptoms  of  appendicitis  de- 
veloped, including  tenderness  at  McBurney's  point,  and  the 
signs  of  tubal  difficulty  and  hemorrhage  were  marked  by  these, 
the  temperature  reaching  102°  instead  of  being  subnormal.  An 
intraperitoneal  rupture  of  the  tube  and  appendicitis  were  dis- 
covered.    Recovery  followed  the  operation. 

Ovarian  and  Fibroid  Tumors  complicating  Pregnancy. — 
Several  cases  are  reported  by  L.  H.  Dunning  '  as  showing  that 
a  pregnant  woman  having  a  fibroid  tumor  is  prone  to  miscarry, 
but  that  the  presence  of  the  tumor  is  not  a  menace  to  life,  while 
the  presence  of  an  ovarian  tumor  complicating  pregnancy  fre- 
quently leads,  even  in  favorable  cases,  to  severe  pressure  symp- 
toms, peritonitis  with  adhesions,  and  not  infrequently,  in  less 
favorable  cases,  to  death. 

Ovarian  Tumor  with  Pregnancy. — From  a  study  of  1,000 
cases  of  Sir  Spencer  Wells,  the  figures  of  the  Registrar- Gene- 
ral's report  for  1891,  and  375  cases  in  which  461  pregnancies 
occurred  collected  by  himself.  Sir  John  Williams "  decides 
that  pregnancy  is  not  a  factor  in  the  causation  of  ovarian 
tumors,  for  these  reasons  :  Ovarian  tumor  was  proportionately 
far  less  frequent  in  the  married  than  in  the  single  ;  a  large 
number  of  the  cases  of  ovarian  tumor  with  pregnancy  occurred 
in  primiparse,  and  in  a  number  the  tumors  were  present  before 
gestation  commenced  ;  and  ovarian  tumor  with  pregnancy  was 
met  with  on  the  whole  with  less  frequency  in  each  successive 
pregnancy.     He  also  believes  that  pregnancy  does  not  accele- 
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rate  the  growth  of  ovarian  tumors  ;  the  same  was  true  of  de- 
livery, the  tumor  in  some  cases  even  diminishing.  Cancer  of 
the  ovary  did  not  appear  relative!}^  more  frequent  during  preg- 
nane}" than  without  it.  He  showed  that  the  mortaHty  was 
25  per  cent  in  cases  in  which  the  tumor  occasioned  no  particu- 
lar difficulty  in  dehvery.  Little  could  be  done  to  diminish  the 
danger  by  the  usual  obstetric  operations,  and  efforts  should  be 
directed  to  the  prevention  of  injury  to  the  ovarian  growth  and 
the  parts  adjacent  to  it.  abdominal  and  pelvic.  Small  tumors 
in  the  abdomen,  or  tumors  in  the  pelvis  which  could  be  raised 
up  into  and  retained  in  the  abdomen,  did  not  appear  to  suffer 
much  injur}^  during  labor.  With  this  exception  all  cases 
should  be  operated  upon.  He  would  have  recourse  to  Cesarean 
section  only  when  removal  of  the  tumor  was  found  to  be  im- 
possible for  any  cause.  Xo  other  method  of  treatment  had  as 
yet  given,  nor  did  any  promise,  such  good  results  as  ovari- 
otom}"  during  pregnancy,  which  gave  a  mortalit}''  of  less  than 
half  that  from  natural  labor  with  ovarian  tumor. 

In  reporting  several  cases  of  cystic  tumors  of  the  ovary  H. 
Meek  '"  urges  examination  of  all  women  early  in  pregnancy, 
and  operation  upon  cystic  ovarian  tumors  as  soon  as  diagnosed, 
whatever  the  period  of  gestation. 

Pregnancy  complicated  with  Renal  Disease. — E.  H. 
Douty "  holds  that  if  the  kidney  disease  is  of  long  standing 
and  the  albumin  amounts  to  one-third  and  there  is  some 
edema,  premature  labor  should  be  induced  at  once;  but  that  if 
the  renal  difficulty  appears  to  be  due  to  a  temporary  affection 
of  the  kidney,  the  chances  for  both  child  and  mother  are  better 
and  pregnancy  may  be  allowed  to  proceed  until  the  albumin  is 
at  least  two-thirds,  other  serious  symptoms  l>eing  absent ;  but 
sicktiess,  headache,  or  vertigo  indicates  that  delivery  is  neces- 
sarv. 

Uterine  Fibroids  complicating  Pregnancy. — W.  Jepson  ' 
describes  a  case  which  presented  an  abdominal  enlargement  as 
great  as  is  usual  at  term,  and  rapidly  increasing,  yet  presum- 
ably three  months  pregnant.  Supposing  an  ovarian  cyst  or 
fibroid  of  the  uterus  or  broad  ligament  was  present,  he  per- 
formed abdominal  hysterectomy  with  extraperitoneal  treat- 
ment of  the  stump,  the  woman  recovering.  The  large  myo- 
matous uterus  contained  three  fetuses  of  about  the  third  month. 

In  reporting  a  case  in  wbich  labor  was  successfully  con- 
ducted, although  large  fibroids  were  present,  these  diminishing 
very  rapidly  after  confinement.  W.  H.  Rumpf "  concludes 
that  fibroids  do  not  predispose  to  any  great  extent  to  sterility, 
and  during  labor  and  in  the  puerperium  are  dangerous  in  but 
few  cases  :  too  active  operative  interference  should  be  guarded 
against. 

Operations  during  Pregnancy. — In  a  case  reported  by  J. 
H.  Etheridge  '^  the  existing  pregnancy  was  carried  to  term 
after  ovariotomy,  but  in  a  second  case  abortion  followed  an 
operation  for  strangulation  of  the  intestine  due  to  adhesion  to 
the  pedicle  of  a  former  ovariotomy.     An  ovariotomy  by  W.  L. 
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rBurrage"  and  a  double  ovariotomy  by  R.  A.  Kingman''  dur- 
ing pregnancy  were  both  followed  by  labor  at  term. 

Spasmodic  Rigidity  of  the  Cervix. — Fieux  "  has  observed 
that  in  cases  of  so-called  spasmodic  rigidity  of  the  cervix  the 
uterus  itself  is  tetanicalh^  contracted,  the  membranes  pressing 
continuously  instead  of  intermittently  against  the  cervix.  The 
writer  holds  that  the  rigidity  of  the  cervix  is  secondary  to  the 
general  uterine  condition.  In  5  cases  observed  by  him,  3  primi- 
par?e  and  2  Illpara?.  the  contraction  was  relieved  by  treatment 
in  9,  11,  33,  45,  and  50  hours  respectively.  Hot  douches  and  va- 
ginal tampons  only  increase  the  contraction,  though  valuable 
in  cases  of  false  rigidity  due  to  uterine  inertia.  Rupture  of  the 
membranes  is  advised.  Where  this  was  done  the  uterus  re- 
mained contracted  for  a  few  minutes,  then  was  completely 
relaxed  for  7  to  10  minutes,  and  then  dilatation  was  rapidly 
accomplished  by  intermittent  uterine  contractions.  In  1  case 
the  stage  of  uterine  relaxation  lasted  H  hours  and  was  termi- 
nated by  stimulation  with  hot  douches.  In  cases  of  contracted 
brim  or  prolapse  of  the  cord  this  method  is  not  advisable,  as  the 
bag  of  membranes  should  be  kept  entire  until  dilatation  is 
complete.     In  these  cases  chloral  or  chloroform  should  be  used. 

Quinine  as  an  Oxytocic. — H.  A.  Hare"  reports  a  collective 
investigation  on  this  subject,  the  general  verdict  being  that  the 
drug  has  no  direct  influence  upon  the  uterus,  but  increases  its 
power  of  contraction  by  supporting  the  general  strength.  The 
drag  cannot  originate  uterine  contractions,  and  some  think  it 
increases  the  tendency  to  post-partum  hemorrhage.  The  drug 
should  be  given  in  full  dose  and  readily  absorbable  form.  Hare 
thinks  the  varying  results  may  be  due  to  the  rapidity  of  absorp- 
tion, which  is  influenced  by  the  condition  of  the  stomach.  In 
some  cases  the  pains  return  after  resting  and  the  apparent 
benefit  from  the  quinine  may  be  only  a  coincidence.  In  dis- 
cussing the  report '"  Rosenthal  stated  that  the  drug  had  given 
him  good  results  in  uterine  inertia  and  prevented  post-partum 
hemorrhage.  G  M.  Boyd  employs  it  as  a  general  tonic  dur- 
ing labor.  A.  Fullerton  considers  it  an  unreliable  oxytocic 
and  predisposing  to  hemorrhage.  -/.  .V.  BcfhJi/  characterizes  it 
as  absolutel}^  worthless.  G.  T.  McKehrai/  has  obtained  good 
results  with  it  and  has  seen  no  hemorrhage  caused  by  it.  J. 
C.  Da  Costa  has  not  observed  hemorrhage  or  abortion  as  con- 
sequences of  its  use.  If  vomiting  occurs  it  aids  the  expulsion 
of  the  placenta.  R.  C.  Norris  says  that  quinine  causes  slight 
ill  ieffects,  but  it  is  of  no  value  for  inertia. 

Walcher's  Position. — As  illustrating  the  value  of  this  posi- 
tion in  labor.  G.  H.  Mitchell"  reports  a  case  in  which,  after 
fruitless  attempts  to  deliver  by  forceps,  the  use  of  AValcher's 
position  made  this  possible  with  the  employment  of  little  force. 
Symphyseotomy. — The  mortality  of  symphyseotomy  and 
of  Cesarean  section  are  compared  by  G.  J.  Engelmann,'*  show- 
ing the  former  to  be  much  safer.  He  states  that  failure  of  for- 
ceps with  moderate  disproportion  of  head  and  pelvis  should 
be  considered  an  absolute  indication  for  symphyseotomy.     A 


394  BRIEF   OF   CURRENT   LITERATURE. 

symphyseotomy,  successful  in  every  way  for  both  mother  and 
child,  is  reported  by  E.  H.  Pomeroy.'*  The  advantages  of 
sj^mphyseotomy  are  discussed  by  F.  B.  Earle,'"  who  reports  a 
case  in  which  it  was  performed  with  successful  results  for  both 
mother  and  child. 

Comparison  of  Premature  Labor  and  Symphyseotomy. 
— In  a  monograph  in  which  he  studies  and  compares  the  re- 
sults of  each  of  thess  procedures,  Audebert  "  reaches  these  con- 
clusions :  Consideriag  the  high  mortality  of  premature  chil- 
dren, and,  on  the  other  hand,  the  lack  of  danger  to  the  mother 
of  an  aseptic  symphvseotomy  and  its  ver}^  small  infantile  mor- 
tality, it  seems  preferable,  in  cases  with  pelves  slightly  con- 
tracted (S^  to  9j  cantimatres)  and  in  the  last  months  of  preg- 
nancy, not  to  risk  the  probable  death  of  the  child  b}^  the 
induction  of  premature  labor,  but  to  wait  until  term.  At  that 
time  3  cases  in  4  will  be  delivered  spontaneously,  and  if  the 
head  does  not  engage  symphyseotomy  will  save  the  life  of  the 
child  and  endanger  that  of  the  mother  but  little.  This  course 
is  advisable  whether  in  a  multipara  or  a  primipara.  a  round  or 
flat  pelvis.  Symphyseotomy  is  not  applicable  if  the  child  is 
dead  or  if  its  hfe  is  threatened  by  anything  besides  the  pelvic 
contractions — fetal  or  maternal  disease,  malformations,  tumors^ 
etc. 

Cesarean  Section. — A  Cesarean  section  for  generally  con- 
tracted pelvis,  successful  for  mother  and  child,  is  reported  by 
E.  Reynolds'*"  as  sustaining  his  view  that  Cesarean  section  is 
to  be  preferred,  in  the  interests  of  the  child,  to  the  induction  of 
labor  for  contracted  pelvis  at  a  period  earlier  than  eight  months, 
and  in  the  interests  of  both  mother  and  child  to  an  induction 
at  eight  months  or  a  later  period  under  circumstances  which 
render  it  likely  that  the  induction  will  be  followed  b}^  a  difficult 
labor.  He  has  observed  that  there  is  usually  little  or  no  lochial 
discharge  after  Cesarean  sections.  Charles  Jewett"  records 
another  Cesarean  section.  The  woman  recovered,  but  the  child 
died  subsequently  of  inanition.  J.  A.  Clough^'  describes  a 
Cesarean  section  by  Braithwaite.  It  was  performed  just  before 
term  on  account  of  the  presence  of  a  large  ovarian  cyst  which 
filled  the  pelvis.     Both  mother  and  child  recovered. 

Abortion. — J.  A.  Horigan"  holds  that  in  cases  of  criminal 
abortion  it  is  the  duty  of  the  physician  to  attempt  to  save  both 
mother  and  child,  even  at  the  risk  of  losing  the  former,  as  the 
child  may  become  a  useful  member  of  society  and  certainly 
cannot  be  worse  than  the  mother  who  has  attempteil  to  murder 
it.  J.  R.  Dodge'  urges  conservatism  in  diagnosing  and  treating 
cases  of  hemorrhage  with  pain  in  the  back  and  loins,  in  preg- 
nant women,  as  inevitable  abortion.  He  has  frequently  seen 
such  cases  carried  to  term. 

Incomplete  Abortion. — In  defending  the  surgical  treatment 
of  incomplete  abortion  Doleris"  quotes  the  statistics  of  the 
Maternite  de  la  Pitie.  Fifty-nine  cases  of  abortion  were  so 
treated,  with  no  death,  the  abnormal  temperature  lasting  for  a 
day  afterward  in  only  1  case  and  being  relieved  by  a  second 
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curettage.  This  was  required  in  two  cases.  C.  Maygrier" 
states  that  of  275  cases  entering  the  Maternite  de  Lariboisiere 
in  his  service,  8  died:  1  of  pulmonary  tuberculosis,  1  of  salpin- 
gitis subsequently  operated  upon,  2  of  probably  traiimatic  per- 
foration of  the  uterus,  4  of  infection.  Of  the  268  who  left  in 
good  condition,  93  were  submitted  to  operative  interference  for 
the  removal  of  placental  debris.  These  cases  lead  him  to 
recommend  digital  curettage  after  full  dilatation  of  the  cervix 
and  under  chloroform.  The  curette  should  rarely  be  used,  and 
then  only  when  guided  by  the  finger;  the  forceps  should  never 
be  employed.  The  loosened  placental  fragments  are  best  ex- 
pelled by  Budin's  method  of  expression,  with  two  fingers  in  the 
posterior  fornix  compressing  the  uterus  against  the  hand  upon 
the  abdomen.  The  uterine  cavity  should  then  be  swabbed  out 
carefully.  Sulphate  of  quinine,  in  a  dose  of  at  least  one  gramme, 
may  be  given  to  advantage  if  expulsion  of  the  placenta  is 
delayed.  S  Goldberg"  urges  uterine  curettage  as  a  routine 
measure  after  abortion  before  the  third  month,  as  he  thinks  the 
finger  is  not  as  thorough  and  is  more  painful  in  application 
than  the  Sims  curette. 

Hydatidiform  Mole.— C.  Bue"  records  two  cases  of  hyda- 
tidiform  mole  associated  with  uncontrollable  vomiting,  but  he 
does  not  feel  justified  in  establishing  an  etiological  connection 
between  them. 

Prolonged  Gestation. — H.  S.  Baketel"  records  a  pregnancy 
of  31(J  days.  After  being  in  labor  for  94  hours  a  living  child 
was  delivered  with  forceps.  Dystocia  was  due  to  premature 
ossification  of  the  cranium. 

Retention  of  Dead  Fetus  in  Utero. — Four  cases  of  intra- 
uterine death  are  recorded  by  J.  Oliver,'  the  fetus  beiiig  re- 
tained 2|,  3,  4,  and  5  months  respectively. 

Causation  of  Sex. — J.  L.  Gibson*''  believes  that  each  sper- 
matozoon and  each  germinal  vesicle  is  essentially  male  or 
female,  and  that  impregnation  can  occur  only  when  a  germinal 
vesicle  combines  with  a  spermatozoon  of  the  same  sex. 

Monstrosities. — Chas.  Jewett"  describes  a  monstrosity  42 
centimetres  long  which  had  a  sacro-coccygeal  cyst  241  centi- 
metres long  and  17.5  antero-posteriorly.  He  believes  it  might 
have  originated  by  degeneration  of  Luschka's  gland.  In  an 
article  upon  monsters  T.  Parvin  "  describes  one  of  the  cy- 
clopic  type.  An  anencephalus  monster  is  reported  by  S.  Mel- 
lor,"  and  an  intrauterine  amputation  of  the  arm  by  M.  H. 
Fussell." 

Absence  of  Internal  Organs  of  Generation. — T.  Ander- 
son "  reports  a  case  in  which  examination  failed  to  reveal 
vagina,  uterus,  tubes,  or  ovaries,  though  the  external  genitals 
were  perfect.  The  woman  had  been  married  four  years,  but 
had  no  sexual  desires. 

Distension  of  the  Lungs  in  Stillbirths. — De  Nobele" 
has  noticed  that  Schultze's  method  of  artificial  respiration  re- 
peated many  times  and  combined  with  traction  on  the  tongue 
can  introduce  air  into  the  lungs  of  still-born  children.     Differ- 
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entiation  from  naturally  aerated  lungs  is  doubtful,  but  is  aided 
by  the  fact  that  in  those  artificially  expanded  some  vesicles  are 
completely  distended  while  adjoining  areas  remain  compact; 
in  lungs  of  children  who  have  breathed  the  expansion  is  more 
general. 

Hydramnion. — Brindeau  and  Georgiu"^  report  a  case  of 
hydra mnion  due  to  a  large  sarcoma  of  one  of  the  kidneys  of 
the  fetus,  which  was  still-born. 

Dystocia  from  Fetal  Causes.— A.  Erskine '°  reports  a  case 
of  dj'stocia  due  to  hydrocephalus.  Deliver}^  was  accomplished 
after  perforation  An  entire  absence  of  brain  tissue  was  noted. 
In  a  case  recorded  by  A.  Mechan  ^'  the  fetus  died  during  labor, 
which  was  subsequently  completed  after  evisceration.  The 
abdomen  was  greatly  distended  by  congenital  cystic  disease  of 
the  kidneys.  H.  C.  Bloom  ^^  reports  a  case  of  dystocia  due 
to  the  extreme  size  of  the  fetus,  which  weighed  15  pounds. 
Delivery  was  accomplished  with  the  aid  of  forceps,  but  the 
child  died  after  birth  of  the  head.  J.  C.  S.  Matthews"  has  at- 
tended a  case  in  which,  after  birth  of  the  head  and  shoulders, 
further  progress  w^as  arrested  by  extreme  ascites,  and  the 
child  was  found  dead  upon  his  arrival.  In  a  case  of  dystocia 
due  to  incomplete  breech  presentation,  Demelin  ^'  easily  com- 
pleted delivery  by  the  simultaneous  use  of  the  fillet  in  the  groin 
and  forceps  applied  to  the  breech  as  suggested  by  Tarnier. 
He  urges  the  employment  of  this  method  in  all  delayed  breech 
cases  where  the  forceps  fails. 

Umbilical  Cord. — A.  C.  Wentz  ''  favors  dressing  the  stump 
of  tlie  cord  with  calomel,  or  calomel  and  boric  acid  1  to  7,  the 
cord  being  kept  perfectly  dry  and  dropping  oft"  in  nine  to 
sixteen  days. 

Univiteiline  Twin  Pregnancy. — Such  a  case  is  recorded  by 
C.  Maygrier"  as  bearing  out  the  statements  of  Bar  and  Eleu- 
terescu  (see  Amer.  Jour.  Obst.,  Aug.,  1897.  p.  254)  in  regard 
to  such  pregnancies.  There  were  single  placenta  and  chorion, 
two  amnions,  two  cords,  one  of  which  had  a  velamentous  inser- 
tion and  which  possessed  superficial  arterial  anastomoses. 
The  larger  fetus,  which  was  of  the  same  sex  as  the  other,  pos- 
sessed a  large  liver  and  a  hypertrophied  heart,  Avhich  might 
explain  the  origin  of  an  existing  h3''dramnion. 

Pregnancy  in  a  Uterus  Bicornis. — The  case  was  dia- 
gnosed by  J.  B.  Tombleson  "  as  twin  pregnancy,  but  the  right 
horn  was  found  to  contain  the  fetus  and  the  left  the  placenta. 
The  same  error  in  diagnosis  had  been  made  by  others  in  two 
previous  pregnancies. 

Version  of  the  Gravid  Uterus. — A  case  of  complete  ante- 
version  of  the  uterus  at  the  fourth  month  of  pregnancy,  after 
severe  exertion,  caused  abortion.  The  utei'us  was  replaced  by 
A.  Mantle'^  and  a  subsequent  pregnane}'  was  carried  to  term. 
A  case  of  retroversion  at  the  fourth  month,  due  to  exertion, 
was  treated  by  catharsis  and  catheterization.  The  uterus 
gradually  returned  to  its  normal  situation  and  labor  occurred 
at  term. 
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Rupture  of  the  Uterus. ^Charles  Jewetf  was  called  to  a 
case  in  which  one  child  iiad  heen  born  and  the  second  was 
found  undelivered  and  witli  a  rupture  of  the  uterus.  Recovery 
followed  hysterectomy.  A  case  of  negk  cted  shoulder  presen- 
tation resulting  in  rupture  of  the  uterus  was  seen  by  H.  Wil- 
son," who  emptied  the  uterus  after  decapitating  the  dead  fetus. 
A  tampon  of  iodoform  was  placed  in  the  uterine  cavity,  one 
half  being  removed  in  twenty-four  and  the  remainder  in  forty- 
eight  hours.     The  patient  recovered. 

Avulsion  of  the  Uterus. — E.  H.  Smith  "  was  called  to  see 
a  woman  who  had  given  birth  to  a  child  two  hours  previously 
on  the  floor  while  on  her  hands  and  knees.  After  separating 
the  child  and  getting  the  patient  into  bed  the  midwife  found 
a  large  lump  protruding  from  the  vagina,  which  she  thought 
was  the  head  of  another  child,  and  consequently  pulled  on  it 
for  three-quarters  of  an  hour  until  she  had  dragged  it  away. 
Smith  found  it  to  be  the  inverted  uterus  and  cervix,  with  its 
peritoneal  covering,  and  one  broad  ligament  and  Fallopian 
tube,  without  the  ovary.  The  broad  ligament  of  the  other  side 
was  congenitally  absent.  The  patient  suffered  from  shock, 
but  the  hemorrhage  was  slight.  Under  rest  in  the  recumbent 
position,  antiseptic  tamponade,  milk  diet,  and  the  administra- 
tion of  morphine,  she  was  able  to  go  about  in  three  weeks. 

Subcutaneous  Emphysema  after  Labor. — An  instance  of 
this  condition  is  put  on  record  by  C.  D.  Musgrove."  The  labor 
was  normal,  though  slightly  prolonged,  and  the  patient,  who 
was  strong  and  healthy,  held  her  breath  and  bore  down  forcibly. 

Eclampsia. — J.  Haddon  ''^  describes  a  case  of  eclampsia  fol- 
lowed by  jaundice,  tenderness  over  the  hepatic  region,  pres- 
ence of  large  quantities  of  leucin  and  t5'rosin  in  the  urine,  and 
recovery.  He  questions  whether  this  was  a  beginning  case  of 
acute  yellow  atrophy  of  the  liver,  or  whether  leucin  and  tyrosin 
are  commonly  met  with  in  jaundice  during  the  puerperal  state. 
G.  B.  Orr'''  reports  recovery  from  a  case  of  eclampsia  begin- 
ning after  labor,  treated  b}^  venesection,  catharsis,  and  diuresis. 
He  suggests  that  paraxanthin  maj"  play  an  important  part  in 
these  cases.  The  use  of  veratrum  viride  in  puerperal  convul- 
sions is  defended  by  J.  Adolphus.^' 

Auto-intoxication  in  Pregnancy. — J.  C.  Simpson*  states 
that  the  source  of  the  auto- intoxication  is  in  the  blood,  liver^ 
and  muscles,  and  that  the  symptoms  arise  in  some  cases  appa- 
rently from  primar}^  hepatic  and  intestinal  derangement,  and 
in  others  from  a  primary  renal  insufficiency,  with  or  without 
marked  hepatic  and  intestinal  defection.  Salivation  should  be 
regarded  as  a  danger  signal.  He  advises  the  use  of  hydra- 
gogues  and  administers  charcoal,  which  decolorizes  some  of 
the  bile  pigments  and  fixes  others,  it  having  been  shown  that 
decolorization  diminishes  the  toxicity  of  the  bile  and  urine. 
Other  intestinal  antiseptics,  as  naphthalin,  are  used,  and  a 
mercurial  if  the  liver  is  very  inefficient.  He  considers  venesec- 
tion with  oxygen  inhalations  most  effective  in  cases  of  eclamp- 
sia with  marked  renal  insufficiency,  and  suggests  that  possibly 
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the  loss  of  blood  which  takes  place  naturally  during  labor  may 
to  some  extent  account  for  the  more  or  less  sudden  disappear- 
ance of  some  toxic  symptoms  which  have  persisted  during  the 
course  of  pi'egnancy. 

Vomiting  of  Pregnancy. — A.  Pozzi"  has  successfully 
treated  five  cases  of  vomiting  of  pregnancy,  which  had  resisted 
other  treatment,  by  hypodermatic  injections  in  the  hypogastric 
region  of  a  one  per  cent  solution  of  hydrochlorate  of  cocaine. 

Puerperal  Tetanus. — Five  cases  of  puerperal  tetanus  are 
reported  by  F.  B.  Hancock  and  J.  C.  Hirst.''  Three  of  these 
occurred  in  the  service  of  B.  C.  Hirst  and  were  presumably 
due  to  the  administration,  through  error,  of  intrauterine  creo- 
lin  douches  made  with  unsterilized  water  which  was  shown 
to  contain  tetanus  bacilli. 

Puerperal  Insanity. — In  a  patient  of  A.  W.  W.  Lea"  acute 
mania  began  eight  days  after  delivery.  He  believes  it  was  due 
to  toxemia  from  absorption  of  decomposing  decidua  and  blood 
clot  in  the  uterus.  The  temperature  was  at  no  time  above 
101°.  The  patient  recovered  after  curetting  and  irrigation  of 
the  uterus 

Pneumonia  in  a  Parturient  Woman. — H.  P.  Ritchie" 
describes  an  interesting  case  of  migrtitor}^  pneumonia  in  a  par- 
turient woman.  Three  successive  attacks  occurred.  At  the 
time  of  the  third  attack  the  middle  lobe  of  the  right  lung  alone 
was  unaffected.  Phlebitis  of  the  saphenous  vein  and  a  tempo- 
rary monoplegia  interrupted  convalescence. 

Vaginal  Hysterectomy  for  Puerperal  Metritis. — J.  C. 
Stinson^'  records  a  vaginal  hystero-salpingo-oophorectomy  for 
puerperal  metritis  with  intramural  abscess.  The  operation  was 
performed  by  enucleation,  with  ligation  of  individual  vessels 
only,  long  clamps  being  placed  temporarily  upon  the  broad  liga- 
ments, from  which  the  uterus  was  freed  by  dissection  and  the 
vessels  then  ligated  separately.  Death  occurred  in  eighteen 
hours.  By  this  method  the  author  aims  at  avoiding  mass  liga- 
tures, mass  clamping,  the  cautery,  sloughing,  painful  and 
sloughing  stumps,  septic  discharges,  pelvic  exudates,  wander- 
ing and  dead  ligatures,  adhesions,  etc. 

Puerperal  Infection. — J.  D.  Chason^  evidently  makes  no 
distinction  between  septicemia  and  sapremia,  as  he  speaks  of 
puerperal  septicemia  as  being  due  to  "  a  poison  probably  pro- 
duced by  microbes,"  and  later  as  ''caused  by  absorption  of  an 
animal  poison  evolved  from  decomposing  tissue  or  lochia.'' 
His  usual  treatment  is  intrauterine  douching,  stimulation,  and 
catharsis.  If  the  temperature  continues  to  rise  he  relies  en- 
tirely upon  vaginal  douches  and  the  administration  of  phenace- 
tin  and  stimulants,  making  no  attempt  even  to  discover  whether 
a  source  of  infection  still  exists  within  the  uterus.  The  results 
of  this  treatment  are  not  reported. 

J.  B.  De  Lee  "  summarizes  the  treatment  of  puerperal  infec- 
tion as  follows:  If  convinced  that  there  is  something  in  the 
uterus  causing  serious  symptoms,  especially  high  pulse,  remove 
it  gently  with  the  fingers,  preceding  and  following  it  with  an 
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antiseptic  douche.  When  the  parturient  canal  is  empty  leave 
it  alone;  give  ergot;  opium  for  pain,  sleep,  peritonitis;  support 
the  patient's  strength  in  every  way.  When  the  infectious 
process  has  become  localized  in  the  uterus  or  adnexa.  or  an 
abscess  forms  which  continues  as  a  focus  from  which  systemic 
infection  proceeds,  surgical  interference  is  indicated. 

Antistreptococcic  Serum  for  Puerperal  Sepsis.— J.  F.  L. 
Whittingdale  "  reports  a  case  of  puerperal  sepsis  which  recov- 
ered under  the  use  of  the  serum.  As  showing  the  innocuity  of 
the  serum  in  cases  of  mistaken  diagnosis,  he  records  another 
<3ase  in  which  symptoms  resembling  septic  infection  followed 
delivery  and  were  treated  b}^  its  employment.  The  scarlet-fever 
eruption  appeared  later,  but  no  unfavorable  results  were  noted. 
For  this  reason  he  advocates  treating  doubtful  cases  as  septic. 

R.  F.  Weir"  believes  that  the  antistreptococcic  serum  of 
Marmorek  has  some  good  effect  in  erysipelas,  and  probably  in 
scarlatina;  that  it  is  yet  to  be  proved  as  valuable  in  puerperal 
septicemia,  the  present  testimony  leaning  against  its  efficacy  in 
such  infections;  that  it  is  worth}^  of  a  further  test  in  cellulitis, 
osteomyelitis,  and  surgical  peritonitis  {i.e.,  non-uterine),  in 
which  experience  is  yet  lacking,  and  in  which  the  originating 
or  associated  germ  is  often  the  streptococcus.  He  considers 
that  the  dosage  should  be  increased  up  to  sixty  to  a  hundred 
and  fifty  cubic  centimetres  per  diem,  in  which  doses  it  can  be 
considered  as  a  fairly  safe  remedy. 

R.  A.  Bowie"  met  with  marked  success  in  treating  an  obsti- 
nate case  of  sepsis  after  laparatomy  by  means  of  antistrepto- 
coccic serum. 

F.  W.  N.  Haultain  "  says  that  the  proof  of  the  value  of  the 
serum  treatment  of  puerperal  infection  practically  rests  in 
the  demonstration  of  its  bactericidal  as  well  as  its  antitoxic 
properties.  It  should  be  adopted  early  and  be  continued  after 
the  grave  symptoms  have  subsided.  Its  value  is  apparently 
diminished  in  mixed  infections,  although  in  these  cases  it  is  not 
to  be  considered  useless.  In  no  case  should  treatment  be  con- 
fined to  the  serum  injection.  It  must  be  associated  with  local 
applications,  such  as  uterine  douching  and  curetting,  and  free 
general  stimulation;  also,  if  need  be,  with  induced  hyperleuco- 
cytosis  by  the  injection  of  nuclein.  If  possible,  in  all  cases  a 
culture  diagnosis  should  be  made  to  assist  in  furthering  scien- 
tific investigations  from  a  clinical  standpoint.  In  this  connec- 
tion he  reports  3  cases.  In  the  first  a  culture  showed  within 
twenty-four  hours  the  presence  of  the  Loffler  bacillus  in  the 
cervical  canal.  A  rapid  recovery  followed  injections  of  diph- 
theria antitoxin.  In  the  second  case  the  culture  showed  the 
streptococcus  and  bacillus  coli;  antistreptococcus  serum  was 
ineffectual,  and  blood  from  the  finger  shortly  before  death 
yielded  a  pure  culture  of  the  bacillus  coli.  Cover-glass  pre])a- 
rations  showed  streptococci  in  the  third  case.  Intrauterine 
douching  had  almost  no  effect  until  combined  with  the  serum 
treatment. 

Irrigation  of  the   Puerperal  Uterus.— J.  W.  Mills"  con- 
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siders  the  antiseptic  irrigation  of  the  puerperal  uterus  indicated: 

(1)  when,  with  local  tenderness  over  the  uterus  and  a  fetid  dis- 
charge from  that  organ,  there  is  a  high  pulse  and  temperature; 

(2)  when,  with  high  pulse  and  temperature,  there  is  any  question 
as  to  the  complete  delivery  of  the  placenta;  (3)  when  portions 
of  the  membranes  have  been  retained;  (4)  after  birth  of  a  putrid 
fetus;  (5)  when  the  uterus  remains  abnormally  large  after  labor, 
and  owing  to  the  presence  of  decomposing  clots  symptoms  of 
septic  infection  develop;  (G)  when  symptoms  of  septicemia  de- 
velop late  in  the  puerperium;  (7)  when,  from  acute  flexion  of 
the  uterus,  the  lochia  are  retained  and  decompose;  (8)  in  some 
imperfect  cases  of  abortion  and  premature  labor,  and  in  all 
cases  where  the  uterus  under  such  circumstances  has  been 
curetted;  (9)  in  all  cases  where  the  hand  has  been  introduced. 

Laceration  of  the  Cervix. — G.  W,  Jarman''  believes  that 
in  most  cases  the  tear  does  not  occur  until  the  occiput  has 
rotated  forward,  in  occipito-anterior  positions.  Second,  that 
the  tear  is  produced  when  the  anterior  portion  of  the  cervical 
ring  is  caught  between  the  occiput  and  the  pubes,  and  the  pos- 
terior portion  retracts  over  the  brow,  face,  and  chin.  He  intro- 
duces two  fingers  after  dilatation  of  the  cervix  has  taken  place, 
and,  after  the  pain  subsides,  pushes  the  anterior  portion  of  the 
cervix  upward  until  the  posterior  portion  of  the  head  is  freed 
from  it,  and  it  will  then  usually  retract  from  its  anterior  por- 
tion also. 

Retention  of  Urine  simulating  Pregnancy. — G.  M.  Boyd'' 
reports  a  case  of  retention  of  urine  in  which  the  woman  was 
supposed  to  have  reached  the  end  of  pregnancy.  Fifteen 
quarts,  or  500  ounces,  of  urine  were  withdrawn  by  catheter 
within  twenty  four  hours;  in  the  second  twenty  four,  170 
ounces;  in  the  third,  101  ounces.  On  the  fourth  day  she  voided 
63  ounces  without  assistance,  and  after  that  time  only  45 
ounces  daily.  A  month  before  she  had  been  unable  to  empty 
her  bladder,  which  became  distended  until  a  constant  dribbling 
occurred.  The  uterus  was  enlarged  and  retroverted,  and 
pressed  on  the  neck  of  the  bladder. 

Deciduoma  Malignum. — From  a  systematic  study  of  authen- 
tic reported  cases  of  deciduoma  malignum  W.  A.  N.  Borland" 
concludes  that  this  is  the  most  malignant  of  neoplasms.  Thir- 
ty-eight of  53  cases  died  of  the  primary  condition  or  a  recur- 
rence, an  absolute  mortality  for  the  new  growth  of  73  per  cent. 
Metastases  were  found  in  nearly  71  per  cent,  most  often  in  the 
lungs  and  vagina.  Borland  gives  the  sjanptoms  as  early,  pro- 
fuse, and  repeated  hemorrhages  from  the  uterus;  the  appear- 
ance in  the  uterine  cavity  of  a  characteristic  growth,  associated 
at  times  with  a  fetid  and  sanguineous  leucorrhea  which  ma}^ 
contain  shreds  of  tissue;  pelvic  pain;  profound  anemia  and 
cachexia  with  extreme  prostration  and  emaciation;  frequently 
hemoptysis  (indicating  pulmonary  metastasis)  with  or  without 
pleurisy ;  grave  septic  manifestations  (elevation  of  temperature, 
duskiness  of  the  skin,  repeated  rigors,  and  occasionally  deli- 
rium) ;  and  metastatic  deposits  in  other  portions  of  the  body. 
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Edema  of  the  vulva  and  lower  extremities  may  be  noted,  and 
an  early  fatal  termination  may  be  expected  unless  the  uterus  is 
promptly  extirpated. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Cachexia  of  Cancer. — W.  Roger  WiUiams*'  says  that  as 
the  cancerous  cachexia  is  less  frequently  caused  by  sarcomata 
than  by  carcinomata,  and  is  never  due  to  non-malignant  tumors, 
it  cannot  be  attributed  to  mere  abstraction  of  nutritive  materials 
from  the  blood;  nor  can  it   be   ascribed  to  septicemia,  as  it 
appears  to  be  independent  of  the  external  lesions  which  usually 
accompany  that  condition,  as  there  is  usually  no  pyrexia  and 
no  signs   of    septicemia    are   found   post  mortem.     Cachectic 
symptoms  never  precede  the  outbreak  of  the  primary  disease, 
from  which  it  may  be  inferred  that  they  are  a  result  of  its  local 
progress.     They  may  best  be  interpreted  as  the  consequence  of 
a  general  toxemia,  the  explanation  of  which  must  be  sought  in 
the  remarkable  proneness  of  the  constituent  cells  of  cancers  to 
undergo  degenerative  changes,  which  are  often  so  extreme  as 
to  lead  to  their  complete  destruction  by  disintegration.     When 
«uch  excrementitious   products   find  their  way — by  nutritive 
absorption  or  otherwise  —into  the  general  circulation,  in  quan- 
tities too  great  to  be  quickly  eliminated  and  destroyed,  they 
poison  the  fluids  of  the  body;  and  so.  by  a  kind  of  auto-intoxi- 
•cation,  similar  to  that  by  which  the  system  is  infected  from  an 
inflammatory  focus,  they  originate  the  phenomena  of  the  can- 
cerous cachexia.     Hence  these  symptoms  are  much  more  fre- 
quently met  with  in  association  with  cancers  whose  cells  are 
speciall}'  prone  to  degenerative  disintegration  {e.g.,  the  breast) 
than  with  those  whose  cellular  elements  are  more  stable  {e.g., 
the  lip).     It  seems  probable  that  the  excrementitious  products 
thus  produced  contain  toxic  albuminoids  analogous  to  the  viru- 
lent substances  secreted  by  microbes.     These  agencies  cause 
marked  qualitative  and  quantitative  blood  changes.     Its  total 
quantity  is  said  to   be  diminished;  its  specific   gravity  is  in- 
creased; albumin  and  inorgauic  salts  in  the  serum  are  less  than 
normal.     Leucocytosis  is  the  most  marked  change,  the  white 
corpuscles  being  increased  from  6,000  per  cubic  millimetre  to 
17,000  in  certain  cases  of  cancer  of  the  stomach,  to  11,400  in 
breast  cancer,  and  to  7,800  in  uterine  cancer.     Similar  condi- 
tions have  been  demonstrated  in  connection  with  sarcomatous 
neoplasms;  hence  it  may  be  concluded  that  every  tumor  unat- 
tended by  inflammation  or  suppuration,  causing  marked  leuco- 
cytosis, is  due  to  malignant  disease.     It  must  be  remembered, 
however,  that  the  leucocytes  are  increased  after  meals,  after 
hemorrhage,  in  pregnancy,  in  the  newly  born  and  the  dying, 
and  in  inflammatory  and  febrile  affections.     The  red  corpuscles 
and  hemoglobin  are  greatly  diminished.     Pallor  of  the  skin  is 
marked,  the  straw-colored  tint  probably  being  due  to  altered 
hemoglobin  taken  up  by  the  plasma  of  the  blood;  emaciation, 
gastro-intestinal   disturbances,   and   quasi-rheumatic   pains  in 
26 
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parts  of  the  body  remote  from  the  primary  seat  of  the  disease 
occur,  and  peripheral  neuritis  has  sometimes  been  found.  In- 
sanity has  occasionally  been  noted.  The  alterations  in  the 
blood  are  usually  accompanied  by  widespread  fatty  degenera- 
tion, and  the  anorexia  and  constipation  are  probably  due  to 
such  changes  in  the  liver  and  gastro-intestinal  mucosa.  The 
general  malnutrition  causes  changes  in  the  bones,  aside  from 
secondary  cancerous  deposits,  the  ribs,  sternum,  femur,  cranial 
bones,  humerus  and  vertebrae  being  most  frequently  affected. 
They  become  lighter  and  more  fragile,  probably  from  defective 
deposition  of  new  bone  to  replace  that  absorbed.  It  seems 
probable  that  the  affection  is  connected  with  alterations  in  the 
blood-forming  properties  of  the  red  marrow;  in  fact,  the  bones 
most  frequently  so  affected  are  those  in  which  hematopoietic 
functions  are  normally  most  active.  Amyloid  degeneration  is 
rarely  associated  with  cancer.  In  44  breast-cancer  autopsies 
the  writer  did  not  meet  with  it,  and  found  it  in  only  4  of  his  78 
necropsies  upon  cases  of  uterine  cancer.  After  ulceration  the 
symptoms  of  septic  infection  may  be  added  to  those  of  can- 
cerous cachexia.  Death  occurred  from  asthenia  in  G4  of  the 
author's  90  cases  of  cancer  of  the  uterus  which  ran  their 
natural  course,  and  in  24  out  of  40  fatal  cases  of  cancer  of  the 
breast. 

Treatment  of  Cancer. — G.  B.  Massey  "■ "  claims  good  re- 
sults in  a  number  of  cases  of  carcinoma  and  sarcoma  treated 
by  the  electrical  diffusion  of  nascent  oxychlorides  of  mercury 
and  zinc.  The  positive  electrode  of  zinc  coated  with  mercur\' 
is  placed  within  the  growth,  the  negative  is  applied  to  the 
cutaneous  surface,  repeated  sittings  being  required.  If  the 
growth  is  large  a  number  of  the  positive  electrodes  are  inserted 
around  its  periphery  and  a  strong  current  destroys  the  growth 
at  one  sitting. 

Extirpation  of  the  Ovaries  as  a  Cure  for  Cancer. — W. 
Roger  Williams  '  says  that  in  his  work  on  "  Ovarian  Tumors  "' 
Spencer  Wells  gives  a  table  showing  the  subsequent  history  of 
all  who  recovered  after  completed  ovariotomy.  One  hundred 
and  seventeen  had  since  died,  the  cause  of  death  unknown  in 
29.  Of  the  remaining  88,  32  had  succumbed  to  cancer — that 
is,  1  in  2.75.  Daring  the  same  period  the  cancer  mortality  in 
the  general  population,  among  women  of  about  the  same  age, 
was  1  in  15.  Thus  the  cancer  mortality  was  nearly  5^  times 
greater  for  those  whose  ovaries  had  been  extirpated  than  for 
those  who  had  undergone  no  such  operation.  Of  these  32  can- 
cer cases,  in  19  the  seat  of  the  disease  is  not  stated,  in  3  it  was 
peritoneal,  in  3  uterine,  in  2  in  the  pedicle,  in  2  rectal,  and  in 
1  each  in  the  lung,  liver,  and  kidney.  The  date  after  ova- 
riotomy at  which  death  from  cancer  supervened  is  stated  in 
29  cases ;  10  died  in  the  first  year,  10  in  the  second,  4  in  the 
third,  and  5  at  later  periods.  In  none  of  the  foregoing  cases 
was  there  any  reason  to  suspect,  at  the  time  of  ovariotomy^ 
that  malignant  disease  was  then  present.  In  6  of  the  32  opera- 
tions it  is  distinctly  stated  that  both  ovaries  were  removed. 
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Pfannenstiel  concludes  that  the  cancerous  disease  arises  from 
epithelial  elements  detached  from  the  ovarian  cystoma  at  the 
time  of  operation,  which  suddenly  become  grafted  in  a  new 
position  and  there  take  on  such  luxuriance  of  growth  as  to 
eventuate  in  cancer.  In  these  cases  the  removal  of  the  ovaries^ 
instead  of  checking  the  tendency  to  cancer,  had  the  contrary 
result. 

Cancer  of  the  Uterus. — C.  L.  Hall*"  believes  that  vaginal 
hysterectomy  for  cancer  should  be  superseded  by  the  abdomi- 
nal metliod  of  total  extirpation  of  the  uterus  and  adnexa  and 
all  glands  at  the  bifurcation  of  the  iliac  vessels,  whether  infect- 
ed or  not,  these  not  being  within  reach  by  the  vaginal  route. 

The  history  of  two  cases  of  inoperable  cancer  of  the  uterus, 
verified  by  the  microscope,  is  given  by  W.  L.  Robmson. '"  In 
each  the  abdomen  was  opened  suprapubically,  the  ovarian 
vessels  ligated,  the  broad  and  round  ligaments,  the  uterine 
artery,  and  sacro-uterine  ligaments  divided,  thus  entirely  re- 
lieving the  tension  which  had  caused  pain.  After  the  eighth 
day  injections  of  boiled  alcohol  through  the  vagina  into  the 
uterine  and  periuterine  tissues  were  given  every  three  or  four 
days  for  two  months.  At  that  time  discharge,  odor,  pain,  and 
insomnia  had  ceased,  other  symptoms  had  been  relieved,  and 
the  general  condition  was  good  and  had  remained  so  for  seve^ 
ral  months.  One  case  was  septic  upon  admission,  but  within 
forty-eight  hours  after  giving  antistreptococcic  serum  the  tem- 
perature dropped  to  normal  and  did  not  rise  again. 

An  inoperable  case  of  cancer  of  the  uterus  was  treated  by 
J.  H.  Etheridge  "  by  curetting,  cauterizing,  and  applying  car- 
bide of  calcium.  The  patient  appears  to  be  entirely  cured. 
This  method  was  suggested  by  Guinard  (see  Amer.  Jour. 
Obstet.,  July,  1896,  p.  135). 

Treatment  of  Cancer  of  the  Uterus  and  Ovarian  Disease 
without  Operation. — R.  Bell "  has  seen  a  number  of  cases  in 
which  epithelioma  of  the  cervix  disappeared  after  administra- 
tion of  thyroid  extract  with  removal  of  unhealthy  tissue  by  the 
curette  and  the  frequent  application  of  tampons  saturated  with 
a  ten  per  cent  solution  of  ichthyol  in  glycerin.  Bell  has  also 
had  very  favorable  results  from  the  administration  of  parotid 
gland  in  over  sixty  cases  of  enlarged  and  painful  ovaries. 

Microscopic  Examination  of  Curetting. — In  considering 
the  clinical  value  of  the  microscopic  examination  of  fragments 
removed  by  the  curette  from  the  uterus,  H.  C.  Coe  "  has  been 
led  to  believe  that  in  women  in  the  prime  of  life  with  irregular 
hemorrhages,  unless  the  history  is  pretty  strong,  we  should 
consider  the  case  as  doubtful  until  the  fact  of  malignancy  is 
proven.  The  microscope  will  help  rather  by  negative  than  by 
positive  information.  In  women  of  advanced  years,  with  a 
fairly  well-marked  history,  especially  of  obstinate  atypical 
bleeding,  when  we  remove  material  which  has  a  suspicious 
appearance  we  are  justified  in  making  a  diagnosis  of  malig- 
nancy, even  though  the  microscope  throws  no  positive  light 
upon  it.     He  believes  it  better  to  run  the  risk  of  removing  a 
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few  uteri  uanecessarily  than  to  delay  until  the  disease  becomes 
inoperable. 

Uterine  Fibroids. — In  reporting  favorable  results  from  elec- 
tro-negative puncture  in  three  cases  of  large  fibroids,  F.  W.  N. 
Haultain^'  urges  this  treatment,  in  a  large  proportion  of  cases, 
before  radical  surgical  interference,  as  no  mortality  accom- 
panies its  employment  and  it  in  no  way  increases  the  danger 
of  subsequent  operation. 

Successful  operations  for  two  cases  of  uterine  fibroid  are  re- 
ported by  A.  Schachner."  In  the  first  a  tumor  weighing 
twelve  pounds  was  removed  by  supravaginal  amputation  with 
extrapei"itoneal  treatment  of  the  stump ;  in  the  second  total 
-abdominal  hysterectomy  was  performed. 

W.  Stanton  "  reports  the  spontaneous  expulsion,  after  a  fall, 
of  a  pedunculated  submucous  fibroid  weighing  about  one  and 
one-half  pounds.  After  the  pedicle  had  been  ligated  and  the 
tumor  removed  a  second  fibroid,  weighing  four  and  one-half 
pounds,  was  expelled.  The  patient  died  shortly  after  it  was 
excised,  from  sepsis  due  to  sloughing  of  the  tumors. 

Ozenne  ^*  reports  a  case  of  uterine  fibroids  in  a  woman  50 
years  of  age  who  had  refused  operation.  After  a  few  days 
of  severe  headache,  which  disappeared,  she  suddenly  became 
comatose  and  remained  so  until  death.  The  uremia  was  prob- 
ably due  to  compression  of  the  ureters  by  the  tumor. 

Twenty-five  consecutive  successful  supravaginal  hysterec- 
tomies for  fibroids  are  reported  by  I.  S.  Stone." 

Displacements  of  the  Uterus. — A  Gordon  "  strongly  rec- 
ommends pessaries  with  uterine  massage  and  abdominal  sup- 
ports, especially  in  cases  refusing  operation. 

Vaginofixation  for  retrodisplacements  of  the  uterus  is  de- 
fended b}^  W.  F.  B.  Wakefield,"  who  believes  that,  as  now 
performed  by  Martin,  it  will  interfere  little,  if  at  all,  with  sub- 
sequent pregnancies. 

In  a  case  of  retrodisplacement  with  metritis  and  hypertrophy 
of  the  cervix,  Pichevin,"  after  curettage  of  the  uterus,  shorten- 
ing the  round  ligaments  through  an  anterior  vaginal  incision, 
and  dividing  t  le  cervix  into  anterior  and  posterior  flaps,  ampu- 
tated the  anterior  lip  high  up  by  an  incision  from  in  front 
downward  and  backward,  and  sutured  the  stump  to  the  lower 
border  of  the  incision  in  the  anterior  vaginal  wall.  The  pos- 
terior lip  was  amputated  by  Schroder's  method  and  the  cervi- 
•cal  flaps  united.  This  supravaginal  amputation  of  the  an- 
terior lip  and  subsequent  suturing  to  the  vaginal  wall  was 
intended  to  remove  diseased  and  h^ypertrophied  cervical  tissue, 
to  avoid  sloughing  of  the  vaginal  mucosa  of  the  lower  part  of  ^ 
the  anterior  lip  which  might  occur  after  Schroder's  operation  m 
combined  with  an  anterior  vaginal  incision,  and  to  aid  in  hold-  ^ 
ing  the  uterus  forward  by  shortening  the  anterior  wall  of  the 
vagina. 

G.  W.  Shidler  "  suggests  maintaining  the  retroflexed  uterus 
in  a  position  of  slight  anteflexion  by  a  suture  of  chromicized 
vcatgut  passed   trans verseh'   through   the   upper  part   of    the 
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anterior  face  of  the  uterus  from  left  to  right,  emerging,  and 
entering  the  same  face  of  the  cervix,  which  it  traverses  in 
the  same  direction  and  parallel  to  the  first.  The  ends  of  this 
suture  are  tied.  The  suture  must  not  penetrate  the  mucosa. 
If  the  operation  is  performed  through  the  abdomen  the  peri- 
toneum of  the  anterior  face  of  the  uterus  is  incised  transversely 
at  its  point  of  reflexion  into  the  bladder,  and  is  dissected  as 
far  down  as  possible  to  allow  the  passage  of  the  cervical  por- 
tion of  the  suture,  the  incision  then  being  closed.  In  operating 
through  the  vagina  an  incision  is  made  at  the  anterior  utero- 
vaginal junction. 

S.  Pozzi "  considers  that  retroversion  and  retroflexion  of  the 
uterus  are  not  distinct  morbid  entities.  They  occur  under  two 
conditions:  (1)  relaxation  of  the  ligaments  or  flexibility  of  the 
cervix,  without  adhesions,  with  or  without  lesions  of  the  appen- 
dages— that  is,  a  movable  retrodeviation  ;  (2)  posterior  adhe- 
sions, especially  around  the  appendages,  after  a  perimetritis  or 
perioophoro  salpingitis— that  is,  a  fixed  or  adherent  retrodevia- 
tion. Movable  retrodeviations  without  lesions  of  the  appen- 
dages might  better  be  termed  excessive  mobility  of  the  uterus, 
being  the  natural  attitude  of  a  uterus  which  has  lost  its  fixity. 
The  principal  phenomena  of  a  nervous  and  reflex  character 
which  they  cause  are  independent  of  the  direction  of  the  devia- 
tion and  are  due  to  the  mobility.  All  surgical  treatment  which 
allows  subsequent  development  of  a  pregnant  uterus  can  have 
only  temporary  results,  as  constant  traction  causes  relaxation  of 
the  artificial  attachment,  and  all  which  gives  durable  results 
interferes  with  subsequent  gestations.  The  treatment  should 
be  directed  to  the  cure  of  the  metritis  or  inflammation  of  the 
appendages,  restoration  of  the  lacerated  or  relaxed  perineum 
by  a  plastic  operation,  and  the  use  of  a  pessary  which  fixes  the 
cervix  by  distending  the  posterior  cul-de-sac  and  an  abdomi- 
nal belt  to  regulate  intra-abdominal  pressure.  In  adherent 
retrodeviations  the  adhesions  may  be  broken  up  by  massage  or 
the  sound,  but  this  is  dangerous.  The  principal  morbid  ele- 
ment is  not  the  deviation  or  adhesions,  but  the  condition  of  the 
uterus,  tube,  or  ovary,  and  it  is  to  the  latter  that  treatment 
should  be  directed.  If  the  appendages  are  chiefly  diseased 
with  metritis  laparatomy  is  usually  indicated,  breaking  up 
adhesions,  and  performing  ignipuncture  and  resection  of  par- 
tially diseased  ovaries,  or  castration  if  the  appendages  are 
gravely  involved.  The  uterus  will  then  spontaneously  resume 
its  normal  position.  With  bilateral  lesions  of  the  appendages 
and  chronic  metritis  in  women  near  the  menopause  or  later, 
vaginal  hysterectomy  may  be  preferable. 

Retroversion  and  retroflexion  of  the  uterus  were  discussed  at 
the  German  Gynecological  Congress  in  Leipzig:  °'' 

B.  S.  Schultze.  Etiology. — 1.  Relaxation  of  the  uterine  Hga- 
ments  caused  by  pregnancy  and  puerperium;  resorption  pro- 
ceeding from  parametritis  posterior;  habitual  constipation; 
continued  recumbent  position.  2.  Fixation  of  cervix  anteri- 
orly through   spontaneous   and   artificial   scars    (parametritis 
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anterior,  lacerations  of  cervix,  discission  of  cervix,  fistula),  3. 
Abnormal  shortness  of  vagina,  especially  of  anterior  wall 
(puerile  arrest  of  development,  senile  atrophy).  4,  Habitual 
fulness  of  bladder.  5,  Gaping  vulva,  the  result  of  perineal 
lacerations;  the  everted  anterior  vaginal  wall  drags  the  cervix 
forward  and  the  body  is  displaced  backward.  G.  Rarer  causes 
are  abnormal  length  of  cervix,  tumors  of  anterior  uterine  or 
cervical  wall,  incomplete  descent  of  the  ovaries,  adhesion  of 
ovaries  and  tubes  posteriorly. 

Prophylaxis, — Prevention  of  over-distension  and  habitual 
fulness  of  bladder,  especially  in  children — school  teachers'  at- 
tention must  be  drawn  to  this;  prevention  of  catarrhal  in- 
fection: closed  undergarments;  aseptic  menstrual  pads;  repair 
of  perineal  defects;  regulation  of  bowels;  attention  to  obtain 
involution  of  puerperal  uterus  through  the  giving  of  ergot. 

Bimanual  palpation  suffices  for  diagnosis;  uterine  sound  is 
dangerous  and  unnecessary.  The  diagnosis  of  complications 
should  be  made  under  anesthesia. 

Non-operative  treatment, — Bimanual  reposition;  after  this  a 
pessary.  Schultze  uses  celluloid  pessaries,  which  are  shaped 
according  to  condition.  In  relaxed  anterior  wall  he  uses  the 
sledge,  otherwise  Thomas',  Hodge's,  or  figure-of-eight  pessary. 
The  pessary  must  not  separate  the  vulva  nor  project  from  it. 
Douches  only  necessary  in  first  few  days  after  menstruation. 
In  ensuing  pregnancy  removal  in  the  seventeenth  week;  if 
pessary  fits  well  remove  only  every  year.  Permanent  results 
are  obtained  by  the  daily  use  of  cold  enemata,  which  should 
also  be  taken  after  every  defecation.  During  menstruation 
ergot  is  advised. 

Frequent  complications. — Subinvolution,  metritis,  endome- 
tritis, oophoritis.  In  recent  cases  are  best  treated  by  reposition, 
while  in  old  cases  dilatation,  irrigation,  and  curettement  im- 
prove the  tonus  of  the  uterus  and  its  ligaments.  If  reposition 
is  difficult,  recto  vaginoabdominal  palpation  under  anesthesia, 
after  this  pessary  or  firm  tamponing  of  vagina.  Adhesions  of 
uterus  or  adnexa  may  interfere  with  retaining  the  uterus  in 
proper  position.  Massage  with  simultaneous  pessary,  tampon, 
bath,  and  irrigation  treatment  is  advised.  When  perineoplasty 
is  indicated  on  account  of  gaping  vulva,  the  operation  should 
be  preceded,  at  the  same  sitting,  by  vagino-  or  vesicofixation 
or  Alexander's  operation. 

Olshausen.  Symptomatology.  — If  retroflexio-version  is  com- 
plicated by  tumors  of  the  adnexa  the  symptoms  arise  largely 
from  this  complication.  Uncomplicated  cases  cause  no  dis- 
agreeable symptoms  in  about  one-half  the  cases.  Besides  local 
symptoms,  retroflexion  may  cause  general  symptoms  which 
are  largely  of  nervous  origin.  In  old  cases  we  have  no  true 
metrorrhagia,  but  menstruation  is  more  frequent  and  the  flow 
is  apt  to  be  freer.  Atypic  and  continuous  flowing  points  in  old 
cases  to  some  complication,  usuallv  endometritis  fungosa. 
Although  sterility  is  rare,  retroflexion  may  be  its  cause,  al- 
though some  disease  of  the  adnexa  or  hyperplasia  of  the  uterus 
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is  generally  accountable.  Retroflexion  often  causes  abortion, 
but  in  most  cases  the  gravid  uterus  resumes  the  normal  position 
spontaneously.  Dysmenorrhea  is  not  a  prominent  symptom 
of  retroflexion;  it  is  generally  due  to  the  accompanying  endo- 
metritis. 

Treatment. — Try  first  pessary  treatment;  if  not  successful 
and  symptoms  are  distressing,  operative  treatment.  Women 
approaching  the  menopause  should  undergo  operation;  dis- 
agreeable symptoms  will  soon  cease.  Complications  of  adnexa 
should  be  treated  separately.  Alexander's  operation  is  the 
best,  but  is  unsuitable  in  fixed  retroflexion.  In  fixed  retro- 
flexion ventrofixation  by  the  anterior  uterine  wall  or  the  broad 
ligaments  is  advised.  Silkworm  gut  is  the  best  fixation  mate- 
rial; silk  sutures  are  not  safe  on  account  of  liability  to  infection 
travelling  along  the  sutures.  Vaginofixation  is  practicable  in 
mobile  retroflexion.  Complications  of  labor  may  be  avoided 
by  fixing  the  lower  portion  of  the  uterus  only. 

Winter.  Too  much  attention  has  been  paid  to  methods  of 
treatment,  while  the  observation  of  symptoms  has  been  neg- 
lected. Winter  examined  303  women  who  came  under  ob- 
servation for  other  causes;  among  these  he  found  36  cases  of 
retroflexion;  11  of  these  had  no  symptoms,  while  25  had  symp- 
toms; of  these,  21  cases  had  complications.  Recent  retroflexion 
causes  no  disagreeable  symptoms;  if  these  are  present  they  are 
due  to  complications,  which,  however,  are  not  caused  by  the 
displacement.  Flooding  is  always  a  consequence  of  diseased 
adnexa,  except  in  puerperal  cases. 

Dilhrssen  observed  6  recurrences  among  281  cases  of  intra- 
peritoneal vaginofixation.  He  never  saw  a  difficult  labor  after 
his  operation.  He  does  not  perform  the  operation  as  frequently 
as  formerly;  he  operates  in  30  to  50  per  cent  of  cases. 

Bunim  believes  in  vaginofixation,  but  fixes  only  the  lower 
half  of  the  uterus.  If  fixation  is  too  high  subsequent  labor  is 
difficult,  while  too  low  fixation  gives  no  permanent  results. 

Theilhaber  considers  the  reposition  of  secondary  importance; 
the  treatment  of  symptoms  is  advised. 

Werth  considers  Alexander's  operation  the  most  ideal  opera- 
tive method. 

Wertheim  performed  his  method  of  vaginal  shortening  of 
the  round  ligaments  in  14  cases;  the  mechanical  result  was  ex- 
cellent; recurrence  in  one  case. 

Veit  agrees  with  Schultze  that  retroflexion  frequently  ante- 
dates the  puerperium.  Puberty  is  the  beginning,  but  symp- 
toms do  not  present  themselves  until  complications  have  arisen. 
He  looks  on  vaginofixation  with  suspicion  and  performs  only 
Alexander's  operation. 

Fehling  has  a  record  of  55  vaginofixations  with  10  pregnan- 
cies; no  serious  birth  complications. 

Prolapse  of  the  Uterus. — H.  O.  Walker  "  describes  a  case 
of  complete  prolapse  of  the  uterus  and  bladder  with  stricture  of 
the  rectum,  cured  by  vaginal  hysterectomy,  colporrhaphy,  and 
proctotomy. 
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Vaginal  Prolapse. — Byron  Robinson  "  treats  this  condition 
b}^  supravaginal  amputation  of  the  uterus,  the  stump  being 
gouged  out,  cauterized  with  carbolic  acid,  covered  ^vith  a  peri- 
toneal cuff  previously  taken  from  the  anterior  face  of  the  ute- 
rus, and  fixed  in  the  abdominal  wound  by  several  through-and- 
through  silkworm-gut  sutures.  The  entire  abdominal  incision 
is  closed  by  a  tier  suture  of  gut.  In  beginning  the  operation 
the  posterior  surface  of  the  uterus  is  sutured  to  the  upper  angle 
of  the  abdominal  incision,  thus  walling  off  the  intestines  for  the 
prevention  of  shock. 

Vaginal  Section. — A.  Brothers'^  has  done  vaginofixation 
7  times  for  posterior  displacements  of  the  uterus.  In  a  num- 
ber of  these  the  displacement  recurred.  In  one  this  took  place 
after  a  miscarriage  at  the  third  month.  In  another  case  de- 
livery at  term  was  very  difficult,  though  previous  labors  had 
all  been  fairly  easy.  The  writer  considers  vaginal  section  ap- 
plicable :  1.  For  exploratory  purposes  ;  examining  the  adnexa  ; 
breaking  up  adhesions  behind  the  uterus  preparatorj^  to  fixation 
operations ;  separating  similar  adhesions  about  the  adnexa. 
2.  In  cases  in  which  simple  oophorectomy  is  indicated.  3.  In 
cases  of  accessible  fibroids  of  small  size  ;  hysterectomy  or  mor- 
cellation  can  easily  be  supplemented  when  necessary,  -i.  In 
cases  in  which  it  is  deemed  desirable  to  shorten  or  attach  the 
round  ligaments,  beginning  at  their  uterine  insertions,  or  to 
do  a  vesico-uterine  fixation.  5.  In  cases  requiring  incision  and 
drainage  for  pelvic  abscess,  pus  tubes  with  adhesions,  hydro- 
salpinx, and  pelvic  hematocele.  G.  In  cystic  condition  of  tubes 
and  ovaries  when  of  email  size  and  not  firmly  bound  down 
by  adhesions.  7.  In  cases  of  chronic  salpiugo-oophoritis  with 
atrophied  ovaries  and  thickened  tubes.  8.  In  cases  in  which 
conservative  surgery  of  the  adnexa  is  desirable. 

The  technique  of  vaginal  section  is  described  by  A.  H.  Goe- 
let,''  who  favors  it  for  :  (1)  small  pelvic  tumors  which  are  or 
seem  to  be  solid  in  part  or  entirely  so ;  (2)  ovarian  cysts  of 
considerable  size,  since  the  fluid  can  be  evacuated  and  the  sac 
withdrawn  through  a  small  vaginal  incision  and  removed  quite 
as  readily,  and  many  times  more  readily  than  through  an  ab- 
dominal incision  ;  (3)  pyosalpinx,  hydrosalpinx,  and  hemato- 
salpinx ;  (4)  cystic  or  otherwise  enlarged  and  diseased  ovaries  ; 

(5)  removal  of  small  subperitoneal  fibroids  by  myomectomy  ; 

(6)  drainage  of  pus  accumulations  situated  low  down  in  the 
pelvis  ;  (7)  hematoma  and  hematocele  ;  (8)  pelvic  exudations 
which  resist  other  means  for  their  removal,  such  as  persistent 
faradization . 

Vaginal  Hysterectomy. — Byron  Robinson,"  in  performing^ 
vaginal  hysterectomy,  draws  the  stumps  of  the  broad  ligaments 
into  the  vagina  by  clamps  and  ligatures,  in  order  that  subsequent 
contraction  of  the  ligaments  may  draw  up  and  elongate  the 
vagina  in  order  to  avoid  vaginal  hernia.  Clamps  are  removed 
in  three  days  and  ligatures  in  twelve. 

Hysterectomy  after  Removal  of  the  Appendages. — C.  P. 
Noble  '*  has  been  removing  the  uterus  with  the  appendages, 
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because  he  feels  that  it  is  a  simpler  and  safer  operation,  and 
avoids  the  necessity  for  drainage,  by  giving  better  control  of 
the  blood  supply  and  preventing  oozing  from  torn  adhesions. 
He  has  not  observed  that  severe  vasomotor  disturbances  were 
any  less  after  this  operation  than  when  the  appendages  alone 
were  removed. 

Abdominal  Hysterectomy. — Landau  "  considers  the  forma- 
tion of  a  stump  and  ligature  en  masse  in  cases  of  hysterectomy 
for  fibroid  tumors  a  great  disadvantage,  and  describes  a  new 
method  in  which  the  whole  uterus  is  removed.  The  patient  is 
placed  in  an  exaggerated  Trendelenburg  position,  and,  after 
opening  the  abdomen,  uterus  and  tumor  are  delivered  and  pressed 
downward,  exposing  the  posterior  fornix,  which  is  opened  from 
above.  Next  the  cervix  is  seized,  drawn  into  the  abdomen, 
and  its  vaginal  connections  are  divided.  The  upward  traction 
of  the  cervix  loosens  the  connection  between  cervix  and  blad- 
der; a  finger  divides  the  paracervical  tissues  and  penetrates  the 
anterior  fornix  as  high  as  possible.  The  only  connections  yet 
remaining  are  the  broad  ligaments,  which  are  compressed  by 
an  assistant  and  divided  close  to  the  uterus.  The  uterine  and 
other  spurting  vessels  are  ligated,  and  the  closure  of  the  small 
peritoneal  wound  terminates  this  simple  operation.  Drainage 
is  not  employed. 

Electrolysis. — C.  Rosewater''  strongly  favors  electrolysis 
as  checking  the  growth  of  benign  uterine  tumors  or  causing 
the  absorption  of  these  and  of  exudates.  G.  O'Farrill"  gives 
the  histories  of  10  cases  of  endometritis  which  were  greatly 
benefited  by  intrauterine  electrolysis. 

Irrigation  for  Uterine  Diseases.— F.  W.  Talley  "  recom- 
mends the  treatment  of  simple  hypertrophic  endometritis,  spe- 
cific endometritis,  metritis,  and  subinvolution  by  frequent  and 
copious  irrigation  with  alkaline  water  at  a  temperature  of 
110°  F.  If  the  treatment  is  adopted  only  when  the  cervical 
canal  is  wide  and  the  canula  passes  through  with  ease,  there  is- 
no  danger  of  subsequent  uterine  colic.  As  the  primary  effect 
of  the  irrigation  is  to  increase  the  congestion  of  the  uterus,  it 
must  be  persisted  in  until  the  constriction  of  the  capillaries  has 
blanched  the  tissues. 

Dilatation  of  the  Uterus.— Rapid  dilatation  of  the  uterus 
is  advocated  by  R.  M.  Harbin  "  for  stenosis  of  the  cervix,  and 
flexions  with  dysmenorrhea,  sterility,  and  reflex  symptoms. 

Vicarious  Menstruation. — In  a  case  reported  by  F.  D. 
Tyrrell"  as  spinal  hyperemia  due  to  the  suppression  of  the 
menstrual  flow  from  exposure,  a  burn  was  accidentally  inflicted 
upon  the  calf  of  the  leg.  The  resulting  ulcer  bled  freely  at  the 
next  menstrual  period  as  long  as  the  flow  from  the  genitals 
continued,  and  the  same  occurrence  was  noted  a  month  later, 
although  the  wound  was  nearly  healed. 

Relation  of  Menstruation"^  to  General  Pathology.— Con- 
tinuing his  studv  of  the  character  of  menstruation  (see  Amer. 
Jour.  Obst.,  August,  1897,  p.  267),  J.  H.  Keiffer  "  reaffirms 
his  belief  that  it  is  an  actual  secretory  process,  not  a  local 
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function,  but  tke  ultimate  excretion  of  internal  secretions  of  the 
entire  body.  He  believes  that  it  is  an  auto-intoxication  due  to 
the  incomplete  elimination  of  this  secretion  which  is  responsible 
for  the  irregularities  attending  its  appearance  at  puberty.  He 
also  believes  that  amenorrhea  is  the  sole  cause  of  the  so-called 
sj'mpathetic  phenomena  of  pregnancj^  a  tolerance  of  the  re- 
tained menstrual  poison  being  usually  established  so  that  the 
nausea,  vomiting,  etc.,  cease  after  a  time.  In  some  the  intole- 
rance is  absolute  and  restoration  of  the  catamenial  function  by 
abortion  will  alone  control  the  symptoms.  Keiffer  thinks  that 
attacks  of  eclampsia  coming  on  at  the  time  of  labor  are  due  to 
the  accumulation  of  toxins  during  the  entire  pregnancy  and 
that  such  toxins  are  exclusively  of  menstrual  origin.  He  is 
convinced  that  renewal  of  sexual  relations  during  lactation  is 
often  followed  by  a  reappearance  of  the  menstrual  flow,  with 
headache,  digestive  disorders,  and  marked  diminution  in  quan- 
tity and  quality  of  the  mammary  secretion  in  the  mother ; 
vomiting,  diarrhea,  and  emaciation  of  the  child.  These  symp- 
toms he  considers  due  to  incomplete  elimination  of  the  toxins, 
whose  secretion  is  restored,  the  toxins  being  reabsorbed  and 
acting  upon  the  child  through  the  altered  lacteal  secretion. 
The  disorders  of  the  menopause  and  the  phenomena  attending 
castration  he  also  explains  as  caused  by  the  interruption  of  the 
regular  elimination  of  these  toxins. 

Menstruation  in  the  Insane. — M.  M.  Newbecker"  says 
that  nearly  all  chronic  cases  of  insanit}^  menstruate  regularly, 
showing  that  menstrual  irregularities  cannot  constitute  a  strong 
factor  in  causing  mental  disease,  as  otherwise  a  return  to  nor- 
mal conditions  would  favorabl3^  affect,  if  not  cure,  the  mental 
derangement.  In  reality  the  mental  symptoms  are  frequently 
exaggerated.  Mental  conditions  modify  the  menstrual  flow, 
which  ceases  for  at  least  one  or  two  months  even  in  the  mildest 
cases.  The  writer  reports  two  cases  in  which  ovariotoni}'  was 
not  followed  by  permanent  improvement. 

Dysmenorrhea.— Several  cases  are  reported  by  D.  S.  Mad- 
dox  "  to  show  the  value  of  apiolin  in  neurotic  dysmenorrhea. 

J.  Braithwaite  ^''  records  a  case  of  primar}^  dysmenorrhea 
with  epilepsy  in  an  unmarried  girl  of  17,  which  was  cured  by 
dilatation  of  the  cervix.  After  six  months  menstruation  con- 
tinued to  be  painless  and  the  epileptic  attacks  had  not  recurred. 

Amenorrhea. — An  editorial*'  raises  the  question  whether  it 
is  a  conservative  process,  and  whether  in  cases  of  amenorrhea 
due,  not  to  local  pelvic  causes,  but  to  constitutional  depression, 
an  attempt  should  be  made  to  restore  the  menstrual  flow. 
Such  a  patient,  the  writer  holds,  is  not  suffering  for  want  of  a 
monthly  depletion. 

Symptoms  of  the  Menopause. — G.  H,  Mallett"  writes  that 
when  a  woman,  who  during  her  menstrual  life  has  flowed 
three  or  four  days  moderately,  flows  for  six  or  seven  days  freelj' 
during  the  menopause;  when  the  intervals  between  the  periods 
become  shorter;  when  a  flow  occurs  between  the  periods;  when 
a  slight  hemorrhage  follows  coition;  and  when  the  irregularity 
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of  menstruation  continues  over  three  years,  examination  is  in- 
dicated, and  in  the  large  majority  of  cases  a  local  lesion  will 
be  found.  This  may  be  a  malignant  growth,  usually  carci- 
noma, a  fibroid,  polyp,  retroversion,  endometritis,  or  inflamma- 
tion of  the  appendages. 

Laceration  of  the  Perineum. — All  flap-splitting  operations 
are  considered  by  J.  Price "  as  misleading  superficial  proce- 
dures, attacking  tissues  not  in  the  lines  of  their  real  rupture, 
and  substituting  a  lateral  apposition  for  an  end-to-end  restora- 
tion of  the  torn  muscle.  The  Emmet  operation  is  believed  by 
him  to  be  the  foundation  for  all  successful  operations  on  the 
lacerated  perineum,  whether  with  or  without  tear  of  the 
sphincter. 

A.  Goldspohn  "  urges  the  importance  of  direct  union  of  the 
lateral  halves  of  the  levator  ani  and  of  the  pelvic  fascia  be- 
tween the  vagina  and  rectum  in  repairing  perineal  lacerations. 
He  performs  a  flap-splitting  operation  similar  to  that  of  Tait 
and  unites  the  divided  muscle  by  several  sutures. 

J.  B.  Hellier^"  modifies  Lawson  Tait's  operation  by  passing 
the  sutures  through  the  skin.  He  holds  that  more  complete 
apposition  is  obtained  if  not  all  are  buried  in  the  wound. 

Pelvic  Hematocele. — C.  J.  Cullingworth  "  holds  that  pelvic 
hematocele  is  not  usually  the  result  of  the  rupture  of  a  tubal 
gestation,  as  is  commonly  stated,  but  is  far  more  commonly 
the  result  of  hemorrhage  from  the  open  abdominal  ostium  of  a 
pregnant  but  unruptured  tube,  and  that  it  is  only  in  very  excep- 
tional cases  of  rupture  that  the  blood  is  poured  out  in  suffi- 
ciently small  amount  and  with  the  requisite  deliberation  to 
result  in  the  formation  of  a  hematocele.  In  20  cases  of  pelvic 
hematocele  which  he  operated  upon  by  abdominal  section, 
tubal  pregnancy  was  present  in  all,  but  in  only  1  had  the  tube 
ruptured;  in  18  the  hemorrhage  had  occurred  through  its 
abdominal  opening;  in  the  remaining  case  hemorrhage  had 
occurred  into  a  broad  ligament  cyst  of  the  opposite  side,  caus- 
ing its  rupture.  Operation  is  indicated  unless  the  hemorrhage 
occurs  in  the  early  weeks  of  pregnancy;  when  the  initial  symp- 
toms indicate  rupture;  and  when  increase  of  the  swelling  or  re- 
peated attacks  of  pain  and  faintness  suggest  a  continuance  of 
the  hemorrhage. 

Tumors  of  the  Vagina. — J.  Oliver"  reports  the  removal 
of  a  fibroma  of  the  anterior  fornix  of  the  vagina;  also  a  case  in 
which  a  cySt  in  the  posterior  fornix  containing  sixteen  ounces 
of  fluid  was  incised  and  drained,  the  patient  aborting  two  days 
later.  The  fluid  of  the  cyst  is  described  as  resembling  that  of 
a  hydatid,  but  contained  no  booklets. 

Primary  Carcinoma  of  the  Ovary. — A  case  is  reported  by 
L.  Frank. '^  Death  occurred  a  week  after  removal  of  the 
growth,  the  patient  having  symptoms  of  anemic  coma  and 
complete  suppression  of  urine.  The  writer  explains  the  death 
by  the  probable  presence  of  renal  metastases,  though  it  would 
Appear  more  reasonable  to  consider  it  a  case  of  congestion  of 
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the  kidney,  such  as  sometimes  causes  death  after  surgical  ope- 
rations on  any  part  of  the  body,  according  to  Delafield. 

Ovarian  Dermoid  Cyst. — J.  R.  Thomas  ^  describes  the  suc- 
cessful removal  of  a  large  ovarian  dermoid  whose  base  com- 
pletely surrounded  and  concealed  the  uterus.  It  contained 
twelve  pints  of  dirty  cream-colored  fluid,  large  balls  of  hair, 
teeth,  etc. 

Rupture  of  Ovarian  Cyst. — Two  such  cases  are  described 
by  A.  Moulonguet."  In  the  tirst  a  thin- walled  unilocular  cy.st 
ruptured  spontaneously  three  times,  its  contents  being  on  each 
occasion  rapidly  absorbed  by  the  peritoneum  and  the  urine 
markedly  increased,  examination  thus  failing  to  reveal  any 
tumor.  Ovariotomy  was  successfully  performed  when  the 
patient  was  again  seen  with  the  tumor  refilled  and  unruptured. 
In  the  other  case  ovariotomy  was  performed  for  a  ruptured 
ovarian  cyst,  without  interrupting  an  existing  pregnancy. 

Suppurating  Ovarian  Cyst.— G.  Lemiere  and  E  Druon,'' 
in  reporting  the  successful  removal  of  a  suppurating  ovarian 
cyst,  describe  a  peculiar  bacillus  found  in  the  pus.  They  be- 
lieve the  infectious  germs  were  derived  from  the  intestine  and 
reached  the  tumor  through  adhesions. 

Deaths  after  Ovariocomy. — A  series  of  250  ovariotomies 
with  7  deaths  is  put  on  record  by  W.  A.  Meredith."  In  view 
of  the  results  obtained  in  this  series  and  in  other  abdominal 
operations,  he  advocates  flushing  of  the  abdominal  cavity  with- 
out subsequent  drainage,  except  in  cases  of  antecedent  intra- 
peritoneal sepsis,  for  the  following  reasons:  1.  The  enclosed 
water  tends  to  arrest  venous  oozing  by  the  hemostatic  action 
due  to  its  temperature,  and  prevents  fresh  formation  of  clot  in 
the  event  of  the  temporary  persistence  of  such  oozing  after  clo- 
sure of  the  abdomen.  2.  By  its  solvent  action  on  such  sub- 
stances as  blood  clot,  colloid  material,  or  lymph  which  have 
escaped  removal  during  the  process  of  washing  out,  it  promotes 
their  absorption  and  thus  prevents  the  establishment  of  a  nidus 
for  the  development  of  sepsis.  3.  By  dilution  it  facilitates  the 
absorption  of  any  ovarian  or  other  remaining  fluids  liable  to 
provide  a  medium  for  the  growth  of  micrococci.  4.  Owing  ta 
rapid  absorption  of  fluid  from  the  peritoneal  cavity  during  the 
forty-eight  hours  immediately  succeeding  operation,  the  urinary 
secretion  is  freely  promoted  from  the  first — a  fact  of  importance 
in  cases  of  renal  inadequacy,  whether  due  to  a  temporary 
cause,  such  as  antecedent  congestion  resulting  from  pressure, 
or  to  chronic  renal  disease.  5,  The  fluid,  by  its  mere  bulk, 
assists  in  restoring  the  balance  of  intraperitoneal  pressure,  dis- 
turbed by  the  removal  of  a  large  tumor,  thus  promoting  recov- 
ery from  shock.  0  By  displacing  the  intestinal  coils  from  the 
pelvic  cavity  it  tends  to  prevent  the  formation  of  adhesions  in 
this  situation.  7.  It  diminishes  friction  and  consequent  irrita- 
tion between  opposed  serous  faces  during  the  first  twenty-four 
hours  or  so  after  operation,  thereby  lessening  pain,  averting 
the  risk  of  adhesions,  and  promoting  ease  of  recovery. 

Vesico-vaginal  Fistula. — E.  S.  Bishop  "  makes  a  circular 
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incision  around  the  fistula  through  the  vaginal  mucosa  and 
part  of  the  subjacent  tissue,  which  he  dissects  up  sufficiently 
to  allow  the  vesical  mucosa  to  project  later  into  the  bladder. 
Through  four  equidistant  points  around  the  margin  of  this 
vesical  flap  long  double  threads  are  passed,  their  ends  being 
drawn  out  through  the  urethra  by  a  forceps  introduced  through 
the  urethra  and  emerging  from  the  bladder  through  the  fistula 
until  it  can  grasp  the  threads  in  the  vagina.  A  purse- string 
suture  is  passed  around  the  fistula  in  the  vesical  wall,  avoiding 
its  mucous  membrane;  the  vesical  wall  around  the  fistula  is 
inverted  into  the  bladder  by  drawing  on  the  traction  strings; 
the  purse-string  suture  in  the  vagina  is  tied,  a  second  one  being 
introduced  if  necessary,  and  the  traction  strings  are  removed 
through  the  urethra  by  pulling  upon  one  end  of  each.  A  finger- 
like projection  into  the  bladder  is  thus  formed  and  the  sutures 
are  protected  from  the  urine.  The  raw  edges  of  the  vaginal 
mucosa  may  be  united,  unless  this  requires  too  great  tension. 

Cystitis. — -From  a  stady  of  several  cases  of  cystitis  Edgar 
Garceau  "  shows  the  necessity  of  determining  the  presence  of 
renal  disease  when  this  exists  as  an  etiological  factor.  Ex- 
amination of  urine  collected  by  catheterization  may  show  tu- 
bercle bacilli  if  tubercular  nephritis  is  the  cause  of  the  cystitis,  or 
pus  and  casts  in  cases  of  suppurative  nephritis.  Nephrotomy 
or  nephrectomy  may  then  remove  the  source  of  infection, 
whereas  local  treatment  of  the  cystitis  alone  would  be  unsuc- 
cessful. Patulousness  of  the  meatus  is  often  present  in  those 
who  have  borne  children,  due  probably  to  its  stretching  and 
laceration  during  passage  of  the  head,  or  more  often  to  lacera- 
tion of  the  perineum  followed  by  prolapse  of  the  pelvic  organs 
and  then  of  the  urethra  with  secondary  eversion  of  the  ure- 
thral mucosa.  Garceau  believes  that  this  predisposes  to  cystitis 
by  exposing  the  urethra  to  purulent  vaginal  secretions.  He 
also  suggests  that  the  function  of  Skene's  glands  must  be  to 
secrete  an  antiseptic  fluid,  and  that  in  the  patulous  meatus  the 
secretion  is  spread  over  a  larger  area,  diminishing  its  concen- 
tration. The  meatus  not  being  patulous  in  virgins,  a  cystitis, 
especially  of  long  standing,  should  be  suspected  to  be  of  renal 
origin. 

N.  G.  Bozeman  "  advocates  the  treatment  of  cystitis  by  con- 
stant irrigation  through  a  tube  introduced  through  an  artificial 
vesico-vaginal  fistula. 

Exstrophy  of  the  Bladder. — A  successful  operation  for 
exstrophy  is  described  in  detail  by  F.  E.  Tarver." 

Prolapse  of  the  Urethral  Mucous  Membrane. — W.  S. 
Bagot  "  reports  the  removal  of  an  angioma  causing  prolapse  of 
the  urethral  mucous  membrane  in  a  nullipara  aged  50,  the  case 
being  published  to  support  the  statement  that  instances  of  so- 
called  complete  prolapse  of  the  urethral  mucous  membrane  are 
rarely  true  primary  prolapse,  but  are  most  often  due  to  angio- 
mata. 

Strangulated  Obturator  Hernia. — Three  such  cases  are 
reported   by  R.   Godlee.''     In  two,  operated  upon  through  an 
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abdominal  incision  on  the  ninth  and  eleventh  days  respectively, 
the  intestine  was  perforated.  In  the  other  the  intestine,  being- 
found  in  apparently  good  condition  by  an  incision  in  Scarpa's 
triangle,  was  easily  reduced  on  the  eighth  day.  All  proved 
fatal.  Grodlee  advises  exposing  the  sac  in  Scarpa's  triangle, 
dividing  this  structure,  reducing  the  intestine,  and  examining 
its  condition  through  an  abdominal  incision. 

Peritonitis. — A.  J.  McCosh  "  believes  that  success  in  the 
treatment  of  septic  peritonitis  depends  largely"  on  thorough  irri- 
gation and  the  restoration  of  intestinal  peristalsis.  He  attri- 
butes many  of  his  favorable  results  to  the  intraintestinal  in- 
jection of  sulphate  of  magnesium,  as  cathartics  administered 
by  mouth  are  so  frequently  vomited. 

If  untreated,  acute  general  peritonitis,  a  form  in  which  there 
is  no  attempt  to  limit  the  process  by  adhesions,  is  inevitably 
fatal.  From  a  study  of  the  recent  statistics  of  several  skilful 
operators,  R.  Abbe  "  shows  that  the  earlier  these  cases  are  ope- 
rated upon  the  better  is  the  prognosis.  Even  in  the  severe  type 
there  is  a  chance  of  success  if  the  peritonitis  has  not  lasted 
more  than  two  and  a  half  days.  In  cases  where  albumin  and 
casts  occur  in  the  urine  it  is  proof  enough  that  the  system  is 
already  overwhelmed  and  the  kidneys  and  other  glands  are 
choked  and  the  operation  hopeless. 

For  grave  cases  Abbe  favors  a  long  median  and  lumbar  or 
two  lateral  incisions,  careful  mopping  of  the  peritoneum  if  only 
the  lower  portion  of  the  abdominal  cavity  is  invaded,  and  free 
irrigation  if  the  infection  is  widespread,  with  drainage  by  ample 
gauze  packing.  The  abdominal  wound  should  never  be  closed 
in  septic  cases.  The  bowels  should  be  moved,  distension  re- 
lieved by  the  rectal  tube,  and  cold  applied  over  the  abdomen. 
Of  the  symptoms  distinguishing  a  beginning  dangerous  peri- 
tonitis, a  persistent  diffused  tenderness  spreading  to  the  opposite 
side  of  the  abdomen  is  very  grave.  A  board-like  stiffness  of 
both  sides  of  the  abdomen  is  suggestive.  Tenderness  at  a  point 
in  the  rectum  as  high  as  the  finger  can  reach  in  the  median  line 
is  a  sure  index  of  either  an  inflamed  appendix  hanging  over  the 
pelvic  brim  or  an  acute  peritonitis.  A  pulse  that  is  rapid  and 
quick,  or  "  snappy,"  is  almost  a  sure  index  of  septic  toxemia, 
and,  if  it  persists  more  than  twelve  hours,  calls  for  interference. 
Vomiting  will  usually  occur  once  with  most  mild  attacks,  but 
if  persistent  indicates  mischief.  The  tongue  may  be  clean  and 
moist  and  the  eye  bright  in  one-third  of  the  cases  of  grave  peri- 
tonitis, even  after  two  or  three  days.  The  facies  of  abdominal 
inflammation  is  more  often  a  late  symptom.  Thoracic  respi- 
ration is  very  often  seen  when  spreading  peritonitis  prevails. 
The  temperature  is  frequently  but  little  elevated  during  the 
first  day  or  two,  while  the  pulse  may  be  showing  great  agita- 
tion. 

J.  M.  T.  Finney  *°  has  successfully  treated  five  cases  of 
general  suppurative  peritonitis  by  removing  the  intestines 
through  a  long  incision,  wrapping  them  in  hot  towels,  wiping 
tlie  peritoneal  cavity  and  subsequently  each  fold  of  intestine 
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with  gauze  wrung  out  of  hot  salt  solution,  and  leaving  a  gauze 
drain  in  the  abdominal  wound.  Constant  irrigation  with  warm 
salt  solution  during  the  cleansing  process  aids  the  latter  and 
lessens  shock. 

Appendicitis. — R.  Abbe  "  has  studied  the  appendix  removed 
in  the  interval  by  distending  it  with  ninety-five  per  cent  alco- 
hol, ligating  its  cut  end,  and  immersing  it  in  alcohol  of  the 
same  strength  twenty-four  hours  or  more  before  slicing  it  lon- 
gitudinally. He  says  that  the  diseased  appendix  usually  passes 
through  the  following  stages  :  1.  Catarrhal  inflammation  of 
the  lining  mucous  membrane.  3.  Irregular  narrowing  of  the 
calibre,  with  hypertrophy  of  the  mucous  and  muscular  coats. 
3.  Strictures.  4.  Imprisoned  food,  desquamated  epithelium, 
and  pus,  forming  concretions.  5.  Obstruction  at  the  stricture, 
distension,  perforation,  abscess. 

Enteroptosis. — C.  G.  Stockton"  believes  that  many  cases 
of  chlorosis  result  from  enteroptosis,  which  is  responsible  for 
the  indigestion  and  auto  intoxication  which  give  rise  to  the  ane- 
mia. As  it  cannot  be  known  without  operation  whether  gastric 
symptoms  are  due  to  sagging  of  the  stomach  or  to  movable 
kidney,  Stockton  advises  nephrorrhaphy  in  all  cases  with 
severe  symptoms,  as  likely  to  benefit  or  even  cure.  Well- 
fitted  abdominal  supports  should  be  used  and  all  pressure 
from  above  removed.  The  bowels  should  be  evacuated  daily 
by  salines  and  enemata. 

Closure  of  the  Abdomen. — F.  La  Torre*'  presents  the  re- 
plies of  sixty-three  well-known  gynecologists  to  a  series  of 
questions  concerning  this  subject.  Analysis  of  these  shows 
that  imperfect  suture,  especially  of  the  aponeurotic  layer,  is 
considered  by  the  majority  as  the  chief  cause  of  hernia.  In 
regard  to  making  the  incision  in  the  linea  alba  or  through  one 
of  the  recti,  those  replying  are  about  equally  divided.  A  tier 
suture  is  used  by  the  larger  number,  though  many  employ  a 
mass  suture.  Infection  of  the  wound  is  ascribed  chiefly  to  im- 
perfect sterilization  of  suture  material,  but  also  to  lack  of  asep- 
tic precautions  and  to  infection  from  the  skin  and  from  foci 
within  the  abdomen.  Preference  is  given  to  silk,  catgut,  silk- 
worm gut,  and  silver  wire,  in  this  order. 

Bursting  of  the  Abdominal  Wound  after  Laparatomy. 
— In  a  case  of  myomotomy  the  abdominal  wound  was  closed 
with  four  rows  of  catgut  sutures.  The  wound,  which  had 
healed  per  primam,  burst  nine  days  after  the  operation,  during 
an  attack  of  coughing.  Beuttner '  believes  that  the  accident 
was  due  to  the  catgut,  which  should  be  used  only  to  unite  the 
peritoneum.  Silk  is  the  best  suture  material  for  the  other 
layers. 

Hot  Vapor  in  Gynecology. — This  method,  which  consists 
in  the  application  of  aqueous  vapor  of  high  degree  to  the  in- 
terior of  uterus,  is  considered  valuable  by  Pitha  '  in  the  arrest 
of  hemorrhage  after  curettement  for  malignant  growths,  abor- 
tion, and  chronic  hemorrhagic  endometritis.  The  only  dis- 
agreeable symptom  was  uterine  colic. 
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Gynecological  Massage. — The  Trendelenburg  position  is 
warmly  recommended  by  Beuttner  "  in  massage  of  the  pelvic 
organs.  This  position  is  not  so  tiring  to  physician  or  patient, 
and  in  thick  abdominal  walls  it  permits  the  hand  to  press  deeper. 

Foreign  Body  in  the  Uterus. — The  woman  was  in  the 
habit  of  irrigating  her  uterus  post  coitum  with  Braun's  uterine 
syringe.  This  caused  only  a  moderate  hypertrophy  of  the  ute- 
rus. Oldag  "  removed  the  broken-off  nozzle.  This  was  fol- 
lowed a  few  weeks  later  b}"  a  miscarriage. 

Ergotol  for  Hemorrhage. — W.  E.  Ard  "  describes  a  hys- 
terectomj^  in  which  secondary  hemorrhage  was  checked  by 
hypodermatic  injections  of  ergotol  and  the  patient  recovered. 

Infusions  of  Salt  Solution. — Le  Roy  Broun"  believes  that 
six  to  ten  pints  of  salt  solution  should  be  used,  and  that  the 
fluid  should  not  be  introduced  faster  than  fifteen  minutes  to 
the  quart,  on  account  of  the  danger  of  overcrowding  a  weak 
right  heart,  sudden  heart  failure  being  the  result,  or  of  a  san- 
guineous congestion  of  the  lungs  resulting,  giving  rise  to  a 
lingering  recovery. 

Sterilization  of  Catgut. — H.  N.  Vineberg  "  says  that  keep- 
ing the  catgut  in  a  state  of  high  tension  while  soaking  it  in 
formalin,  washing  with  running  water,  and  boiling  in  water, 
is  the  essential  point  of  Hofmeister's  method.  Catgut  so  pre- 
pared is  kept  in  carbolized  alcohol. 

Feminine  Attire. — E.  L.  Crutchfield "  writes  of  the  evil 
effects  of  the  corset  upon  respiration  and  the  abdominal  and 
pelvic  organs,  with  special  reference  to  increased  difficulty  in 
labor. 

Gynecology  Abroad. — An  interesting  series  of  articles  by 
J.  Wiener"  describes  a  number  of  foreign  clinics,  their  meth- 
ods of  preparation,  application  of  asepsis  and  antisepsis,  choice 
•of  anesthetics,  suture  and  drainage  material,  and  the  opera- 
tions employed  in  each  for  various  affections. 

Connection  between  Mental  and  Non-puerperal  Uterine 
Diseases. — J.  Braithwaite  "  believes  that  there  is  very  little 
•connection,  and  only  in  rare  and  accidental  cases,  between 
genuine  mental  affections  and  ordinary  non-puerperal  uterine 
or  ovarian  disease,  but  that  there  are  any  number  of  cases  of 
neuroses  of  various  kinds. 

Uterine  Epithelium. — Klein"  states  that  the  uterine  epi- 
thelium of  the  sexuallj"  matured  woman  is  of  the  ciliated  type. 
It  may,  however,  change  its  character  entirely  and  undergo 
manifold  changes  from  known  and  unknown  causes.  The 
form  of  a  cell  is  only  under  certain  conditions  of  a  certain  char- 
acter, which  physiological  and  pathological  causes  may  alter. 

Cardiac  Disorders  caused  by  Sexual  Intercourse. — 
Kisch "'  states  that  he  observed  attacks  of  tachycardia  in  excit- 
able and  sensuous  women  after  sexual  excesses.  He  has  also 
seen  these  attacks  accompanied  by  dyspnea  in  young  women 
suffering  from  vaginismus  and  during  the  climacterium  when 
•the  vagina  shoAved  excessive  atrophy.     The  coitus  interruption 
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and  incomplete  sexual  satisfaction  may  be  the  cause  of  mani- 
fold cardiac  disorders  and  a  lack  of  vascular  tonus. 
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DISEASES   OF  CHILDREN. 

Addison's  Disease. — G.  Variot  and  Peyre'  report  2  cases 
of  this  di.sease  in  children.  One  was  a  boy  of  14,  the  other 
a  young  girl  of  15.  In  the  first  the  pigmentation  was  extra- 
ordinarily intense.  In  the  second  there  were  fever,  nervous 
and  gastro-intestinal  SN^mptoms  of  such  severity  as  almost  to 
lead  to  the  suppo.sition  that  there  was  meningitis.  All  of  these 
cases  occurred  at  pubert3\  At  this  age  the  functions  of  nu- 
trition are  over-active  and  undoubtedly  predispose  the  child 
to  lesions  (especially  tuberculous)  of  the  suprarenal  capsules. 
G.  Variot  ^  further  reports  a  case  in  a  boy  of  14  years  which 
was  accompanied  by  incontinence  of  urine.  Cases  of  this  affec- 
tion in  children  are  not  frequent,  although  perhaps  not  alto- 
gether rare. 

Anemia  following  Diarrhea, — Henry  A.  Johnston  ''  finds 
that  in  this  condition  no  tonic  will  be  of  benefit  unless  the  con- 
27 
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ditioti  of  the  digestive  organs  is  looked  after.  When  this  is 
put  in  good  running  order,  give  a  form  of  iron  that  is  easily 
digested  and  assimilated.     The  author  uses  pepto-mangan. 

Antithermia  in  Pulmonary  Tuberculosis  by  means  of 
Maragliano's  Serum. — Farina'  states  that  there  are  tuber- 
culous fevers  which  resist  the  action  of  antipyretics  and  re- 
frigerants. In  such  cases  he  has  given  the  Maragliano  serum. 
When  the  patient  had  reached  the  stage  of  softening  of  the 
tuberculous  areas  the  results  obtained  were  not  conclusive,  but 
in  consumptives  in  the  first  stages,  or  even  at  the  beginning  of 
the  accumulation  of  the  tubercles,  the  beneficial  action  of  the 
serum  was  very  evident.  In  three  cases  reported  bj^  the  author 
it  rapidly  neutralized  the  fever-producing  poisons  resulting 
from  the  action  of  the  infectious  agent,  and  was  perhaps  the 
cause  of  an  amelioration  of  the  pulmonary  lesions  which  was 
very  manifest.  Farina  does  not  claim  that  the  patients  are  ab- 
solutely cured,  knowing  well  that  pulmonary  phthisis  often  has 
very  deceptive  periods  of  remission,  but  he  holds  that  the 
serum  may  ameliorate  the  symptoms  and  frequently  cause  the 
disease  to  become  of  a  slow  type  which  can  be  treated  with 
some  hope  of  success. 

Broncho-pneumonia,  Diphtheritic. — Mj-a  ^  has  followed  a 
number  of  cases  clinically  and  at  the  autopsy,  and  has  made 
many  animal  experiments.  He  concludes  that  the  cause  of  the 
severity  of  the  broncho-pneumonia  often  occurring  in  diphtheria 
must  be  looked  for  in  the  mechanical  and  biochemical  changes 
caused  in  the  organism  ;  and  also  that  diphtheritic  infection 
prepares  the  organism  for  various  forms  of  septicemia,  among 
which  the  pneumococcus  and  the  streptococcus  are  to  be  cited. 

Congenital  Membranous  Folds  in  Posterior  Part  of  the 
Glottis. — Chiari '  reports  the  case  of  a  girl  15  years  old,  who 
had  always  been  hoarse.  A  fold  was  found  in  the  posterior 
laryngeal  wall  at  the  level  of  the  vocal  cords,  and  was  re- 
moved. The  voice  improved  after  the  operation.  No  other 
such  case  has  been  reported. 

Delayed  Cranial  Calcification. — Fiirst '  gives  the  results  of 
his  experience  with  21  cases,  5  being  congenital,  9  beginning 
in  the  first  year,  5  in  the  first  half  of  the  second  year,  2  in  the 
second  half,  and  1  early  in  the  third  year.  The  average  dura- 
tion of  treatment  resulting  in  cure  was  three  to  four  months. 
While  rachitis  is  the  most  frequent,  it  is  not  the  onlj'  cause  of 
the  condition,  the  congenital  cases  being  referable  to  poor  nu- 
trition during  the  latter  half  of  pregnancy.  In  the  treatment 
hygiene  and  diet  are  infinitely  more  important  than  drugs. 

Dilatation  of  the  Stomach  in  Nursing  Infants.— J.  Comby* 
found,  as  a  result  of  autopsies  in  the  Creche  des  Enfants  Ma- 
lades,  tliat  64  out  of  80  children  had  dilated  stomachs.  The 
proportion  is  high,  but  the  children  sent  to  creches  and  hospi- 
tals are  usually  ill-nourished  and  ill-cared-for  before  they  are 
brought  there,  fed  upon  cheap  milk  of  an  inferior  quality,  pre- 
maturely given  soups,  bouillons,  etc.  The  dilatation  in  new- 
born and  nursing  infants  gives  few  s3^mptoms  and  must  be 
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carefully  sought  for.  The  abdomen,  as  a  rule,  is  large,  supple, 
and  often  swollen.  Clapotage  may  sometimes  be  perceived  at 
or  below  the  umbilicus,  but  not  infrequently  it  is  absent  be- 
cause the  stomach  is  hidden  behind  the  intestines  and  not  in 
any  way  connected  with  the  abdominal  walls.  In  these  cases 
the  stomach  pushes  up  the  diaphragm  and  lung.  In  some 
cases  the  stomach  is  related  to  the  abdominal  wall  to  a  great 
extent,  its  inferior  border  often  being  found  below  the  umbili- 
cus. The  children  have  frequent  attacks  of  regurgitation  and 
vomiting,  the  voided  matters  containing  glairy  mucus,  clots  of 
milk,  bile,  and  sometimes  debris  resembling  suet  or  coffee 
grounds.  By  means  of  acetate- of -lead  paper  we  may  some- 
times dete'ct  the  presence  of  sulphuretted  hydrogen.  Milk  re- 
mains in  an  undigested  condition  for  hours  in  a  dilated 
stomach:  the  organ  is  an  inert  bag  which  no  longer  expels 
food  stuffs,  but  retains  them  in  its  cavity,  where  they  accumu- 
late and  ferment  and  become  the  starting  point  for  permanent 
auto-intoxication,  leading  to  diarrhea,  vomiting,  athrepsia,  con- 
vulsions, etc.  The  author  does  not  hesitate  to  ascribe  the 
greater  number  of  deaths  occurring  in  creches  to  auto-intoxi- 
cation of  gastric  origin.  Dilatation  of  the  stomach  in  infants 
artificially  fed  in  hospitals  and  creches  is  a  very  grave  disorder. 
Such  children  as  recover  have  weak,  dilated  stomachs,  and  it  is 
very  probable  that  the  dyspepsia  of  later  childhood,  of  adult 
life,  and  even  of  old  age  may  date  from  the  dyspepsia  of  nurs- 
ing infants.  Comby  has  found  lavage  of  the  stomach  of  great 
benefit  in  these  cases.  Its  use  is  entirely  rational,  the  stomach 
really  requiring  to  be  evacuated  of  its  putrid  contents  and 
thoroughly  cleansed.  A  tube  of  appropriate  size  is  introduced 
about  twenty-five  centimetres  (ten  inches),  and  about  sixty 
grammes  (two  ounces)  of  tepid  boiled  water  or  Vichy  are  intro- 
duced, and  emptied  as  soon  as  the  fluid  reaches  the  funnel. 
This  is  repeated  five  or  six  times  until  no  detritus  is  brought 
up  through  the  tube.  This  treatment  is  attended  by  no  draw- 
backs whatsoever. 

Diphtheria. — Charles  Slater  and  J.  A.  Cameron*  present 
the  results  of  the  antitoxin  treatment  of  diphtheria  at  St. 
George's  Hospital.  With  the  exception  of  the  effect  on  trache- 
otomy cases,  it  is  impossible  to  draw  from  the  statistics  given 
any  strong  evidence  in  favor  of  the  serum  treatment.  Never- 
theless, noting  the  decided  improvement  in  the  statistics  of  the 
later  years,  the  increased  success  of  tracheotomy,  the  rapid 
clearing  of  the  throat  after  injection,  there  seems  to  be  no 
doubt  that  the  antitoxic  serum  has  been  of  great  value  in  the 
treatment  of  diphtheria.  With  a  greater  uniformity  in  the 
strength  of  the  serum  supplied,  and  a  more  accurate  knowledge 
of  the  dosage,  a  better  result  may  be  hoped  for.  Meyer '"  com- 
pares the  advantages  and  disadvantages  of  tracheotomy  and 
intubation,  and  then  gives  statistics  of  cases  treated  before  and 
after  serum  therapy  was  begun.  The  percentage  of  cures  rose 
from  31.3  per  cent  to  48.9  per  cent,  and  no  bad  effects  were 
observed  from  the  antitoxin.     Katz"  reviews  the  literature  of 
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diphtheritic  paralyses,  and  reports  three  cases  in  detail,  with 
autopsies  and  microscopical  examination.  He  finds  the  lesion 
to  be  a  fatty  degeneration  or  else  a  necrosis  of  the  nerve  cells, 
and  a  consequent  degeneration  of  the  nerve  fibres  trophically 
dependent  upon  the  cells.  The  medulla  was  found  more  se- 
verely and  earlier  involved  than  the  spinal  cord.  As  to  the 
nature  of  the  diphtheria  poison  causing  these  changes,  it  is 
probably  the  same  throughout,  causing  kidney  and  liver  epi- 
thelium or  heart-muscle  cells  to  degenerate.  G.  Variot  '■  sums 
up  as  follows  the  statistics  of  diphtheria  in  the  Trousseau  Hos- 
pital for  fS'JG,  with  the  exception  of  the  months  of  July  and 
August: 

1,502  patients  were  entered  in  tlie  hospital. 
126  cases  of  bacteriological  diphtheria  not  injected. 
1,087  cases  of  diphtheria  injected  with  serum. 
IH  from  0  to    1  year. 
703      "     1  "     5  years. 
368      "     5  "  15      " 
2  were  subjected  to  tracheotomy  at  once. 
Total  mortality,  166. 

9  from  0  to    1  year. 
129      "     1  "     5  years. 
28      "     5  "  15      " 
Mortality  15.26  per  cent  for  the  1,087  patients  treated  with  serum. 

13.6      "       "      '•      "    1,087  +  126  =  1,213  diphtheria  patients. 
Mortality  of  intubation  was  116,  or  37.6  per  cent. 
4  from  0  to    1  year. 
95      "     1  "     5  years. 
17      "     5  "  15      " 

Klein  "  reviews  the  history  of  intubation,  and  gives  the  com- 
parative results  of  tracheotomy  and  intubation  in  the  Kaiser 
und  Kaiserin  Friedrich  Kinderkrankenhaus  for  the  years  1890 
to  1895  (inclusive)  as  follows: 

366  tracheotomies  were  performed.         with    81  cures — 22. 13  per  cent. 
321  were  treated  without  antitoxin,     "      71      "        22.22   " 

45  "  "         with  "  "       10      "         22.11    " 
148  intubations  were  performed.  "     109      "         73.65   " 

46  were  treated  without  antitoxin,     "      20      "        43.48   " 
102     "  "         with  •'  "       89      "         87.15    " 

88  intubations  were   followed  by  secondary  tracheotomy,    13  being 
cured — 13.63  per  cent. 

67    were  treated  without  antitoxin,  with      8  cures — 11.94  per  cent. 
21       "  "         with  "  "         4      "         19.05   •' 

11  ti'acheotomies    were  followed   by  secondary  intubation,   9  being 
cured — 81.9  per  cent. 
9      were  treated  without  antitoxin,  with      8  cures — 88       percent. 
2       "  "        with  "  "         1      "        50 

Intubation  was  found  impracticable  in  cases  of  severe  heart 
failure,  in  septic  diphtheria,  and  in  severe  pharyngeal  dyspnea 
with  edema  of  the  glottis.  It  is  of  great  advantage  because  it 
is  bloodless,  needs  no  narcosis,  is  applicable  at  all  ages,  and 
there  is  no  wound  to  become  infected.  Its  disadvantages  are 
not  so  great  as  those  of  tracheotomy.  However,  tracheotomy 
has  not  been  superseded  by  intubation,  only  become  limited  to 
certain  cases. 
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Empyema. — B.  Scharlau'  in  189G  operated  upon  fifty-six 
children,  the  youngest  being  15  weeks,  the  oldest  13  years  old. 
Two  died,  possibly  in  consequence  of  the  operation,  and  sixteen 
from  causes  which  had  no  connection  whatever  with  the  sur- 
gical procedure.  The  operation  in  every  case  consisted  in  pri- 
mary exsection  of  a  rib,  which  the  author  considers  a  compara- 
tively harmless  operation. 

Epistaxis. — J.  Henry  Fruitnight^  states  that  he  has  the 
records  of  twelve  cases  of  the  coexistence  of  epistaxis  and 
organic  heart  affection.  The  patients  all  had  a  valvular  lesion, 
some  a  mitral,  others  an  aortic,  and  in  two  instances  both  mi- 
tral and  aortic  combined,  and  all  accompanied  by  either  hyper- 
trophy or  dilatation.  All  had  had  at  least  one  attack  of  acute 
articular  rheumatism  ;  some  had  a  family  history  of  rheu- 
matic taint.  In  some  the  rheumatism  had  been  a  complication 
of,  or  a  sequel  to,  an  attack  of  scarlet  fever.  In  some  there 
was  a  coexistent  chorea.  A  great  wealth  of  blood  vessels  is 
found  in  the  mucous  membrane  of  the  nose,  and  large  venous 
cavities  exist  between  the  periosteum  and  mucous  membrane, 
especially  posteriorly  on  the  turbinated  bones,  and  there  are 
numerous  anastomoses  between  the  arterioles  of  the  mucous 
membrane.  Changes  in  the  blood  pressure  in  the  vascular 
system  will  cause  the  nasal  mucous  membrane  to  become 
swollen,  red  or  dark,  and  turgid  to  the  point  of  bursting,  thus 
inducing  a  tendency  to  bleed.  Furthermore,  the  pituitary 
membrane  in  children  is  very  loosely  connected  with  its  base, 
and  is  covered  w4th  a  delicate,  cylindrical,  ciliated  epithelium 
which  gives  but  weak  support  to  the  walls  of  the  many  blood 
vessels.  Conditions  of  the  vascular  system  in  which  the  lateral 
pressure  within  the  blood  vessels  of  the  nose  is  changed,  as 
when  there  is  a  restriction  to  the  flow  of  blood  through  the 
veins  (as  in  a  paroxysm  of  pertussis),  or  an  increase  of  pressure 
within  the  arteries  (as  in  hypertrophy  of  the  left  ventricle  of 
the  heart),  are  conducive  to  the  occurrence  of  epistaxis.  Of 
course  children  of  a  sanguine  temperament  without  heart  dis- 
ease may  have  epistaxis,  but  in  every  case  a  physical  examina- 
tion of  the  heart  should  be  made.  Outside  of  mechanical  mea- 
sures lemon  juice  is  perhaps  the  most  efficacious  remedy  to 
staunch  bleeding  from  the  nose. 

Fracture  of  the  Leg,  Intrauterine. — Kopits ''  reports  the 
case,  the  left  leg  having  been  fractured  and  healed  during  late 
fetal  life.  A  marked  deformity  was  present,  the  dorsum  of 
the  foot  touching  the  anterior  surface  of  tlie  leg,  the  sole  being 
directed  forward.  Bloodless  operation  was  done,  the  leg  being 
refractured  and  set. 

Hypnotics  during  Childhood.— J.  Comby  "  writes  that  cer- 
tain nervous,  excitable,  irritable  children  sleep  badly  from 
earliest  infancy,  toss  about,  wake  at  the  slightest  noise,  and  cry 
without  any  reason  for  so  doing.  Their  nervous  hyperexcita- 
bility  becomes  even  more  marked  as  they  grow  older,  develop- 
ing into  hysteria,  chorea,  epilepsy,  idiocy,  etc.  Other  children, 
not  of  this  type,  also  have  a  greatly  disturbed  sleep ;  this  may 
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come  from  indigestion  or  a  variety  of  causes,  which  must  be 
carefull}"  sought  for.  The  remedy  Hes.  first  of  all,  in  hygienic 
measures.  Diet  must  be  regulated,  the  child  must  not  nurse 
too  often,  and  vomiting,  diarrhea,  and  constipation  must  be 
overcome  by  antiseptics,  astringents,  and  laxatives.  No  hyp- 
notics should  be  given.  Weaned  children  must  be  put  upon  a 
rational  diet;  there  must  not  be  an  excess  of  nitrogenous  food; 
they  must  not  eat  too  frequently,  and  pastries,  sweets,  and 
cakes  must  be  forbidden.  Should  the  insomnia  persist  in  spite 
of  all  this  care,  we  should  next  try  physical  sedatives,  tepid 
baths  (34°)  93.5°  F.  for  from  ten  to  twenty  minutes  or  more. 
We  may  add  bran,  starch,  or  tilleul  to  the  water  and  give  the 
bath  at  night.  In  some  cases  short  cool  baths,  cold  affusions, 
or  even  douches  are  indicated.  In  well-marked  cases  of  cere- 
bral irritation  in  children  from  3  to  5  years  of  age,  a  cold  pack 
of  two  hours'  duration  has  been  found  to  give  good  results.  In 
the  insomnia  of  fevers  the  cold  bath  is  the  best  form  of  treat- 
ment. Older  children  must  be  kept  from  overstudy,  too  vio- 
lent play,  late  hours,  etc.,  and  be  given  change  of  air  and  scene. 
Should  all  of  these  hj'gienic  measures  fail  to  bring  sleep, 
then  hypnotics  will  have  to  be  resorted  to.  Infusions  of  tilleul, 
camomile,  orange  leaves,  or,  best  of  all,  orange-flower  water, 
can  be  given.  Twent}'  to  sixty  grains  (five  drachms  to  two 
ounces)  of  the  latter  at  bedtime  often  secure  a  good  night's 
sleep.  Opium  should  be  given  only  in  cases  where  the  insom- 
nia is  caused  by  cough,  colic,  intestinal  or  peritoneal  pains,  etc., 
and  should  be  administered  in  small,  divided  doses  of  paregoric 
or  some  syrup.  The  bromides  are  indicated  in  nervous  disor- 
ders, such  as  chorea,  hj^steria,  epileps}',  convulsions,  etc.,  and 
can  be  given  in  doses  of  ten  centigrammes  (one  and  a  half 
gramme)  a  day  for  each  year  of  age.  in  syrup  or  sugared  water 
or  milk.  Antipyrin  in  the  same  amount  is  appropriate  to  the 
same  class  of  cases.  The  medium  can  be  given  in  suppositories, 
if  the  child  cannot  take  it  by  the  mouth.  Urethane  has  been 
recommended.  Chloral  is  one  of  the  best  hjpnotics;  give  in 
five-centigramme  doses  for  each  year  of  age — stronger  doses 
depress  the  heart.  "  Chloralose  "  is  more  dangerous.  Chloral- 
amide  is  good.  Bromide  of  potassium  and  chloral  in  combi- 
nation are  excellent.  Sulfonal  and  trional  have  given  good 
results. 

Infant-feeding. — Walter  G.  Murphy  "  contributes  an  article 
upon  the  subject  of  cow's  milk  in  infant  feeding.  In  modif}^- 
ing  this  milk  so  as  to  resemble  more  closely  that  from  the 
human  breast,  the  difSculty,  outside  of  the  laboratory,  is  to 
dilute  the  proteids  and  still  retain  the  fats  at  a  proper  standard. 
The  acid  reaction  of  cow's  milk  presents  another  difficulty.  It 
is  usually  received  twenty-four  hours  after  milking  and  is  quite 
acid;  this,  the  author  believes,  does  as  much  harm  as  the  pro- 
portion of  proteids.  It  has  been  found  that  if  milk,  imme- 
diately after  being  drawn  from  the  cow,  is  cooled  to  40°  F.,  all 
bacterial  growth  is  arrested  at  once  and  remains  so  if  the  milk 
be  kept  at  a  lower  temperature.     But  with  our  present  manner 
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of  handling  milk  in  the  dairy,  unless  absolute  cleanliness  is  ob- 
served about  the  barn,  cow,  and  hands  and  clothing  of  the 
milker,  it  is  impossible  to  get  a  thoroughly  sterile  milk.  The 
curd  is  larger  in  cow's  than  in  woman's  milk,  but  it  does  not 
seem  possible  that  in  its  normal  state,  as  received  by  the  young 
animal,  it  would  precipitate  into  the  tough,  hard  mass  seen 
when  acid  is  added  in  a  test  tube.  To  determine  this  fact  the 
author  iindertook  a  series  of  experiments,  and  in  every  case  it 
was  noticed  that  the  curd  was  smallest  when  the  milk  had  not 
undergone  an  acid  fermentation.  The  milk  curdles  more  quickly 
and  the  curd  is  heavier  in  old  than  in  fresh  specimens.  From 
these  experiments  it  would  seem  that  when  measures  have 
been  employed  to  lessen  the  fermentation  of  milk  the  curd  is 
•entirely  different  from  that  of  ordinary  milk  obtained  from  the 
cart;  and,  further,  it  will  be  noticed  that  when  the  milk  has 
been  aerated  immediatelj"  after  the  milking,  the  curd  is  finer 
than  that  of  pasteurized  milk,  with  which  the  effort  is  made  to 
check  fermentation  after  it  has  already  begun. 

Inflammatory  Processes  and  Deep-seated  Suppurations 
in  the  Neck. — Oppenheimer"^  has  seen  44  retropharyngeal 
abscesses,  with  5  deaths:  one  of  aspiration  pneumonia  after 
-spontaneous  rupture;  one  of  pneumonia  and  one  of  posterior 
mediastinitis  after  internal  incision;  one  of  pyemia  and  one  of 
anterior  mediastinitis  after  external  incision.  A  number  of 
cases  were  seen  following  diphtheria  and  intubation,  which  is 
capable  of  causing  suppuration  about  the  neck  as  well  as  the 
irach'^otomy  wound.  The  operative  treatment  is  discussed  in 
detail,  and  several  cases  are  cited  at  length. 

Lithemia. — B.  K.  Rachford  '  uses  this  term,  because  of  its 
widespread  use.  to  describe  the  manifestations  resulting  from 
the  presence  of  the  alloxuric  bodies  in  the  body  media,  uric  or 
lithic  acid  being  one  of  these  alloxuric  bodies,  or,  in  fact,  the 
representative  body  of  its  class.  Heredity  is  the  most  impor- 
tant etiological  factor  of  lithemia;  when  the  disease  occurs  in 
■children  it  always  means  that  one  or  both  parents  suffer  from 
some  phase  of  the  uric  acid  diathesis,  such  as  gout,  chronic 
arthritis,  migraine,  asthma,  "nervous  dyspepsia,"  "bilious- 
ness," etc.  Lithemia  is  a  specific  and  not  a  degenerate  inheri- 
"tance.  Overfeeding  is  an  important  factor  in  its  production. 
If  more  food  be  taken  in  a  day  than  can  be  used,  it  must  be 
stored  up  as  fat  or  carried  off  by  the  excretory  organs;  over- 
worked excretory  organs  after  a  time  fail  to  do  their  work  and 
the  blood  and  tissues  are  overcharged  with  imperfectly  oxidized 
organic  material.  An  acute  lithemic  attack  which  one  calls 
"  bilious"  supervenes,  and  after  a  few  hours  or  days  of  head- 
ache and  vomiting,  accompanied  by  the  excessive  excretion  in 
the  urine  of  the  poisonous  leucomaines,  paraxanthin  and  hete- 
roxanthin,  the  rested  organs  again  resume  their  work  and  the 
bilious  attack  is  over.  Overfeeding  is  an  Anglo-Saxon  habit 
which  the  author  believes  is  in  part  responsible  for  the  preva- 
lence of  lithemia  among  English-speaking  people.  A  seden- 
tary life  also  predisposes  to  lithemia,  probably  by  furnishing 
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diminished  opportunities  for   the  oxidation   of  the  poisonous 
xanthin  bodies. 

Measles. — Prof.  Hutinel  "  treats  of  the  bronchial  and  pul- 
monary complications  of  measles  which  transform  a  benign 
affection  into  a  dangerous  disease.  The  various  complications 
are  due  to  the  pyogenetic  bacteria  which  live  and  multiply 
in  infected  tissues,  such  as  the  streptococcus,  staphylococcus,, 
pneumococcus,  the  pneumo-bacillus  of  Friedlander,  the  bacil- 
lus cob,  Pfeiffers  bacillus,  etc.  Most  of  them  are  habitually 
found  in  the  mouth,  w4iere  they  live  the  life  of  saprophytes 
until  conditions  are  favorable  to  their  becoming  virulent  in 
their  action.  Up  to  the  age  of  2^  years  infants  have  little 
power  of  resistance  to  these  pathogenic  agents,  either  because 
phagocytosis  is  less  active  at  this  period  of  life,  because  the 
intercellular  reactions  are  less  energetic  on  account  of  the  cells 
being  as  yet  imperfectly  differentiated,  or  because  the  destruc- 
tive power  of  the  fluids  on  bacteria  is  only  slightly  developed. 
The  complications  of  measles  are,  therefore,  much  more  marked 
in  the  very  young  and  frequently  prove  fatal.  The  most  im- 
portant complication  is  that  wdiich  involves  the  bronchi  and  the 
lungs,  which  occurs  with  variable  frequency",  being  seldom  met 
with  in  country  practice  and  very  often  in  cities,  especialh'  in. 
hospitals.  From  an  extended  study  of  cases  of  the  kind  the 
author  drawls  up  several  propositions,  w^hich  are  applicable  not 
only  to  measles,  but  to  other  diseases  in  which  there  is  a  ca- 
tarrhal condition  of  the  mucous  membranes.  1.  An  infective 
process,  even  though  apparently  simple,  due  to  trifling  causes^ 
and  occasioned  by  the  ordinary  pyogenes,  may  under  certain, 
conditions  become  contagious,  should  the  virulence  of  these 
germs  become  abnormally  increased.  2.  If,  previous  to  the- 
attack  of  measles,  the  patient  has  had  any  broncho-pulmonary 
aft'ection,  the  latter,  even  though  it  may  for  several  days  have 
appeared  to  be  cured,  will  return  and  seem  to  take  on  new  life 
at  the  moment  when  the  disease  declares  itself.  3.  The  ag- 
glomeration of  children  increases  the  virulence  of  the  germs 
and  the  number  and  gravity  of  the  affections.  The  transmitted 
disease  is  usually  more  serious  than  the  original  one,  which 
exacth^  tallies  wntli  laboratory  experimentation,  where  germs 
acquire  greater  virulence  wdth  successive  inoculations.  In 
other  words,  the  first  case  may  be  one  of  simple  measles,  while 
the  patients  infected  from  the  first  or  from  each  other  will 
suffer  from  bronchial  and  pulmonary  complications,  etc. ,  of  a 
serious  nature.  Many  varieties  of  these  broncho-pulmonary 
affections  exist,  but  there  are  three  principal  types:  1.  Avery 
acute  {suraigu)  form  which  is  like  a  capillar}-  bronchitis  or  a 
suffocating  catarrh.  This,  in  hospitals  especially,  is  usually 
due  to  the  streptococcus,  and  death  is  its  usual  termination. 
The  pneumococcus  is  sometimes  the  infective  agent,  in  which 
case  there  is  more  hope  of  recovery  if  cold  bathing  be  promptly 
resorted  to.  2.  An  acute  form  with  the  characteristics  of 
broncho-pneumonia.  The  infective  process  advances  more 
slowly  than  in  the  first  type  and  penetrates  more  deeply,  going 
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into  the  pulmonary  lobules.  It  varies  as  to  its  gravity.  The 
author  believes  that  pseudo-lobar  forms  of  inflammatiou  are 
caused  by  the  pneumococcus,  the  formation  of  fibrinous  and 
puriform  exudations  in  the  pleura  by  the  pneumococcus  and 
the  colon  bacillus  of  Friedlander,  and  that  in  streptococcus  in- 
fections the  bronchi  and  bronchioles  are  filled  with  pus  and  are 
more  or  less  dilated.  Although  broncho-pneumonia  of  measles 
is  by  no  means  as  yet  fully  understood,  this  one  fact  is  known, 
that  the  broncho-pneumonia  of  private  practice  and  that  of 
hospitals  difi^er  so  widely  as  almost  to  be  separate  diseases. 
3.  A  subacute  or  delayed  form,  which  may  be  called  pseudo-tu- 
berculous broncho-pneumonia.  This  drags  on  for  a  long  time, 
causing  gradual  and  general  emaciation,  with  enlarged  liver 
and  other  evidences  of  disease.  If,  as  usually  occurs,  the  child 
dies,  no  tuberculous  lesions  are  found  in  lungs  or  ganglia,  but 
only  the  classic  lesions  of  broncho-pneumonia.  Sometimes  the 
patients  recover,  but  for  years  there  will  be  bronchial  dilata- 
tion and  tendency  to  serious  relapses  of  the  affection.  This 
type  is  usually  due  to  pyogenic  microbes,  especially  the  strepto- 
coccus. 

In  all  the  forms  of  infection  toxemia  plays  an  important 
part.  Much  research  is  still  needed  in  order  to  distinguish  the 
various  infections  and  to  assign  to  each  its  proper  clinical  and 
anatomical  characteristics.  Meanwhile  the  practical  points  to 
be  deduced  from  the  studies  already  made  are:  to  isolate  all 
children  affected  with  broncho-pneumonia,  and  in  especial  to 
keep  them  away  from  patients  sick  with  measles;  to  isolate 
even  those  who  are  only  threatened  with  broncho-pneumonia 
or  who  have  been  exposed  to  infection;  to  isolate  children  at 
the  stage  of  eruption  from  those  in  the  incubation  stage  of 
measles.  This  should  be  done  in  private  families  as  well  as  in 
hospitals.  The  patient  must  be  kept  clean,  almost  to  excess. 
The  author  has  a  bichloride  bath  given  to  all  children  entering 
the  measles  pavilion,  no  matter  at  what  stage  of  the  disease. 
Wounds,  crusts,  ulcerations,  impetiginous  spots  should  be 
antiseptically  dressed.  The  mucous  membranes  of  the  mouth 
and  pharynx  must  be  carefully  treated  by  douching  wnth  boiled 
water  or  a  tepid  borated  solution  at  a  low  pressure.  The  nos- 
trils can  be  sprayed  with  borated  oil  of  vaseline  or  mentholated 
olive  oil,  or  a  slightly  antiseptic  ointment  may  be  applied. 
These  precautions  and  this  treatment  have  in  the  Foundling 
Hospital  reduced  the  mortality  in  measles  from  50  per  cent, 
which  it  was  ten  years  ago,  to  less  than  12  per  cent,  and  the 
author  hopes  to  diminish  it  still  further. 

Measles  and  Whooping  Cough.— Marcel  Labbe"  calls  at- 
tention to  the  great  frequency  with  which  these  two  diseases 
are  associated  in  hospitals  and  during  epidemics.  It  is  not  at 
the  present  day  believed  that  either  of  these  affections  causes 
the  other,  since  they  are  two  different  infectious  disorders,  each 
with  its  own  distinct  etiology  and  course;  but  they  may  and 
do  develop  simultaneously  or  successively  in  the  same  patient. 
In  some  cases  measles  causes  a  tracheo-bronchial  adenopathy. 
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and  the  cough  to  which  it  gives  rise  simulates  the  coughing 
attacks  in  pertussis.  The  order  of  succession  of  the  two  affec- 
tions varies  according  to  the  case.  Hirsch  in  a  large  experi- 
ence noted  their  simultaneous  appearance  thirty  times,  pertussis 
preceded  by  measles  fourteen  times,  measles  preceded  by  per- 
tussis five  times.  Rilliet  and  Barthez  held  that  in  the  great 
majority  of  cases  the  cough  follows  the  eruption.  The  author 
has  found  pertussis  first  in  S  cases,  measles  in  6,  and  simul- 
taneous invasion  t^^'ice.  The  author  does  not  consider  that  the 
prognosis  of  either  affection  is  rendered  more  grave  by  the 
presence  of  the  other. 

Mumps. — John  Thomson'  reports  a  case  of  enlargement  of 
the  parotid  glands  after  mumps,  which  lasted  for  seven  years. 
It  caused  no  pain,  no  abnormality  in  other  lymphatic  glands, 
no  lack  of  saliva,  no  impairment  of  hearing,  but  of  course  it 
imparted  a  peculiar  look  to  the  face. 

Muscle  Spasm  in  Severe  Infantile  Diseases,  and  its  Re- 
lation to  other  Diseases  of  the  Spinal  Cord  in  Children. — 
Zappert'^  reports  two  cases  of  severe  nei'vous  symptoms,  both 
motor  and  sensory,  in  infants  who  died  of  pulmonary  affections 
— syphilis  being  present  in  one.  At  the  autopsies  no  macro- 
scopic lesion  was  found  in  the  nervous  system,  and  no  micro- 
scopic change  from  the  normal  could  be  demonstrated  except 
bv  Marchi's  method,  which  showed  marked  degeneration  of  the 
anterior  horns  of  the  spinal  cord  and  of  the  anterior  nerve 
roots.  The  author  concludes  that  the  anterior  horns  and  roots 
of  the  child's  cord  are  easily  affected  by  chemico-toxic  sub- 
stances, the  severity  of  the  changes  and  resulting  symptoms 
depending  upon  the  kind  and  severity  of  the  poison.  The  most 
marked  of  all  toxic  cord  changes  is  evidenced  by  poliomyelitis. 

Nephritis,  Unsuspected. — John  H.  Seller '  makes  a  plea 
for  more  frequent  and  careful  analysis  of  urine.  Many  cases 
exist,  both  in  adults  and  in  children,  in  which  there  are  none 
of  the  symptoms  ordinarily  present  in  renal  disorder,  such  as 
pain  in  the  back,  deficient  or  excessive  urination,  pale  or  highly 
colored  urine,  sediments,  edema  of  face  and  extremities,  ascites, 
inordinate  thirst,  or  precarious  appetite.  The  author  reports 
two  cases  in  illustration  of  his  point. 

Open  Treatment  of  Laparatomy  Wounds  in  Peritoneal 
Infection. — Gliick  "  makes  a  plea  for  so  treating,  and  cites  six 
cases  of  tuberculous  peritonitis  in  which  the  plan  worked  well. 
He  has  devised  a  glass  chamber  for  holding  the  patient,  regu- 
lated as  to  heat  and  moisture,  which  promises  great  results. 

Pathogenesis  of  Pleurisy  under  Influence  of  Bacterium 
Coli  Communis. — Heyer"  reports  two  cases  of  pleuris}"  follow- 
ing dift'use  peritonitis,  in  one  case  due  to  necrotic  appendicitis. 
By  animal  experiments  he  proved  that  the  bacterium  coli  com- 
munis produces  a  pleurisy  only  when  it  is  inoculated  directly 
into  the  pleural  cavity.  When  a  pleurisy  follows  inoculation 
into  the  peritoneum  it  is  due  to  a  spreading  upward  of  the  in- 
flammatory  process  and   not  to   the   bacterium  itself.      The 
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metabolic  products  of  the  bacterium  have  no  effect  upon  the 
pleura,  as  shown  by  the  injection  of  sterilized  cultures. 

Pertussis,  Prognosis  and  Treatment. — Frank  Dyer  San- 
ger.'" basing  his  statements  upon  the  result  of  an  epidemic 
in  the  Baltimore  Xursery  and  Child's  Hospital,  comes  to  the 
following  conclusions  :  1.  Children  under  1  year  of  age  are 
particularly  susceptible  to  whooping  cough,  especially  strumous 
and  debilitated  infants,  and  infants  artificially  fed.  2.  The 
younger  the  child  the  greater  the  mortalit}'.  whooping  cough 
ranking  as  one  of  the  most  fatal  diseases  under  1  year  of  age. 
3.  The  delicate  lung  tissue  of  infants  who  survive  an  attack  of 
whooping  cough  may  be  irreparably  damaged.  4.  It  is  there- 
fore of  utmost  importance  that  very  young  children  be  protected 
from  contagion,  best  by  removing  them  from  the  house  where 
there  are  infected  individuals,  or.  when  this  cannot  be  done, 
by  as  rigid  isolation  as  can  be  accomplished  in  the  house.  In 
order  to  protect  the  young,  diagnosis  must  be  •  made  early  by 
careful  attention  to  history,  character  of  the  cough,  appearance 
of  face,  apprehension,  vomiting,  temperature,  and  examination 
of  the  chest.  5.  Attention  to  the  hygienic  surroundings  of  the 
patient,  and  careful  nursing  and  feeding,  are  of  great  import- 
ance. 6.  Whooping  cough  is  a  self-limited  disease,  for  which 
there  is  no  specific  remedy  or  class  of  remedies.  To  amelio- 
rate the  distressing  cough,  diminish  the  number  and  severity 
of  the  paroxysms,  and  check  excessive  vomiting,  are  the  chief 
indications.  Bromoform  seems  best  to  meet  these  indications. 
7.  By  diminishing  the  number  and  severity  of  the  paroxysms, 
the  danger  of  complications,  which  are  largely  mechanical,  is 
minimized.  8.  Cases  should  be  watched  closely  and  the  chest 
examined  systematically,  that  complications  may  be  discovered 
^arly  and  promptly  treated. 

Pneumonia  in  Childhood  and  Pneumonia  in  General, 
Etiology  and  Histology  of. — Diirck  "  examined  42  cases  of 
pneumonia  in  children  histologically  and  bacteriologically,  and 
also  13  cases  with  no  pneumonia  lesions,  with  the  result  that 
not  once  was  the  lung  found  to  be  sterile.  The  diplococcus 
pneumoniae  is  the  organism  most  often  present  in  primary  as 
well  as  secondary  pneumonias,  a  greater  or  smaller  mixture 
of  bacteria  usually  being  found.  The  kinds  of  bacteria  do  not 
influence  the  histological  variety  of  the  pneumonic  lesion, 
and  it  is  not  possible  to  consistently  carry  out  a  classification 
into  lobular  and  pseudo-lobar  pneumonia.  "  Broncho-pneumo- 
nia'' is  justifiably  used  only  in  cases  where  the  inflammation 
of  the  bronchioles  is  seen  to  extend  to  the  peribronchial  tissues. 
Experiments  on  animals  proved  that  when  freshly  killed  (pigs, 
horses,  and  calves)  the  lungs  contain  pathogenic  bacteria,  and 
it  is  to  be  assumed  that  the  normal  human  lung  contains  the 
same.  Thus  "secondary"  and  "mixed"  infections  in  tuber- 
-culous  cases  are  somewhat  cleared  up,  and  it  seems  evident 
that  for  the  production  of  pneumonia  some  other  destructive 
factor  than  the  mere  presence  of  bacteria  is  necessary,  Durck 
.produced  pneumonias  in  animals  b}"  means  of  cold  and  irritat- 
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ing  dust,  the  lesions  being  identical  with  those  of  the  true  lobar^ 
fibrinous,  mycotic  variety. 

Retained  Intubation  Tubes. — J.  O'Dwyer"  believes  that 
persistent  stenosis  following  intubation  in  larj'ngeal  diphtheria 
is  due  to  traumatism,  with  paralysis  of  the  vocal  cords  as  a 
possible  occasional  exception  to  this  rule.  The  injurj'  to  the 
lar^-nx  is  done  by  a  tube  that  does  not  fit.  It  may  result  from 
an  imperfectly  constructed  tube,  or  from  a  perfect  tube  that  is 
too  large  for  the  lumen  of  the  larynx  although  proper  for  the 
age,  or  from  a  tube  that  is  perfect  in  fit  and  make  but  not 
clean*ed  at  proper  intervals.  Exceptions  to  this  rule  are  re- 
peated lacerations  of  the  larynx,  made  bj"  inexperienced  opera- 
tors during  attempts  at  introduction  or  removal  of  the  tube. 
The  seat  of  the  lesion  that  keeps  up  the  stenosis  is  just  below 
the  vocal  cords  in  the  subglottic  division  of  the  larynx,  or  that 
portion  of  the  organ  bounded  by  the  cricoid  cartilage.  Excep- 
tions to  this  rule  result  from  injuries  produced  by  the  head  of 
the  tube  on  either  side  of  the  base  of  the  epiglottis  just  above 
the  ventricular  bands.  The  author's  own  comparative  free- 
dom from  these  annoj'ing  complications  of  intubation  he  attri- 
butes principally  to  three  causes  :  first,  the  use  of  perfect  in- 
struments ;  second,  the  fact  that  he  has  always  considered  the 
size  rather  than  the  age  of  the  patient  in  selecting  the  proper 
tube  to  be  used  ;  third,  that  in  addition  to  the  ordinary  croup 
set,  including  the  large-calibre  tubes  intended  to  facilitate  the 
expulsion  of  false  membrane,  he  has  for  several  years  carried 
two  complete  sets  of  tubes,  one  having  large  heads,  the  other- 
large  retaining  swells.  By  this  means  he  has  always  been 
prepared  for  the  odd  cases  without  running  the  risk  of  using 
a  tube  of  larger  size.  Some  children,  for  example,  have  the 
knack  of  easily  expelling  the  tube  suitable  for  the  age,  and, 
instead  of  substituting  a  larger  one,  O'Dwj'er  uses  the  same 
size  with  larger  retaining  swell.  In  cases  of  extreme  sub- 
glottic stenosis  it  ma}'  not  be  possible  to  introduce  the  proper 
size,  or,  having  been  introduced,  it  causes  pain,  which  soon 
means  ulceration.  The  next  smaller  tube  with  increased  head 
usually  fulfils  all  the  indications.  Or,  again,  the  swollen  tis- 
sues may  override  the  head  of  the  tube  and  obstruct  respi- 
ration, which  the  larger-headed  tube  overcomes.  In  a  case 
reported  by  the  author,  in  which  there  was  marked  inflamma- 
tion in  the  subglottic  region,  and  in  which  the  patient  had 
been  under  treatment,  with  the  smallest  tube  that  could  be 
used,  for  over  two  months,  without  improvement  or  prospect 
of  any,  an  addition  to  the  treatment  was  devised.  This  con- 
sisted in  applying  a  hot  solution  of  gelatin  to  the  tube  between 
the  head  and  the  retaining  swell,  and  over  this  desiccated  alum 
was  thickly  powdered  and  pressed  in  by  the  finger.  After  dry- 
ing for  several  hours  this  tube  was  inserted,  and  when  re- 
moved in  five  days  the  patient  went  without  it  for  half  an  hour. 
Three  applications  of  the  tube  at  intervals  of  five  days  accom- 
plished a  cure.  A  double  coating  of  gelatin  caused  some 
unpleasant  symptoms  by  swelling  and  by  becoming  dislodged. 
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Some  dyspnea  persisted  for  several  days  after  the  cure,  but 
gradually  subsided  without  treatment.  The  author  thinks  it 
probable  that  an  interval  of  only  two  or  three  days  between 
the  applications,  instead  of  five,  would  be  still  more  efficacious. 
The  method  may  be  resorted  to  in  any  case  in  which  the  tube 
is  retained  much  beyond  the  average  time,  and  is  undoubtedly 
perfectly  safe  if  only  one  layer  of  gelatin  is  appUed. 

Scurvy  in  Infants. — D.  J.  Milton  Miller ''  reports  a  case  in 
a  child  of  10  months,  which  was  treated  by  four  ounces  each  of 
fresh  cow's  milk  and  barley  water,  with  one  ounce  of  cream, 
every  four  hours  ;  orange  juice,  one-half  ounce  three  times 
daily  ;  and  beef  juice,  a  teaspoonful  three  times  a  day.  The 
child  improved  rapidh\ 

Floyd  M.  Crandall,'-  treating  of  the  same  subject,  says  that 
scorbutus  in  children  is  certainly  on  the  increase,  but  that  un- 
doubtedly cases  had  passed  unrecognized  before  the  frequency 
of  its  occurrence  had  been  demonstrated.  In  many  of  its  clini- 
cal manifestations  it  differs  from  the  scurvy  of  adults.  The 
diagnosis  is  easy  in  typical  cases,  difficult  in  others.  All  the 
lesions  are  hemorrhagic  in  character,  due  probably  to  diape- 
desis.  The  most  characteristic  are  subperiosteal  hemorrhages, 
chiefly  of  the  long  bones.  The  femora  are  most  commonly 
affected,  and  there  is  a  tendencj"  to  separation  of  the  epiphyses. 
Hemorrhages  into  the  mucous  surfaces  are  usually  present,  the 
gums  being  chiefly  affected.  Hemorrhages  into  the  skin  and 
mucous  membranes  are  more  or  less  constant.  Lack  of  fresh 
food  is  the  most  important  cause  of  scurvy.  The  use  of  con- 
densed milk  and  proprietary  foods  without  a  sufficient  quantity 
of  milk  produces  more  scurv}^  than  all  other  causes  combined. 
The  disease  is  more  frequent  among  the  rich  than  among  the 
poor,  and  is  most  common  between  the  ninth  and  the  four- 
teenth months.  The  essential  symptoms  are  divided  into  two 
groups,  the  first  group  being  pain  on  motion,  painful  swelling 
of  the  lower  extremities,  spongy  and  bleeding  gums.  The 
secondary  symptoms  are  subcutaneous  hemorrhages,  pseudo- 
paralysis, hemorrhages  from  the  cavities  of  the  body.  The 
disease  may  be  mistaken  for  rheumatism,  stomatitis,  rickets, 
sarcoma,  osteitis,  and  infantile  paralysis.  Scurvy,  when  un- 
treated, is  a  very  fatal  disease  ;  when  recognized  and  treated 
a  rapid  and  complete  cure  is  usually  obtained.  Fresh  cow's 
milk,  properly  modified,  is  alone  capable  of  effecting  a  speedy 
and  brilliant  cure.  Expressed  beef  juice  and  orange  juice  are 
valuable  adjuvants. 

Short  Umbilical  Cord. — Konigstein "  reports  a  case  in 
which  the  cord  measured  thirty-four  centimetres  and  the  pla- 
centa had  separated  from  the  uterine  wall  very  earl}",  due  to 
the  mechanical  effect  of  the  short  cord.  In  a  second  case, 
twins,  the  cords  measured  twenty-eight  and  thirty -four  centi- 
metres respectively,  and  an  alarming  hemorrhage  followed  the 
birth  of  the  first  child.     Both  cases  resulted  favorably. 

Steam  as  an  Adjuvant  to  Serum  Therapy  in  the  Treat- 
ment of  Croup. — Murier'  describes  the  method  in  use  at  the 
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Trousseau  Hospital,  where  there  is  a  room  which  they  call 
the  steam  room.  A  large  copper  boiler  has  attached  to  it  a 
tube  through  which  the  vapor  escapes:  this  apparatus  may 
be  placed  in  the  same  room  as  the  patieut.  but  Variot  deems 
it  best  to  put  it  m  another  room,  bringing  the  tube  through  the 
wall,  as  in  this  way  the  products  of  combustion  can  be  kept 
out  and  there  is  no  danger  of  overheating  the  room.  There 
must  be  steam  enough  in  the  room  to  drip  from  the  walls.  In 
private  practice  simpler  apparatus  can  be  used  and  placed  in 
the  same  room  as  the  child;  it  must  be  large  enough,  however, 
to  produce  a  large  volume  of  steam,  and  care  must  be  taken  to 
ventilate  the  room  with  frequency.  It  is  better  to  put  water 
alone  in  the  generator.  Carbolic  acid  has  some  disadvantages: 
the  author  had  two  patients  who  died  from  pulmonary  burns 
due  to  air  laden  with  carbolic  acid. 

Stenosis  of  the  Pylorus,  Congenital. — Henry  Ashby"  re- 
ports a  case  of  this  condition  in  an  infant  of  a  week.  It  was 
born  plump  and  healthy,  and  was  fed  at  the  breast.  Then 
vomiting  began;  large  quantities  of  food  which  had  apparently 
accumulated  in  the  stomach  were  pumped  up,  the  vomiting 
continuing  until  the  stomach  was  empty.  In  spite  of  the  sub- 
stitution of  other  foods  for  the  breast  milk  the  vomiting  con- 
tinued. The  stools  were  small  and  constipnted.  Convulsions 
set  in,  followed  bj^  drowsiness,  with  a  typical  Cheyne-Stokes 
respiration,  and  death  occurred  at  seven  weeks.  At  the  autopsy 
the  brain  was  found  to  be  somewhat  congested,  but  the  bodj'" 
otherwise  normal,  with  the  exception  of  the  stomach,  the  muscu- 
lar walls  of  which  were  much  hypertrophied ;  the  muscular  fibres 
were  irregularly  contracted,  giving  the  organ  a  somewhat  sac- 
culated appearance.  At  the  pylorus  there  was  a  hard,  rounded 
mass  two  centimetres  (four-fifths  of  an  inch)  in  diameter,  feel- 
ing very  much  like  a  scirrhous  tumor.  It  was  only  with  dif- 
ficulty that  the  contents  of  the  stomach  could  be  squeezed 
through  the  pylorus.  The  mucous  membrane  was  red  and 
swollen,  owing  doubtless  to  catarrh.  The  pyloric  opening  was 
twenty-five  millimetres  (one  inch)  in  diameter,  and  continued 
at  about  this  calibre  for  about  two  centimetres.  The  thickened 
walls  of  the  pylorus  were  found  to  be  made  up  in  part  of  swol- 
len mucous  membrane,  but  the  greater  part  of  the  swelling 
consisted  of  hypertrophied  muscular  tissue.  The  author  cites- 
several  similar  cases  in  the  practice  of  other  physicians.  In  a 
typical  case,  he  says,  there  should  not  be  much  diflficulty  in 
diagnosis,  although  at  first  there  might  be  some  doubt  as  to 
whether  there  were  not  a  simple  gastric  catarrh  or  a  catarrh 
secondary  to  some  form  of  obstruction.  The  vomiting  is  the 
most  important  symptom,  and  is  not  a  mere  regurgitation,  but 
the  pumping  up  and  forcible  ejection  of  the  stomach  contents. 
The  matters  are  sour,  but  never  biliary.  There  is  no  great 
distension  of  the  abdomen.  A  small,  elongated,  movable  tu- 
mor may  possibly  be  felt  just  above  and  to  the  right  of  the  um- 
bilicus. Constipation  is  present  and  the  stomach  is  dilated. 
Wasting  will  be  progressive  and  marked.     The  pathology  of 
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the   condition   is   still   obscure.     Treatment   can  be   palliative 
only. 

Tannin  in  the  Diarrheas  of  Childhood.— J.  Comby"  thus 
sums  up  an  article  upon  this  form  of  treatment:  1.  Pure  tannin, 
as  obtained  at  the  druggist's,  is  difficult  to  use  and  of  doubtful 
efficacy  in  the  diarrheas  of  childhood.  It  has  a  disagreeable 
taste  and  is  not  well  tolerated  by  the  stomach,  and  its  astrin- 
gent action  is  lost  by  the  time  it  reaches  the  intestines.  2.  Tan- 
nigen  (acetylated  tannin)  and  tanalhiii  (tannate  of  albu- 
men) are  modifications  of  tannin  which  the  author  has  fre- 
quently used  and  which  he  considers  to  possess  many  advan- 
tages over  tannin.  They  are  in  the  form  of  a  light  powder, 
possessing  no  bad  taste,  odorless,  non-irritating  to  the  mucous 
membranes  of  the  primse  vise,  do  not  cause  vomiting,  and  ap- 
pear to  decompose  only  in  the  intestines.  They  are  therefore 
inoffensive,  well  tolerated,  and  their  anti-diarrheal  action  is 
indisputable.  3.  For  nursing  children  tannigen  and  tanal- 
bin  should  be  prescribed  in  small  powders  of  twenty  to 
twenty-five  centigrammes  (about  three  to  four  grains),  given 
three,  four,  or  five  times  a  day,  so  as  to  give  the  child  a  daily 
dose  of  fifty  centigrammes  (eight  grains).  The  treatment  may 
be  continued  for  several  days,  or  even  weeks.  The  powder 
can  be  mixed  with  sugared  water,  syrup,  or  honey,  in  a  tea- 
spoon which  is  carried  to  the  back  of  the  child's  mouth  4.  In. 
simple  apyretic,  non-infectious  diarrheas  these  astringent  pow- 
ders may  be  all-sufficient;  but  when  there  is  cholera  infantum, 
with  profuse  diarrhea,  vomiting,  fever,  etc.,  we  should  give 
with  them  intestinal  antiseptics,  such  as  calomel  in  divided 
doses — one-half  of  a  centigramme  (one-twelfth  of  a  grain) 
three  to  five  times  a  day — with  a  fluid  diet,  artificial  serum, 
and  the  other  remedies  universally  used  for  this  affection. 

Thyroids  in  Diseases  other  than  Cretinism. — Henry- 
Koplik"  reports  three  cases  in  which  the  extract  of  thyroid 
gland  was  used.  The  first  was  a  case  of  extreme  obesity  in  a 
boy  10  years  of  age.  There  was  no  improvement.  The  second 
was  a  case  of  hydremic  anemia,  in  which  some  improvement 
was  obtained,  although  not  of  a  radical  nature.  The  puffiness 
of  the  face  and  eyelids,  the  color  of  the  skin,  and  the  spirits  of 
the  child  improved.  The  treatment  seemed  to  benefit  the  hy- 
dremia more  markedly  than  the  anemia.  In  the  third  case  the 
results  were  very  much  the  same.  The  addition  of  thyroids  to 
iron  in  the  treatment  of  chlorosis  in  a  j^oung  girl  has  yielded 
far  better  results  than  the  use  of  iron  alone. 

Tuberculous  Adenophlegmon  of  the  Axilla  following- 
Pleuro-pulmonary  Tuberculosis. — Jules  Kenault""  and  Leon 
Bernard  report  two  cases  and  thus  sum  up  the  results  of  their 
observations:  1.  There  exists  a  form  of  acute  ganglionary  abscess 
of  a  tuberculous  nature  in  which  Koch's  bacillus  may  be  found 
alone  or  associated  with  other  micro-organisms.  2.  These 
peripheric  adenophlegmons  may  be  related  to  tuberculosis  of  the 
viscera  connected  with  the  ganglia,  such  as  adenophlegmon  of 
the  axilla  following  tuberculosis  of  the  pleura  and  lungs.     In 
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spite  of  the  small  number  of  cases  observed,  we  may  describe 
their  special  characteristics,  which  are:  the  brusqueness  with 
which  the  tuinor  appears,  becoming  so  enormous  in  size  that 
one  is  led  to  suppose  that  it  is  of  long  standing;  the  violence  of 
the  eruption  and  amount  of  pus  to  which  incision  gives  egress — a 
violence  so  great  as  to  remind  one  of  vomica,  or  of  the  opening  of 
a  large  splanchnic  cavity;  and  the  appearance  of  the  pus,  which 
is  serous,  non-homogeneous,  the  pus  of  tuberculous  suppuration, 
contrasting  with  the  rapidity  of  the  local  cure  of  the  abscess 
which  has  given  rise  to  it.  3.  Non-tuberculous  adenophleg- 
mon of  the  axilla  might  perhaps  be  found,  if  looked  for,  after 
non-tuberculous  infections  of  the  respiratory  passages. 

Urine,  Normal,  in  Children. — G.  Carron  de  la  Carriere  and 
L.  Moufet'''  sum  up  an  interesting  and  thorough  study  of  the 
subject  as  follows:  1.  A  healthy  child  passes  a  larger  propor- 
tional amount  of  urine  than  an  adult.  2.  The  specific  gravity 
of  its  urine  is  slightly  higher.  3.  The  acidity  is  markedly 
greater.  4.  One  kilogramme  of  body  weight  in  the  child  works 
over  a  much  greater  amount  of  substances  than  does  one  kilo- 
gramme of  body  weight  in  the  adult.  5.  The  nitrogenous  nutri- 
tion of  the  cell  in  the  child  is  about  a  third  more  active  than  that 
of  a  man;  in  other  words,  one  kilo  of  the  child  works  an  amount 
of  nitrogenous  matter  weighing  about  a  third  more  than  does 
s,  kilo  of  the  adult.  Moreover,  the  work  is  much  more  complete: 
in  the  adult  only  about  eighty-five  per  cent  of  the  nitrogenous 
matters  are  utilized,  while  in  the  child  the  proportion  is  ninety 
per  cent  upon  an  average.  6.  As  to  mineral  food  substances 
the  difference  is  still  greater,  the  cell  of  the  child  containing 
much  more  mineral  than  that  of  the  adult.  This  bears  out  the 
saying  that  there  is  an  intimate  connection  between  the  vital 
intensity  of  the  human  organism  and  the  richness  of  its  mine- 
ral supply.  7.  In  the  child  all  the  phenomena  of  nutrition  are 
incomparably  more  active  than  in  the  adult,  the  maximum 
apparently  being  reached  between  5  and  10  years  of  age. 
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Allow  me  to  thank  you  for  the  very  great  honor  you  have 
done  me  by  electing  me  to  preside  over  this  Association  at  its 
tenth  annual  meeting.  To  me  the  associations  of  these  years 
have  been  among  some  of  the  most  pleasant  of  my  life.  Many 
changes  have  occurred  in  our  ranks  as  a  consequence  of  death 
and  resignation,  but  changes  must  occur  in  every  association. 
We  have  been  sorry  to  lose  Fellows  by  resignation,  and  we 
mourn  over  those  who  have  been  removed  by  death.  New  life 
has  been  imparted  to  our  ranks  by  the  introduction  of  new 
material.  I  am  sure  that  we  all  wish  these  younger  Fellows 
every  success  as  they  struggle  up  the  ladder  of  science,  and  we 
trust  that  they  may  climb  higher  than  those  who  have  gone 

'  President's  address,  delivered  at  the  annual  meeting  of  the  American 
Association  of  Obstetricians  and  Gynecologists,  at  Niagara  Falls,  August 
17th  to  20th,  1897. 
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before  them,  that  they  may  achieve  greater  things  than  their 
predecessors.  The  young  should  be  encouraged  and  guided  by 
their  seniors.  All  of  us  must  have  some  pleasant  reflection  as 
we  look  back  upon  the  action  of  some  one  of  the  older  men  in 
our  profession.  We  may  perhaps  have  some  unpleasant  reflec- 
tions, because,  unfortunately,  some  of  the  older  men  are  unable 
to  tolerate  the  advance  of  the  youths  among  us. 

It  ought  to  be  pleasant  for  any  of  us,  when  our  hands  shake 
with  age  and  our  eyes  are  dimmed  as  a  consequence  of  senile 
changes,  to  be  able  to  point  to  one  of  the  younger  men  and  say: 
*' This  is  one  of  my  pupils.  See  what  he  has  done.  He  is  a 
credit  to  all  who  have  been  connected  with  him."  And  the 
young  men  should  never  fail  to  retain  a  certain  amount  of 
fatherly  respect  and  reverence  for  those  to  whom  they  owe  so 
much.  Opinions  of  others  demand  respect;  it  is  sometimes 
difficult  to  understand  their  meaning,  because  we  put  our  own 
interpretation  upon  that  meaning.  Unfortunately  for  us,  the 
men  among  us,  the  men  of  genius,  are  oftentimes  unpleasant 
companions.  They  are  oftentimes  bumptious  and  arrogant, 
but  still  they  are  useful  members  of  society  and  must  be  tole- 
rated with  all  their  faults. 

Ten  years  have  passed  since  first  we  met.  Time  is  moving 
ever  onward;  the  throb  of  the  human  heart  is  just  as  it  was 
hundreds  of  years  ago,  and  we  hear  the  same  cry  of  anguish 
and  observe  the  same  thrill  of  joy  as  were  observed  by  the  an- 
cients. To  the  family  physician  are  entrusted  the  lives  of  the 
people.  He  owes  his  ability  to  fulfil  this  vety  sacred  trust  to 
his  teachers.  As  the  teacher  moves  on  to  "that  mysterious 
realm  where  each  shall  have  his  chamber  in  the  silent  halls  of 
death,"  his  words  are  remembered  and  his  writings  read.  All 
that  he  says  should,  therefore,  be  said  with  judgment;  when  he 
writes  he  should  write  down  facts.  We  are  all  of  us  teachers: 
we  speak  and  we  write.  We  have  met  again  to  compare  our 
notes  of  another  year  of  work  and  observation.  We,  as  teach- 
ers, are  gathered  together  to  teach  one  another. 

For  ten  years  we  have  been  meeting  together.  Nine  records 
have  been  scattered  to  the  four  quarters  of  the  earth  to  guide 
and  to  teach  the  healers  and  to  assist  and  alleviate  the  suffer- 
ing. These  books  are  the  milestones  of  our  progress,  and  they 
have  already  become  a  living  monument  of  the  thrift  and  labor, 
order  and  literary  attainments,  of  our  indefatigable  secretary, 
Dr.  Potter.  If  I  may  be  allowed  to  express  myself  in  modest 
language,  I  may  surely  say  that  our  work  has  been  creditable. 


ROSS:    SURGERY   AND   FACTS.  435 

We  are  none  of  us  seeking  personal  renown  or  mercenary 
reward  from  the  work  that  we  do  in  this  Association.  When 
we  meet  we  are  like  pebbles  on  the  ocean  beach,  washed  to 
and  fro  by  the  turbulent  waves  of  thought,  deprived  of  use- 
less particles  of  mould  and  seaweed,  burnished  by  friendly 
attrition  with  one  another,  and  when  the  surface  is  highly 
polished  each  is  shown  in  his  true  light  of  worth. 

Our  medical  literature  is  in  no  respect  different  from  general 
literature.  In  general  literature  we  have  our  poets  and  our 
prose  writers.  Many  prose  writers  write  volumes  that  are  soon 
forgotten,  and  our  ablest  poets  in  the  whole  cycle  of  their  lives 
are  only  able  "to  spin  one  or  two  sunbeams  into  gold.^' 

It  is  impossible  for  us  to  take  note  of  all  the  advance  of  mod- 
ern science;  much  is  written,  much  forgotten,  much  disappears- 
into  the  depths  of  the  unheeded  past.  But  progressive  thought 
is  moulded  on  thought  that  has  gone  before,  and  our  present 
utterances  may  effect  a  perhaps  imperceptible  influence  in 
moulding  the  thought  of  the  future.  In  our  department  we  set 
the  measures  of  the  march;  let  us  see  to  it,  then,  that  it  is  not 
too  fast,  heedless,  and  rushing,  like  a  mountain  torrent  bursting 
from  all  control,  but  that  it  pursues  a  calm  and  even  course 
like  the  navigable  streams  that  bear  the  commerce  of  the  busy 
world.  Science  must  progress  so  that  benefit  to  mankind 
ensues. 

Some  facts  are  facts,  and  some  facts  that  we  think  are  facts 
are  not  facts.  The  scientist  gives  forth  to  the  world  something 
that  he  claims  is  a  scientific  fact;  another  soon  disproves  the 
assertion,  but  the  very  discovery  of  the  fallacy  guides  scientific 
thought  into  other  channels,  and  we  are  brought  thereby  much 
nearer  in  our  approach  to  the  truth.  How  much  sometimes 
depends  on  a  simple  truth  I  One  of  the  best  examples  that  we 
have  of  this  is  our  knowledge  that  we  are  enabled  to  do  much 
if  we  observe  the  '"law  of  cleanliness "  in  its  strictest  sense. 
It  should  be  a  simple  law,  but  we  find  it  difficult  to  carry  out 
in  all  the  preciseness  of  detail  required. 

Asepticism  was  for  a  long  time  disguised  and  concealed  by 
the  mask  and  robes  of  antisepticism,  until  the  hand  of  science 
robbed  her  of  her  mask  and  tore  away  the  robes  and  left  her 
standing  as  a  naked  truth,  the  greatest  truism  of  the  nine- 
teenth century.  Lister  will  be  looked  upon  as  one  of  the 
greatest  men  of  the  nineteenth  century. 

In  other  avenues  of  thought  we  have  been  slothful.  There 
are   clouds  floating  about  us  that  we  cannot  penetrate,  and 
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depths  that  we  cannot  fathom  with  all  our  boasted  wisdom. 
As  in  the  days  of  Hippocrates,  so  now,  tubercle,  cancer,  and 
sepsis  fill  the  tombs.  We  know  that  tubercle  and  sepsis  are 
due  to  germ  growth,  but  we  are  unable  to  prevent  the  ravages 
of  these  germs.  Of  cancer  we  know  but  little  more  than  the 
ancients.  We  know  what  it  looks  like,  but  we  do  not  know 
what  it  is.  Surgery  can  carry  us  no  further  in  the  war  we 
wage  against  these  three  dread  scourges,  and  relief  must  come 
from  some  other  quarter.  The  limit  to  which  our  knowledge 
may  attain  has  not  yet  been  defined,  but  it  must  have  a  limit 
or  we  would  be  able  eventually  to  prolong  life  indefinitely. 
We  will  never  be  able  to  prevent  ultimate  death.  This  is  the 
one  cloud  that  hangs  over  us  that  we  can  never  dispel. 

Our  work  in  this  Association  is  confined  between  the  dia- 
phragm, the  perineum,  and  the  abdominal  walls.  We  are  met 
together  to  cultivate  and  promote  a  "  knowledge  of  whatever 
relates  to  abdominal  surgery,  obstetrics,  and  gynecology." 
You  will  be  called  upon  during  the  session  to  express  your 
views  and  to  criticise  or  support  the  views  of  others.  We  do 
not  wish  to  deal  with  questions  that  are  already  settled,  but 
with  those  that  are  unsettled.  Though  the  criticism  should  be 
friendly.  I  trust  that  it  will  be  severe;  no  rash  statements 
should  be  allowed  to  go  from  this  Association  unchallenged. 

I  would  like  for  a  few  moments  to  call  your  attention  to 
some  unsettled  questions.  First  let  us  consider  the  question 
of  peritonitis.  Are  we  able  to  do  more  to  save  the  lives  of  pa- 
tients suffering  from  peritonitis  in  its  acute  form  than  we  were 
ten  years  ago?  Are  we  not  but  little  better  off,  with  all  our 
antiseptic  and  aseptic  washes,  gauze  and  tube  drains,  and  pur- 
gatives? I  am  satisfied  that  surgery  can  carry  us  no  further 
when  battling  with  this  disease.  Something  else  must  come 
to  our  assistance.  Perhaps  it  may  come  through  serum  ther- 
apy or  through  our  materia  medica  in  the  form  of  an  antidote. 
We  know  that  a  poison  is  formed,  that  it  is  rapidly  absorbed 
into  the  system  and  rapidly  reformed.  We  know  that  we  may 
wash  it  out,  but  that  we  are  unable  to  prevent  its  reformation. 
We  know  that  in  some  cases  we  are  able  to  minimize  its  effect 
by  using  the  two  drainways —namely,  the  drainage  tube  and 
the  intestinal  canal.  But  in  spite  of  this  drainage  large  num- 
bers die.  I  intend  to  try  direct  venous  infusion  of  salines.  The 
sulphate  of  magnesia  seems  to  produce  a  peculiar  effect  in  some 
of  these  cases.  We  know  that  ordinary  salt  is  a  preserva- 
tive of  meat  and  other  albuminous  materials.     It  may  be  that 
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absorption  of  these  salines  into  the  blood  may  act  as  a  harmless 
antiseptic  and  may  destroy  the  ptomaine  poison  present.  I 
am  speaking  now,  of  course,  of  the  peritonitis  that  we  are  un- 
able to  prevent,  or  peritonitis  from  contamination  from  within. 
When  least  expected  the  post-mortem  examination  will  fre- 
quently reveal  some  hidden  source  of  internal  contamination. 

I  operated  on  a  child  for  fecal  fistula  following  the  necrosis 
of  a  large  portion  of  the  ascending  colon.  The  opening  was 
closed  with  as  little  disturbance  of  the  parts  as  possible  and 
the  abdominal  wall  closed  over.  The  patient  did  not  do  well, 
appeared  to  be  intensely  shocked,  and  died  within  thirty- six 
hours.  The  wound  looked  well,  all  fecal  discharge  had  ceased, 
and  there  was  nothing  in  the  outward  appearance  of  the  child 
to  give  any  clue  to  the  cause  of  this  shocked  condition  in  which 
she  was  found.  The  post-mortem  examination,  however,  re- 
vealed the  fact  that  a  small  pus  pocket  existed,  at  the  time  of 
operation,  deep  down  between  the  mesentery  of  the  colon  and 
the  spine  on  the  right  side,  and  that  during  the  separation  of 
the  colon  from  its  surrounding  attachments  a  few  drops  of  this 
pus  had  been  permitted  to  ooze  into  the  general  cavity  of  the 
peritoneum  unnoticed.  Sterilized  gauze  had  been  carefully 
packed  around  the  seat  of  the  operation  to  prevent  fecal  con- 
tamination of  the  peritoneum.  This  extra  care  prevented  the 
observation  of  what  was  taking  place  deeper  down,  and  as  a 
consequence  death  resulted. 

I  give  this  as  but  one  instance  of  the  relief  of  conscience  that 
may  frequently  be  afforded  to  the  surgeon  by  a  post-mortem 
examination.  He  is  relieved  from  the  charge  of  having  intro- 
duced the  poison  from  without. 

The  questions  of  operations  upon  the  appendix  and  the  dia- 
gnosis and  treatment  of  ectopic  gestation  have  been  fairly  well 
settled.  The  method  of  dealing  with  the  pedicle  in  ovariotomy 
has  been  settled,  except  for  the  fact  that  some  operators  prefer 
silk  while  others  are  assured  of  the  safety  of  catgut.  Opera- 
tions upon  the  gall  bladder  and  gall  ducts  have  been  performed 
many  times  during  the  past  ten  years,  and  they  are  now  well 
recognized  as  proper  surgical  procedures.  The  operations  of 
nephrectomy  and  nephrotomy  are  looked  upon  as  every-day 
procedures  justified  by  the  consensus  of  surgical  opinion.  Ab- 
dominal hysterectomy  is  an  operation  that  has  been  much 
improved  and  simplified,  some  operators  being  still  wedded 
to  the  clamp,  while  others  prefer  some  of  the  other  methods. 
The  advisability  of  oophorectomy  for  some  fibroids  cannot  be 
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doubted.  But  there  are  several  procedures  about  which  my 
mind  is  as  yet  in  an  unsettled  state.  There  are  two  operations 
performed  that  I  think  are  of  doubtful  value — namely,  the 
fastening  of  the  kidney  to  the  side,  and  the  fastening  of  a  ute- 
rus anywhere.  I  consider  that  these  operations  have  been 
recklessly  performed  and  unnecessarily  done.  Whether  they 
should  ever  be  performed  will  be  decided  by  future  genera- 
tions if  not  by  the  present  one.  I  have  satisfied  myself  of  the 
fact  that  a  kidney  can  be  firmly  fixed  if  suppuration  is  pro- 
duced, but  I  do  not  believe  that  the  uterus  can  be  permanently 
fixed  unless  a  severe  grade  of  inflammation,  that  may  be  dan- 
gerous to  life,  is  produced.  By  fixing  the  uterus  I  consider 
that  the  physical  laws  of  Nature  are  outraged.  The  argu- 
ments for  and  against  this  operation  will  be  presented  to  you 
later  by  Fellows  of  the  Association. 

Nephrorrhaphy  was  discussed  last  year,  but  to  my  mind  the 
discussion  was  not  a  satisfactory  one.  I  have  read  it  carefully. 
Regarding  the  advisability  of  removing  the  uterus  in  septic 
diseases  in  the  pelvis,  there  will  be  a  good  deal  said  about  this 
subject.  There  may  be  considerable  misunderstanding;  the 
advocates  of  total  ablation  by  the  vaginal  route  have  not  ex- 
pressed themselves  with  that  amount  of  clearness  that  could 
have  been  desired.  They  have  written  as  enthusiasts  write. 
There  are  undoubtedly  cases  in  Which  the  uterus  may  be 
riddled  with  abscesses,  but  such  cases  are  rare.  That  the 
uterus  has  been  unnecessarily  removed  in  many  of  these  cases 
will,  I  think,  be  the  common  verdict.  That  the  vaginal  route 
has  certain  advantages  cannot  be  denied;  this  route  has  been 
used  for  years  for  opening  pelvic  abscess,  suppurating  ectopic 
gestation,  ovarian  abscess  in  which  the  patients  have  been  so 
debilitated  by  prolonged  suppuration  that  they  are  unable  to 
withstand  the  shock  of  any  attempt  to  remove  the  diseased 
mass  through  the  anterior  abdominal  wall.  These  cul-de-sac 
operations,  however,  have  been  improved  as  a  consequence  of 
the  attention  that  has  been  drawn  to  them.  A  bold  operation 
is  now  done  in  place  of  the  timid  puncture  with  a  curved  trocar. 

Operations  to  which  more  thought  must  be  given  are  those 
for  intra-abdominal  and  intrapelvic  cancer.  When  peritoneal 
cancer  has  been  diagnosed,  surely  exploratory  operation  is  un- 
called for.  Exploratory  operation  should  become  less  and  less 
frequent  as  we  perfect  our  methods  of  diagnosis. 
•  Operations  for  other  forms  of  cancer  are  of  questionable  util- 
ity.    Take,  for  instance,  resection  of  cancerous  intestine,  gastro- 
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enterostomy  for  pyloric  cancer,  removal  of  the  uterus  for 
uterine  cancer.  Gastro-enterostomy  and  resection  of  intestine 
are  poor  makeshifts.  For  carcinoma  uteri,  vaginal  hysterec- 
tomy is  the  only  operation  that  should  be  contemplated,  but  at 
best  it  prolongs  life  but  for  a  short  time. 

I  am  afraid  that  many  rash  statements  in  regard  to  the 
after-results  of  this  operation  have  gone  forth  to  the  profession 
from  many  associations.  I  have  frequently  performed  vaginal 
hysterectomy  for  cancer  of  the  cervix  uteri.  On  two  occasions 
I  have  removed  the  uterus  for  malignant  adenoma  confined 
to  the  body,  without  any  implication  of  more  than  the  mucous 
and  a  small  portion  of  the  muscular  coat,  without  any  appear- 
ance of  implication  of  the  peritoneum,  and  in  each  case  the 
disease  has  returned  within  less  than  eighteen  months  after 
the  original  operation. 

I  must  thank  you  for  the  patient  hearing  you  have  given  me, 
and  I  trust  that  in  the  meeting,  though  the  President's  address 
is  not  open  for  discussion,  the  questions  I  have  mentioned  will 
be  given  careful  consideration. 
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My  subject  does  not  include  those  less  frequent  instances  of 
ovarian  descensus  that  occur  without  backward  deflexion  of 
the  longitudinal  uterine  axis,  primarily  from  pathologic  pro- 
cesses that  have  either  increased  their  weight  or  have  left  their 
ligamentary  supports  relaxed  or  elongated,  so  that  one  or  both 
ovaries  drop  downward  and  inward  into  the  median  line  of  the 
pelvic  canal  temporarily  or  permanently,  even  while  the  uterus 
remains  in  normal  position.  I  desire,  with  your  indulgence,  to 
call  your  attention  to  only  one,  but  mechanically  the  most  pro- 

^  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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lific,  cause  of  descensus  ovariorum.  I  would  reinind  my  hearers 
of  the  hidden  trap  for  ovaries  that  is  created  by  a  thoroughly 
retroverted  uterus,  and  of  the  traumata  that  ovaries  experience 
in  the  majority  of  instances,  to  a  variable  degree,  in  their  help- 
less association  with  it. 

While  these  evils  are  fragmentarily  alluded  to  by  a  number 
of  authors  under  the  objectionable  term  of  "prolapse  of  ova- 
ries," their  pathological  dignity  is,  to  my  mind,  nowhere  fully 
set  forth.  It  is  insufficiently  appreciated  by  gynecologists,  and 
scarcely  at  all  by  probably  the  majority  of  general  practitioners. 
From  this  and  similarly  obscure  but  no  less  objective  causes 
there  arises  still  a  great  hardship  to  a  multitude  of  suffering, 
enfeebled,  and  neurotic  women.  I  need  not  comment  upon 
the  number  of  such  who  are  maltreated  by  constitutional 
remedies  upon  erroneous  diagnoses,  nor  upon  the  number  of 
them  who  might  be  saved  from  a  partial  or  total  castration  if 
a  permanent  restoration  to  normal  position  and  mobility  were 
or  had  been  secured  at  an  earlier  date.  Again,  another  mo- 
tive comes  to  me  in  this  connection  when  I  read  in  a  book  as 
prominent  and  recent  as  the  "  American  Text  Book  of  Gyne- 
cology"' a  statement  which  is  practically  absurd — i.e.,  "In 
retroversion  the  ovary  usually  lies  in  front  of  the  uterus"  (!). 
This  is  almost  impossible,  and  I  have  never  found  it  so  in  the 
absence  of  neoplasms.  Some  truth,  however,  is  contained  in 
the  author's  next  declaration,  "but  it  sometimes  lies  beneath 
that  organ  in  the  cul-de-sac." 

We  are  at  this  time  concerned  only  with  flexions  and  versions 
of  the  uterus  within  an  approximately  median  antero-posterior 
plane  of  the  pelvis.  In  order  to  define  and  to  speak  about 
retroversion  of  the  uterus  we  need  to  consider  briefly  what  is 
the  normal  position.  We  must  understand  clearly  the  proper 
bearing  or  effect  of  intra-abdominal  forces  upon  the  uterus  and 
its  adjacent  organs  in  normal  position,  in  order  to  appreciate 
that  these  very  potent  forces  are  made  to  do  a  work  of  destruc- 
tion when  the  uterus  departs  from  its  normal  anterior  range  of 
mobility  within  the  plane  spoken  of.  This  means  the  entire 
range  of  anteversion  or  any  forward  inclination  of  the  long 
uterine  axis  which  will  form  a  sufficient  angle  with  the  per- 
pendicular line  of  the  body  to  enable  the  consensus  or  aggre- 
gate downward  impulse  of  intra-abdominal  pressure  to  impinge 
upon  the  posterior  aspect  of  the  fundus  sufficiently  to  move  it 
forward,  and  not  backward,  during  straining  efforts  when  the 
body  is  in  an  erect  posture  and  when  the  bladder  and  rectum 
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are  not  temporarily  distended;  and  it  implies  such  patency  of 
the  uterine  supports  that  the}"  will  restore  it  to  its  normal  an- 
terior confines  when  it  has  been  temporarily  or  physiologically 
tipped  over  backward  by  a  full  bladder  or  rectum,  or  by  both. 

The  one  substantial  support  of  the  ovary,  which  holds  when 
the  other  attachments  readily  yield,  is  the  utero-ovarian  liga- 
ment. This,  according  to  Luschka,°  is  a  firm  one  of  organized 
muscle  whose  fibres  are  continuous  chiefly  with  those  in  the 
posterior  uterine  wall.  He  says  it  is  given  off  at  the  junction 
of  the  upper  and  middle  third  of  the  uterus,  is  five  millimetres 
thick  at  its  outer,  the  thinner,  end,  is  covered  with  peritoneum, 
and  has  an  average  length  of  two  and  eight-tenths  centimetres. 
The  other  supports  are  its  hilum,  a  cup-  or  slit-like  socket  on 
the  upper  or  posterior  peritoneal  blade  of  the  broad  ligament, 
into  which  the  straight  and  thinner  border  is  received — this 
stem  of  the  ovary  conveys  its  nerves  and  relatively  large 
blood  vessels;  and,  finally,  the  outer  elastic,  web-like  struc- 
ture, composed  of  connective  tissue  between  two  layers  of 
peritoneum,  and  ordinarily  called  the  spermatic  ligament  or 
ligamentum  infundibulo-pelvicum,  ligamentum  infundibulo- 
ovaricum  by  Olshausen,'  and  by  Waldeyer*  and  A.  Martin^ 
ligamentum  suspensorium  ovarii.  This  ligament  holds  the 
abdominal  end  of  the  tube  in  proximity  to  the  ovary,  its  edge 
carrying  the  fimbria  ovarica,  and  it  serves,  in  common  to  both 
the  ovary  and  ampulla  of  the  tube,  as  their  lateral  and  upper 
suspensory  ligament,  finding  its  attachment  in  the  posterior 
portion  of  the  iliac  fossa.  An  exact  and  typical  location  for 
the  ovary  has  not  yet  been  agreed  upon.  It  is  an  extremely 
difficult  thing  to  feel  or  to  see  its  attachments  in  the  living,  and 
almost  equally  difficult  to  find  them  unmodified  in  even  fresh 
and  skilfully  prepared  cadavers.  The  wholesome  view  of  B. 
S.  Schultze,'  based  chiefiy  upon  extensive  acute  clinical  obser- 
vations accepted  by  Olshausen  ten  years  ago  and  no  doubt 
by  a  large  portion  of  the  profession,  is  that  the  ovary  does  not 
normally  hang  downward  (pendent)  from  its  hilum,  but  is 
held  resting  upon  it  by  the  tension  of  the  ligaments  attached 
to  its  ends,  which  also  hold  it  in  close  apposition  to  the 
mesentery  of  the  tube  (broad  ligament)  that  arches  over  it 
and  forms  a  recessus  (ala  vespertilionis)  for  it.  While 
in  more  recent  years  a  number  of  authors,  notably  August 
Martin,  have  stated  the  topography  of  the  ovary  differently, 
chiefly  in  locating  it  and  its  hilum  further  back  upon  the  late- 
ral pelvic  wall,  yet  none  of  them  has  made  as  extensive  and 
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trustworthy  investigations  of  any  kind  as  Waldeyer,  of  Berlin, 
has  made  post  mortem  with  the  greatest  exclusion  of  sources 
of  error.  He  substantially  reaffirms  the  views  of  Schultze,  ex- 
cept that  he  thinks  the  ovaries  may  normally  hang  from  the 
hilum,  and  calls  the  spermatic  ligament  the  ligamentum  sus- 
pensorium  ovarii,  because  by  this  ligament  the  ovary  is  made 
to  hang  nearly  vertically  with  its  long  diameter  in  erect  pos- 
ture. He  says  its  free  convex  border  is  directed  inward  and 
backward,  while  its  thinner  and  straighter  edge,  which  is  en- 
gaged in  the  hilum,  stands  outward  and  forward,  and  the 
ovary  rests  below  in  the  obturator  fossa.  Thus  located  against 
the  an tero  lateral  wall  of  the  pelvis,  a  little  beneath  its  brim, 
with  the  tube  arching  over  it,  it  receives  all  intra-abdominal 
pressure  from  one  side  in  a  centrifugal  direction,  tending  to 
hold  it  rather  than  to  dislocate  it,  and  there  is  no  torsion  or 
flexion  exercised  upon  either  its  hilum  or  the  spermatic  liga- 
ment to  impede  its  circulation. 

That  such  anteversion  of  the  uterus  and  location  of  the 
ovaries,  with  well-known  physiological  exceptions,  and  reten- 
tion of  it  and  its  adnexa  in  this  position  by  the  intra-abdomi- 
nal forces,  is  the  normal  relation  or  status,  is  proven  by  the  fol- 
lowing facts:  First,  in  the  embryo,  by  the  corresponding  curve 
of  the  genital  tract  (Nagel').  Secondly,  in  infancy  and  child- 
hood post  mortem;  while  it  is  true  that  the  normal  position  of 
the  organs  in  adults  cannot  be  readily  ascertained  after  death 
because  of  very  material  changes  that  occur  early  in  the  dead 
body,  yet  these  changes  are  obviously  not  so  pronounced  in 
children,  in  whom  observations  in  vivo  are  not  available.  Ac- 
cordingly Symington,*  for  instance,  made  careful  median  sec- 
tions of  the  bodies  of  eight  children  varying  in  age  from  6 
weeks  to  13  years,  in  all  of  which  he  found  the  uterus  ante- 
verted.  Third,  it  is  proven  by  the  many  arduous,  exact,  and 
decisive  clinical  observations  for  which  our  profession  and  the 
weal  of  woman  owe  a  debt  of  gratitude  to  an  ideal  gynecolo- 
gist, Bernhardt  S.  Schultze,"  of  Jena.  Fourth,  by  the  united 
labors  of  the  anatomist  KoUiker,'"  Hasse,"  Waldeyer,"  and 
His,''  who  anatomically  established  the  clinical  views  of 
Schultze  under  great  difficulties  due  to  the  post-mortem  changes 
already  alluded  to.  Fifth,  it  is  proven  by  the  nearly  uniform 
clinical  experience  of  an  overwhelming  majority  of  practition- 
ers. This  truth  is  attested  by  the  operative  zeal  which  has 
arisen  in  recent  years  to  correct  retroversions,  and  it  is  not 
weakened  either  by  the  temporary  appearance  of  some  unwise 
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measures  (vagino-  and  ventrofixation)  among  numerous  better 
ones  for  the  attainment  of  a  praiseworthy  purpose — the  elimi- 
nation of  circulatory  and  trophic  embarrassments  (incident  to 
these  displacements)  which,  by  robbing  the  tissues  of  these 
organs  of  their  proper  defensive  qualities  against  infection,  are 
the  most  prolific  predisposing  cause  of  inflammatory  disorders 
in  them. 

Independent  of  intra-abdominal  forces  the  position  of  the 
uterus  and  its  adnexa  might,  indeed,  be  an  indifferent  mat- 
ter, but,  as  subject  to  them,  never!  What  are  these  forces? 
They  are  substantially  as  follows  (Schwerdt'*):  1.  A  variable 
degree  of  tension  peculiar  to  the  interior  of  each  hollow  viscus. 
2.  Gravitation  of  the  abdominal  viscera,  which  is  zero  at  the 
diaphragm  and  attains  its  climax  in  the  median  line  of  the  pelvic 
cavity.  3.  The  most  important  and  powerful,  a  general  intra- 
abdominal tension  created,  according  to  Swiecicki,*^  by  sixteen 
abdominal  and  pelvic  muscles.  This  force  is  greater  in  the 
erect  than  in  the  horizontal  posture.  It  is  greater  during  exer- 
tion than  while  standing  placidly;  and  while  it  is  everywhere 
equal  in  the  abdominal  and  pelvic  cavities,  still  a  temporary 
physiological  displacement  or  crowding  downward  of  abdomi- 
nal viscera  occurs  by  virtue  of  proportionately  greater  power, 
vested  notably  in  the  diaphragm  and  other  muscles  of  the 
upper  part  of  the  abdominal  parietes.  The  consequent  reduc- 
tion in  lumen  of  the  abdominal  cavity  and  temporary  recession 
of  viscera  toward  the  pelvis  is  the  principal  factor  in  abdominal 
pressure  (Bauchpresse).  It  is  the  greatest  force  that  is  exer- 
cised in  the  interior  of  the  human  trunk  anywhere.  Volun- 
tarily and  involuntarily  it  acts  next  in  frequency  to  respiration 
itself.  It  is  the  sovereign  factor  in  emptying  the  rectum,  and 
the  greater  power  in  the  second  stage  of  labor;  and  woe  to  the 
female  pelvis  if  the  little  uterus,  straying  from  its  anterior 
moorings  and  projecting  into  the  pelvic  lumen,  is  caught  by 
this  force,  in  addition  to  pelvic  gravity,  constantly  upon  its 
anterior  surface. 

That  retroversion  and  retroflexion  of  the  uterus  are  both  the 
most  frequent  and  most  potent  cause  of  ovarian  descensus  is 
conceded  by  every  author  on  that  subject  except  the  "American 
Text  Book  of  Gynecology."  It  induces  disease  in  the  ovaries 
in  the  following  manner:  1.  In  most  instances  of  retroversion  the 
outer  or  upper  suspensory  (spermatic)  ligaments  of  the  ovaries 
have  already  been  previously  relaxed  by  the  same  cause  that 
in  most  cases  leads  to  the  retroversion — i.e.,  pregnancy  which 
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has  been  followed  by  subinvolution  in  not  merely  the  uterus 
and  its  ligaments,  but  also  in  the  upper  suspensory  ligaments 
of  the  ovaries,  which  jdelded  by  far  the  most  when  the  ovaries 
made  their  ascent  with  the  pregnant  uterus  into  the  abdomen. 
In  those  cases,  on  the  other  hand,  in  which  the  ovaries  have 
not  thus  already  practically  lost  the  support  of  their  upper 
suspensory  ligaments,  these  yield  more  or  less  readily  when 
the  fundus  goes  over  backward  and  downward,  because  of 
the  greatly  superior  strength  of  the  utero-ovarian  ligaments. 
Briefly  stated,  the  ovaries  follow  the  fundus  uteri  at  close 
range  during  all  its  excursions,  unless  they  are  firmly  fixed 
by  peritoneal  adhesions.  Therefore  the  ovaries  readily  follow 
the  fundus  uteri  in  its  descent  upon  the  posterior  pelvic  wall 
and  floor. 

2.  Being  now  removed  from  their  retreating  nooks  on  the 
antero-lateral  walls  of  the  pelvis,  they  become  subject  to  the 
forces  from  above,  which  move  them  still  nearer,  when  possible, 
to  the  median  line  of  the  pelvis  back  of  the  retroverted  uterus. 
In  this  descent  the  ovaries  in  most  cases  become  arrested  by 
the  sacro-uterine  folds  or  ligaments.  This  is  the  first  degree 
of  descensus.  They  lie  each  in  a  pocket  at  the  side  of  the  supra- 
vaginal portion  of  the  cervix  and  the  corpus  uteri.  This  pocket 
is  called  fovia  refcro-ovarica  by  Waldeyer  and  retro-ovarian 
shelf  by  Coe"  and  others.  There  they  are  readily  felt  with 
the  vaginal  finger  in  bimanual  palpation.  Or  one  or  both  of 
them  ma}^  have  passed  over  the  sacro-uterine  folds  and  will 
then  slip  down  and  forward  to  the  bottom  of  Douglas'  cul-de-sac 
behind  the  cervix,  where  they  are  the  first  thing  that  the  finger 
meets  in  simple  vaginal  palpation.  This  is  the  second  degree, 
or  complete  descensus,  and  is  more  frequently  attained  by  the 
left  ovary  alone,  which  is  often  assisted  in  climbing  over  its 
respective  sacro-uterine  fold  by  the  rectum  or  sigmoid  flexure. 
In  Munde's  experience  in  77  cases  of  ovarian  descensus  of  all 
kinds,  the  left  was  alone  displaced  46  times,  the  right  10  times, 
and  both  together  12  times. 

The  evils  which  come  to  ovaries  from  this  descent  and  from 
the  abnormal  position  are  of  two  kinds:  (1)  partial  venous 
stasis  and  (3)  mechanical  traumata.  1.  The  ovary  suffers, 
in  common  with  the  retroverted  uterus,  from  obstruction  to 
the  venous  current  that  is  caused  by  torsion  of  the  broad  liga- 
ment incident  to  the  retroversion.  This  torsion  I  would  say, 
with  Schultze,  amounts  to  at  least  90°  in  a  retroversion  of  the 
second  degree.     But  in  addition   to  this  the  venous  current 
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from  the  ovary  is  obstructed  by  torsion  and  traction  upon  its 
hilum.  For  the  descent  of  the  ovary  occurs  not  merely  by 
sliding,  but  by  tipping  over  or  rolling  inward  and  downward 
(Sanger").  2,  Traumata.  An  ovary  in  extreme  descensus 
at  the  bottom  of  the  cul-de-sac  lies  as  in  a  vise  that  acts  ir- 
regularly, but  very  many  times  daily.  Every  forcible  exercise 
of  intra-abdominal  pressure  crowds  the  retroverted  uterus 
down  upon  it  from  above.  Every  filling  of  the  sigmoid  and 
passage  by  the  rectum  bruises  it  from  below. 

Normal  coitus  is  scarcely  possible  without  marked  compres- 
sion of  the  feminine  testicle  and  excitation  of  well-known 
suffering.  Not  quite  so  directly  and  invariably  are  the  trau- 
mata mentioned  inflicted  upon  an  ovary,  in  the  first  degree  of 
■descensus,  lying  against  the  uterus  outside  of  the  sacro-uterine 
ligament;  but,  like  a  floating  body  in  a  knee  joint,  it  is  liable 
to  be  compressed  at  any  time,  and  is  caught  frequently 
(GoodelP^)  and  violently  enough  to  carry  it  beyond  the  domain 
of  conservative  surgery,  unless  the  retroverted  uterus  be  re- 
stored to  normal  position  permanently  before  a  number  of  years 
elapse. 

The  pathologic  changes  in  such  ovaries  that  result  from  the 
constant  passive  hyperemia  and  from  the  innumerable  trau- 
mata inflicted  on  them  are: 

1.  Hematomata  in  Graafian  follicles  and  corpora  lutea. 

2.  Edema. 

3.  Connective-tissue  hyperplasia,  which  is  well  known  to 
result  from  constant  embarrassment  of  the  venous  current  in 
other  organs  of  the  body. 

4.  Chronic  oophoritis,  leading  to  multiple  o^ystic  follicular  de- 
generation, usually  in  parts  of  an  ovary,  and  cirrhotic  changes 
in  the  remaining  parts. 

5.  Even  perioophoritis  and  eventually  peritoneal  fixation 
may  occur  without  infection,  according  to  Sanger. 

In  what  I  have  said  I  have  attempted  to  describe  in  what 
manner  ovaries  are  dislodged,  injured,  and  sometimes  con- 
verted into  thorns  in  the  flesh  in  consequence  of  a  rather  self- 
evident  vicious  tendency  in  this  direction,  which  is  inherent  in 
all  pronounced  cases  of  retroversion  or  flexion  of  the  uterus. 
The  vicious  tendency  is  universal,  but  its  positive  results  are 
attained  fortunately  in  only  a  minority  of  cases.  My  experi- 
ence agrees  approximately  with  that  of  H.  T.  Hanks, ^''  that  in 
thirty-three  per  cent  of  all  the  cases  of  such  uterine  displace- 
ments one  or  both  ovaries  are  descended  at  least  to  the  first 
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degree.  But  the  fact  that  it  has  not  already  resulted  in  every 
case  we  meet  does  not  argue  for  the  innocence  of  retroversion 
in  this  regard,  because  similar  descensus  of  one  or  both  ovaries 
in  conjunction  with  a  normally  ante  verted  uterus  occurs  in 
only  about  two  per  cent  of  cases  that  are  not  influenced  bj^ 
pelvic  neoplasms  or  tubal  swelling  of  any  kind . 

Ovaries  that  are  descended  and  inflamed,  whether  the  inflam- 
mation be  the  cause  or  the  result  of  the  displacement,  require 
to  have  restored  to  them  the  protection  and  freedom  of  an 
approximately  normal  habitat  as  an  absolute  sine  qua  non  to 
redeem  them  from  destruction,  for  by  such  restoration  to  nor- 
mal and  auspicious  environments  they  are  freed  in  the  one  case 
from  the  otherwise  relentless  circulus  vitiosus  at  least,  and  in 
the  other  case  from  the  whole  cause  of  the  difficulty.  That 
descended  and  inflamed  ovaries  will  recover  good  or  reasonable 
health  when  treated  by  conservative  surgical  measures  which 
are  based  upon  the  principles  enunciated,  and  do  not  need  to  be 
removed  in  most  cases,  is  a  fact  that  my  experience  has  proven 
in  many  scores  of  cases;  but  their  prognosis  is  very  much 
better  when  associated  with  a  retroverted  uterus  than  other- 
wise. 

Conclusions. — I.  In  all  cases  of  retroversion  and  retroflexion 
of  the  uterus  a  knowledge  of  the  ovaries,  as  to  their  location, 
mobility,  and  general  physical  condition,  should  comprise  an 
essential  part  in  the  diagnosis,  as  determining  largely  the 
nature  and  urgency  of  the  treatment. 

II.  The  welfare  of  ovaries  in  general  demands  such  a  degree 
of  anterior  inclination  of  the  longitudinal  axis  of  the  uterus  as 
will  enable  intra-9,bdominal  pressure  to  bear  upon  the  posterior 
surface  of  the  uterus,  and  thereby  to  act  in  unison  with  its 
other  supports  to  retain  it  and  its  adnexa  in  normal  position 
and  function. 

III.  Inasmuch  as  in  the  female  pelvis,  as  well  as  elsewhere 
in  the  human  body,  the  natural  and  considerable  abilities  of 
healthy  tissues  to  defend  themselves  against  microbic  invasion 
(infection)  are  lowered  or  annulled  in  direct  proportion  to  any 
degree  of  mechanical  embarrassment  of  the  venous  circulation 
in  the  tissues  or  organs,  it  behooves  gynecologists  especiall}'  to 
be  alert  in  recognizing  and  correcting  all  material  anomalies  in 
place  or  posture  of  the  female  generative  organs  or  in  securing 
to  them  their  normal  freedom. 

519  Cleveland  avenue. 
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That  method  of  operation  in  abdominal  hysterectomy  which 
will  yield  the  best  results,  both  primarily  and  secondarily,  is  a 
problem  that  has  not  yet  been  solved.  A  few  years  ago  the 
extraperitoneal  treatment  of  the  stump  was  the  almost  univer- 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  th«  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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sal  method.  The  radical  change  from  that  method  to  total 
extirpation  and  the  supravaginal  operation  led  the  majority  of 
operators  to  believe  the  problem  was  solved.  They  accepted 
the  methods  at  once  and  believed  that  nothing  more  was  to  be 
desired.  They  considered  the  technique  of  abdominal  hysterec- 
tomy completed;  there  could  be  nothing  further  in  that  direc- 
tion. With  one  or  the  other  of  these  methods  all  operable  cases 
could  be  dealt  with  satisfactorily.  Whichever  method  was 
chosen,  definite  and  satisfactory  results  could  be  safely  antici- 
pated. 

It  seems  to  me  we  have  been  too  hasty  in  giving  these  meth- 
ods our  unlimited  approbation.  All  the  methods  so  far  have 
some  serious  defects.  I  have  no  new  method  to  offer,  but  I 
will  give  you  some  of  the  unpleasant  sequelae  following  the 
supravaginal  operation  in  my  work,  hoping  the  discussion  may 
bring  out  much  that  is  interesting  and  profitable. 

The  objections  to  the  extraperitoneal  or  clamp  method  are 
too  well  known  to  need  comment.  Yet  in  the  hands  of  a  few 
men,  notably  Price  and  Bantock,  the  results  are  excellent. 

I  was  one  of  the  first  to  advocate  total  extirpation,  and  the 
first  to  make  the  operation  in  my  own  State.  I  attained  excel- 
lent results  with  it.  It  is  an  ideal  surgical  procedure  in  tech- 
nique and  in  results  up  to  the  sixth  or  seventh  day.  Then  the 
trouble  begins. 

In  performing  the  operation,  after  making  the  incision  I 
take  the  most  accessible  broad  ligament,  ligate  the  ovarian 
artery  in  mass  external  to  the  ovary,  cut  the  ligature  short 
and  leave  it  for  a  permanent  ligature.  I  place  a  hemostatic 
forceps  next  to  the  uterus,  including  in  its  bite  the  ovarian 
artery  to  prevent  recurrent  bleeding,  then  divide  the  broad 
ligament  external  to  the  ovary  down  to  the  reflexion  of  the 
peritoneum  in  front.  Seize  the  opposite  broad  ligament  and 
treat  in  like  manner.  The  uterus  and  tumor  can  now  be  readily 
brought  into  the  incision.  Divide  the  peritoneum  in  front 
above  the  top  of  the  bladder  and  push  the  bladder  well  down. 
The  uterine  arteries  can  be  plainly  felt  with  the  fingers.  I  pass 
a  ligature  under  the  artery,  not  including  the  peritoneum,  and 
ligate  it.  Placing  the  forceps  on  the  artery  on  the  uterine 
side,  divide  between  the  ligature  and  forceps.  Leave  one  end 
of  the  li'gature  eight  inches  long.  The  same  procedure  is  car- 
ried out  on  the  opposite  side.  The  peritoneum  on  the  back  of 
the  tumor  is  now  divided  and  the  cervix  entirely  removed  with 
a  few  clips  of  the  scissors  or  with  a  scalpel.     Any  bleeding 
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points — and  there  are  usually  a  few — seize  with  hemostatics  and 
ligate  with  fine  silk.  Leave  one  end  long.  This  leaves  all  of 
the  ligatures  that  are  to  be  removed  low  down  in  the  pelvis 
near  the  top  of  the  vagina.  The  ends  are  caught  in  the  bite  of 
a  forceps  and  passed  out  through  the  vagina.  A  piece  of  gauze 
is  now  passed  from  above  out  through  the  vagina,  one  end 
coming  up  above  the  bite  of  the  ligature.  An  assistant  makes 
traction  upon  the  ligatures,  and  this  coaptates  the  wound 
nicely.  The  peritoneal  edges  are  infolded  so  as  to  bring  a 
broad  surface  of  the  peritoneum  together.  This  is  closed  with 
fine  catgut  in  such  a  manner  that  both  ovarian  stumps  and 
their  ligatures  are  left  inside  the  peritoneal  cavity.  It  is  very 
essential  not  to  turn  the  stumps  under  the  peritoneum;  if  this 
is  done  there  is  danger  of  the  ovarian  ligature  becoming 
infected  later  and  an  abscess  forming  high  up.  This  will  not 
occur  if  treated  as  suggested,  because  the  ovarian  ligature, 
being  wholly  inside  the  peritoneal  cavity,  becomes  encysted. 
You  will  now  readily  see  why  we  get  trouble  on  the  sixth  or 
seventh  day. 

Infection  invariably  takes  place  from  the  vagina,  and  pus 
forms  about  the  ligatures.  Until  they  come  away  there  is  a 
slight  rise  of  temperature,  rarely  above  100°.  The  same  inflam- 
mation that  causes  the  pus  favors  the  protection  of  the  perito- 
neal cavity;  it  firmly  agglutinates  the  peritoneum  forming  the 
pelvic  floor.  There  is  no  probability  of  pus  finding  its  way 
into  the  peritoneal  cavity,  for  there  is  free  exit  through  the 
vagina. 

These  patients  suffer  less  and  convalesce  as  easily  as  after 
an  ordinary  ovariotomy,  yet  this  pus  from  the  vagina  is  what 
I  detest  about  the  method.  It  is  a  serious  objection  to  the  ope- 
ration. It  is  not  a  perfect  result,  surgically  speaking,  for  this 
reason. 

If  any  other  method  will  yield  as  good  final  results  without 
these  primary  complications,  that  is  the  method  to  follow.  To 
overcome  the  annoyance  of  suppuration  of  the  ligatures,  I  used 
specially  prepared  catgut  for  all  the  ligatures  placed  below  the 
peritoneum.  This  obviated  the  annoyance  from  suppuration 
and  the  necessity  for  removal  of  the  silk  ligatures;  but  experi- 
ence convinced  me  that  catgut  was  not  to  be  relied  upon  to  pre- 
vent hemorrhage,  so  I  have  abandoned  its  use. 

Notwithstanding  my  good  results  with  this  method,  after 
seeing  Dr.  Kelly,  of  Baltimore,  in  June,  1895,  make  the  supra- 
vaginal operation  with  his  modifications  and  improvements  in 
29 
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the  technique  of  the  Baer  method,  I  determined  to  give  his 
method  a  trial.  He  cuts  the  cervix  in  a  cone  shape  and  closes 
it  with  five  or  six  silkworm  sutures,  cutting  the  ends  short  and 
closing  the  peritoneum  over  the  stump.  By  this  method  he 
claimed  to  get  primary  union  of  the  cervical  tissue  and  most 
excellent  results.  This  operation  does  not  appear  so  radical  as 
total  extirpation  ;  and  by  leaving  the  cervix  the  vagina  is  not 
shortened,  as  is  claimed  it  is  in  the  previous  method,  and  there 
are  no  infected  ligatures.  I  have  performed  the  operation  by 
this  method  forty-six  times,  and  my  results  have  not  been 
what  I  hoped  for.  It  is  of  these  results  that  I  wish  to  speak. 
Of  these  forty-six  patients,  eleven  have  had  post-operative 
sequelae  due  to  the  buried  ligatures.  These  cases  all  made 
beautiful  primary  recoveries.  Only  one  showed  any  manifes- 
tation of  an  infected  ligature  earlier  than  the  seventh  week  fol- 
lowing the  operation.  At  the  end  of  the  fourth  week  this  one 
commenced  to  complain,  and  in  a  few  days  had  a  slight  dis- 
charge of  pus  from  the  vagina  accompanied  with  pain  in  the 
pelvis  and  slight  fever.  After  the  discharge  of  the  pus  this 
rapidly  disappeared,  to  return  again  after  intervals  varying 
from  a  few  days  to  four  or  five  weeks  until  the  ligatures  were 
removed.  I  dilated  the  remains  of  the  cervical  canal,  cut  the 
silkworm  sutures  and  removed  them;  this  established  better 
drainage,  and  in  a  short  time  the  silk  sutures  also  came  away 
and  the  patient  had  no  further  trouble.  The  other  cases  had  a 
similar  history,  except  in  the  length  of  time  before  they  com- 
menced to  complain.  Some  did  not  have  any  trouble  for  three 
months;  others  for  four,  five,  six,  and  eleven  months  after  the 
operation.  After  dilating  the  cervical  canal  and  removing  the 
silkworm  sutures  I  was  able  to  cure  all  these  cases  except  two. 
These  patients,  one  sixteen  months  since  her  operation  and  the 
other  eighteen  months,  still  have  sinuses  leading  up  to  the  silk 
ligatures,  and  have  discharges  of  pus  every  four  or  five  weeks, 
following  an  attack  of  pain  for  two  or  more  days.  I  am  con- 
vinced that  infection  of  the  ligatures  takes  place  through  the 
cervical  canal;  also,  that  a  large  per  cent  of  the  patients  so 
operated  upon,  where  silk  and  silkworm  gut  are  used  for  the 
buried  suture,  will  have  infection  of  the  ligatures  some  months 
following  the  operation  in  any  man's  hands.  If  the  silk  or  silk- 
worm gut  had  been  at  fault  we  would  have  had  infection  fol- 
lowing immediately  after  the  operation.  This  we  did  not 
have.  Again,  the  same  silk  and  silkworm  gut  were  used  in 
other  operations,  the  silk  in  the  peritoneal  cavity  and  the  silk- 
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■worm  for  closing  the  abdominal  incision,  and  no  infection  took 
place.  It  is  only  logical  to  expect  infection  and  discharge  of 
the  ligatures  in  this  operation.  It  is  entirely  different  placing 
silk  ligatures  beneath  the  peritoneum,  as  in  this  operation,  and 
placing  them  in  the  peritoneal  cavity  where  experience  teaches 
they  soon  become  encysted  if  sterile  when  placed.  I  have  had 
personal  interviews  with  a  number  of  the  leading  surgeons, 
and  the  best  operators  in  general  surgery  are  to-day  abandon- 
ing the  use  of  silkworm  gut,  silk,  and  silver  wire  in  radical  ope- 
rations for  hernia,  because  in  such  a  large  per  cent  of  cases  the 
ligatures  slough  out  months  afterward.  This  is  a  good  argu- 
ment against  this  method  of  making  hysterectomy.  The  gene- 
ral surgeon  has  a  perfectly  sterile  field  in  which  to  place  his 
ligatures  in  the  Bassini  operation  and  can  keep  the  field 
of  operation  sterile  afterward.  We  cannot  keep  the  vagina 
sterile.  Dr.  William  B.  Coley,  in  the  Annals  of  Surgery, 
March,  1897,  speaking  of  non-absorbable  sutures  in  the  Bassini 
operation,  says:  "  There  are  a  few  points,  however,  to  which  I 
would  like  to  call  especial  attention,  as  I  believe  them  to  be  of 
importance.  First,  the  substitution  of  kangaroo  tendon  for  silk 
(used  by  Bassini),  which  I  have  adopted  for  all  buried  sutures, 
I  consider  a  distinct  advantage.  A  year  or  more  ago  I  pub- 
lished sixteen  cases  in  which  I  had  observed  very  slow  healing 
and  troublesome  sinuses,  due  to  non-absorbable  sutures,  silk, 
silkworm  gut,  and  silver  wire.  Since  then  I  have  seen  four 
•others.  Many  of  these  sinuses  developed  upward  of  a  year 
after  the  operation,  and  in  wounds  that  had  healed  by  primary 
union."  If  the  general  surgeons  are  having  so  much  trouble 
with  the  non-absorbable  sutures  that  they  are  discontinuing 
their  use  in  the  operation  referred  to,  it  is  strange  we  have  not 
heard  some  complaint  from  the  same  cause  following  supra- 
vaginal hysterectomy.  From  my  own  experience  I  am 
strongly  inclined  to  believe  it  is  in  this  instance  much  as  it  was 
with  the  sponges.  After  the  attention  of  the  profession  was 
called  to  the  danger  of  leaving  a  sponge  in  the  peritoneal 
cavity  after  an  operation,  a  number  of  well-known  operators 
acknowledged  the  accident  had  befallen  them,  but  they  had 
not  made  it  known  for  obvious  reasons.  If  there  are  others 
among  us  who  are  having  these  sequelae  to  the  operation,  let 
it  be  known.  Give  us  the  subsequent  history  of  the  operation. 
If  it  is  really  an  advantage  to  save  the  cervix,  and  this  ope- 
ration is  to  be  the  operation  of  the  future,  we  must  improve 
the  technique.     We  must  hgate  with  silk,  leaving  one  end  of 
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each  thread  long,  and  bring  them  through  the  cervical  canal^ 
which  is  left  open;  or  make  a  subperitoneal  opening  behind 
the  cervix,  which  I  prefer,  and  bring  the  ends  of  the  ligatures 
through  this  opening,  closing  the  peritoneum  over  them  as 
before.  This  method  secures  us  immunity  from  hemorrhage 
and  would  yield  perfect  permanent  results,  but  it  is  open  to  the 
same  objection  we  find  to  total  extirpation — that  is,  infection  of 
the  ligatures  and  their  subsequent  removal.  Another  way  is 
to  use  absorbable  ligatures,  of  which  kangaroo  tendon  is  prob- 
ably the  best.  I  have  given  this  method  but  a  limited  trial,  for 
instinctively  I  am  afraid  of  it.  All  animal  ligatures  are  unsafe 
for  the  ligation  of  vessels,  especially  so  in  the  abdominal  cavity 
where  the  bleeding  cannot  be  readily  detected.  As  soon  as  the 
suture  is  buried  in  the  tissues  the  moisture  swells  it  and  the 
knot  begins  to  loosen.  With  vessels  so  large  and  tension  so 
great  as  in  the  uterine  artery,  the  danger  of  hemorrhage  from 
that  cause  is  too  great  for  the  patient  to  incur.  A  secondary 
hemorrhage  under  these  circumstances  means  practically 
death. 

I  present  here  some  sutures:  four  silkworm  gut  removed 
from  the  cervix,  and  three  silk  sutures  from  the  tissues  above, 
fifteen  months  after  the  supravaginal  operation.  I  removed 
them  through  the  cervical  canal.  This  patient  was  well  up  to 
within  four  months  of  the  time  I  removed  these  sutures.  She 
then  began  to  suffer  from  a  vaginal  discharge,  pain  in  the  pel- 
vis, and  a  pruritus  due  to  the  discharge  from  the  infected 
sutures.  Within  ten  days  after  the  sutures  were  removed, 
March  19th  last,  the  patient  was  entirely  well,  and  has  re- 
mained so  since.  To  have  a  patient  come  back  to  you  and  say, 
"Why,  doctor,  I  thought  this  operation  was  to  cure  me  and  I 
would  have  no  further  trouble";  then  to  have  to  explain  that 
there  is  probably  an  infected  ligature  which  must  be  removed — 
not  always  an  easy  task — before  the  cure  can  be  effected;  then 
wait  weeks  or  months  before  you  are  able  to  accomplish  it,  or 
to  be  threatened  with  a  damage  suit,  as  I  was  by  one  of  my 
patients — is  anything  but  pleasant.  Then  to  the  patient  there 
are  the  months  of  semi-invalid  life  she  must  lead  during  this 
time. 

It  is  true  that  there  is  a  lower  mortality  following  this  opera- 
tion than  total  extirpation,  but  I  believe  it  is  because  it  is  the 
most  desperate  cases  that  are  subjected  to  the  latter  operation. 
If  the  same  class  of  cases  were  subjected  to  total  extirpation 
I  believe  the  mortality   would  be  as  low,   if  not  lower,  than 
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the  supravaginal  operation.  I  prefer  total  extirpation  with  its 
known  complication  of  suppurating  ligatures  for  ten  days  or 
two  weeks.  I  know  they  are  free  from  any  possibilit}^  of 
infected  ligatures  later  on.  They  are  well  and  stay  well,  and 
shower  blessings  on  the  doctor  and  his  methods.  In  all  the 
operations  I  have  made  by  the  total-extirpation  method  I  have 
never  seen  the  life  of  the  patient  in  any  way  endangered  from 
the  suppuration  about  the  ligatures.  The  condition  has  never 
given  me  a  moment's  uneasiness.  But,  as  I  said  before,  if 
there  is  any  way  to  avoid  these  sequelae  I  will  hail  it  with 
delight. 
625  Crown  street. 
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GEORGE  M.   HUGHES,   M.D., 
Philadelphia,  Pa. 


While  assisting  Dr.  Joseph  Price  in  his  abdominal  work  I 
have  recently  been  greatly  interested  in  a  number  of  cases 
which  he  reopened  for  the  freeing  of  adhesions  and  removal  of 
dead  ligatures  and  sutures.  These  cases  are  becoming  more 
numerous,  and  seldom  a  week  elapses  that  we  do  not  have  a 
patient  come  into  the  hospital  and  demand  that  something  be 
done  for  her  relief.  She  has  been  the  unfortunate  victim  of  a 
vaginal  puncture,  of  an  incomplete  or  imperfect  operation,  or  of 
work  done  without  the  pale  of  that  gospel  of  cleanliness — done 
amongst  jars  of  different  colored  solutions  to  which  the  opera- 
tor and  his  assistants  pin  their  faith  and  to  which  the  patient 
might  point  as  the  cause  of  her  misery  following  the  operation. 
Suture  material  and  ligatures  should  be  of  that  material  which 
is  easiest  sterilized  and  which  combines  great  strength  in  a 
small  bulk.  It  is  alwaj's  preferable  to  use  a  material  capable 
of  being  rendered  aseptic  by  heating  or  boiling  ;  if  this  can  be 
done  we  can  at  all  times  have  the  means  at  hand  to  render  per- 
fectly sterile  our  ligatures.  For  this  purpose  we  find  that  for 
pedicle  ligatures  and  for  bowel  work  the  twisted  Chinese  silk 
is  the  best — of  finest  quality  and  sufficiently  small  to  secure 
safe  tying ;  for  closure  of   the  abdominal  incision,  silkworm 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
^sts  at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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gut  and  the  through-and-through  method.  What  becomes  of 
the  ligatures  ?  If  small  and  sterile  they  become  encapsulated 
and  rapidly  absorbed  ;  if  plated  ligatures  and  large  hawsers 
are  used,  whether  infected  or  non-infected,  they  are  never  ab- 
sorbed, but  their  presence  as  foreign  bodies  gives  us  a  train  of 
symptoms  unbearable  in  their  distress  and  constant  in  their 
duration.  Let  us  but  have  a  stitch  abscess  and  see  the  pain 
it  causes.  Contrast  this  with  a  row  of  buried,  interrupted  su- 
tures, each  one  with  a  puddle  of  pus  surrounding  it,  and  think 
of  the  suffering.  We  have  found  just  that  condition — a  whole^ 
cicatrix  to  be  dissected  out,  and  pus  around  each  suture.  The 
same  conditions  are  found  about  the  pedicles,  only  here  we  have 
adhesions  of  omentum,  large  and  small  bowel,  and  bladder  ta 
both  the  pedicles.  The  most  interesting  and  dangerous  twists 
and  contortions  are  found  about  the  pedicles  when  they  are- 
charged  with  dead  ligatures. 

The  character  of  the  case  operated  upon  has  much  to  do  with- 
the  bahavior  of  the  ligatures  and  sutures.  Take  a  clean  case, 
one  in  which  we  can  do  our  tying  in  healthy  tissues,  and  we 
should  have  no  sequelfe  of  any  kind — always  presupposing  that 
we  are  perfectly  clean  in  every  detail  of  our  work  and  that  our 
material  is  perfectly  aseptic  and  fine.  On  the  other  hand,  we 
find  that  group  of  horribly  septic  cases — huge  ovarian  abscesses- 
and  pus  tubes,  suppurating  extrauterines,  dermoids,  malignant 
degenerations  of  septic  and  hard  growths — all  cases  where  we 
find  disorganized  conditions  of  broad  ligaments,  omentum,  and 
bowel.  It  is  in  this  class  that  it  is  very  diflScult  and  often  im- 
possible to  find  healthy  tissue  in  which  to  place  ligatures.  In 
this  class  of  cases  the  behavior  of  the  ligature  is  often  beyond 
the  control  of  the  surgeon.  It  is  in  this  class  of  cases  that  we 
sometimes  have  a  small  point  discharging  for  many  weeks  or 
until  the  ligature  works  its  way  to  the  surface  through  the 
drainage  tract.  The  cases  coming  under  our  observation 
would  seem  to  be  those  due  to  too  much  and  many  ligatures 
and  dirty  work.  To  obviate  post-operative  sequelse  we  must 
choose  that  method  of  applying  ligatures  which  will  give  us 
safety  with  the  I'^ast  quantity  of  material.  For  pedicles  the  sim- 
ple figure-of-eight  tie  is  the  best ;  this  gives  us  a  firm,  small, 
strong  tie  and  one  not  liable  to  slip.  The  pedicle  is  then  cut 
cone  shape.  The  pedicle  must  be  made  as  small  as  possible. 
Large  pedicles  are  prone  to  behave  badly,  and  to  this  are  due 
the  post- operative  adhesions  of  omentum,  bowel,  or  bladder;: 
once  these  are  formed  the   patient's  suffering  becomes  daily 
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worse  until  relieved  by  another  operation.     To  illustrate  I  have 
selected  five  cases. 

Case  I. — Mrs.  L.,  colored,  age  20,  no  children,  no  miscar- 
riages. This  patient  had  had  two  operations  previously  by 
the  same  surgeon,  and  each  time  he  did  a  ventrofixation.  Her 
suffering  was  increased  after  each  operation.  Menstruation 
regular,  but  painful.  She  was  a  constant  sufferer.  She  was 
admitted  to  hospital  March  23d,  1897  ;  operated  upon  March 
26th.  The  omentum  and  ileum  were  fixed  strongly  to  the  old 
cicatrix  Sigmoid  was  attached  to  left  pedicle,  ileum  to  right. 
A  portion  of  cystic  ovary  remained  at  right  pedicle.  Liga- 
tures about  the  size  of  birdshot  remained  at  both  pedicles. 
The  ventrofixation  was  a  failure.  The  uterus  being  poste- 
rior, the  parietal  adhesion  was  fastened  to  the  bladder  and 
elongated  about  two  ioches.  Portion  of  ovary  was  removed, 
all  adhesions  freed,  ligatures  removed,  and  uterus  replaced. 
She  made  an  easj^  recovery. 

Case  II. — Mrs.  Z.,  age  25,  one  child,  no  miscarriage.  Pa- 
tient referred  by  Dr.  A.  H.  Halberstadt,  of  Pottsville.  She 
was  operated  upon  eighteen  months  previously,  but  has  been  a 
constant  sufferer  since  with  most  marked  nervous,  vesical,  and 
rectal  disturbance  ;  neurasthenic  symptoms  of  an  alarming 
nature.  The  simple  suggestion  of  relief  from  a  second  ope- 
ration was  at  once  accepted.  Admitted  April  23d,  1897,  and 
operated  upon  April  24th.  There  were  strong  omental  adhe- 
sions about  cicatrix,  with  dead  ligatures  in  both  pedicles,  with 
visceral  adhesions  surrounding  pedicle.  The  ligatures  were 
removed  ;  visceral  and  omental  adhesions  freed.     Recovery. 

Case  III. — Mrs.  F.,  age  26,  one  child.  Patient  of  Dr.  Ran- 
dall. Patient  was  operated  upon  seventeen  months  ago  at  one 
of  our  prominent  hospitals  ;  ovariotomy.  When  admitted  she 
had  been  suffering  since  operation  with  pain  on  left  side,  which 
was  constantly  getting  worse.  She  was  admitted  June  7th, 
1897 ;  operation  June  8th.  We  found  the  omentum  adherent 
to  incision  and  bladder,  also  strong  adhesion  of  ileum  to  left 
stump.  Section.  All  adhesions  were  freed  and  dead  ligatures 
removed  from  both  pedicles.     Recovery, 

Case  IV. — Mrs.  G.,  age  28,  one  child.  Had  a  double  ovari- 
otomy performed  seventeen  months  ago,  and  felt  well  for  one 
year  after.  Since  then  she  has  suffered  with  constantly  in- 
creasing soreness  in  lower  part  of  abdomen.  She  was  admitted 
July  1st,  1897,  and  operated  upon  on  the  3d.  In  this  case  sup- 
puration at  seat  of  dead  ligatures  was  found  on  both  sides ; 
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omentum  was  fastened  to  suppurating  point  on  left  side,  ce- 
cum and  ileum  to  suppurating  point  on  right  ;  uterus  fixed  to 
anterior  abdominal  wall.  Section.  All  adhesions  were  freed; 
old  ligatures  were  removed  and  suppurating  points  cleansed; 
uterus  freed.     Recover}". 

Case  V. — Mrs.  R.,  age  27,  one  child,  one  miscarriage. 
Double  ovariotomy  was  done  seven  months  ago,  but  experi- 
enced no  relief  ;  her  suffering  has  been  constantly  increasing. 
She  was  admitted  July  7th,  1897,  and  operated  upon  July  9th. 
Dense  cicatrix,  rigid  throughout ;  omentum  adherent  at  cen- 
tre of  cicatrix  ;  broad  adhesions  ;  ileum  adherent  to  bladder 
by  a  long,  strong  band  four  inches  in  length  ;  eight  inches  of 
ileum  adherent  to  pelvic  basin  and  folded  upon  omentum ; 
cecum  adherent  to  right  pedicle  ;  a  dead  ligature  and  pocket 
of  pus.  Bowel  freed,  suppurating  surfaces  cut  away,  bowel 
trimmed  and  stitched  ;  peritoneum  stitched  over  raw  surfaces 
of  pedicle  and  bowel ;  sigmoid  attached  to  left  pedicle,  dead 
ligature,  and  pus  pocket ;  freeing  of  adhesions,  cleansing  and 
suturing  of  bowel  and  pedicle  repeated  on  left  side ;  dead 
ligatures  and  pus  pocket  throughout  the  incision  dissected  out. 
Patient  emaciated  from  so  long  suffering  from  previous  opera- 
tion. There  was  complete  removal  of  ovaries,  partial  removal 
of  tubes.     Recover5^ 

It  is  interesting  to  note  at  this  point  the  character  and  extent 
of  adhesion  about  the  field  of  manipulation  in  operation.     The 
operators  in  these  cases  had  all  been  solution  men — bathe  their 
hand  in  a  chemical  solution  throughout  their  operations. 
241  North  Eighteenth  street. 
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Ordinary  health  is  a  very  precarious  and  uncertain  thing. 
To-day  one  is  well;  to-morrow  he  may  be  sick,  with  perhaps  a 
headache,  a  furred  tongue,  and  a  high  temperature.     The  cause 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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may  be  from  without,  it  may  be  from  within.  Assimilation 
may  have  gone  wrong;  secretion  and  excretion  maj^  have  lost 
their  balance;  poison  of  some  sort  may  have  come  into  exist- 
ence and  may  be  retained;  it  may  be  a  bilious  attack — what- 
ever that  is — or  it  may  be  something  much  worse.  The  equi- 
librium of  health  appears  to  be  more  easily  disturbed  during 
pregnancy  than  at  other  times.  I  will  not  undertake  now  to 
discuss  the  nature  of  the  poison  or  the  poisoning  which  occurs 
so  frequently  in  pregnant  women,  but  I  will  presume  that  in 
those  cases  there  is  a  general  systemic  toxemia,  with  a  toxin  or 
toxins  affecting  many  of  the  organs  and  tissues  of  the  body,  if 
not  the  whole  body.  In  connection  therewith  I  will  simply 
express  the  opinion  that  the  liver  and  intestines  are  mostly 
at  fault,  but  that  in  a  certain  proportion  of  cases  insufficiency 
or  inefficiency  of  the  kidneys  is  a  serious  element  in  the  dis- 
turbance. It  is  difficult  in  a  few  words  to  say  anything  more 
definite,  after  considering  the  mass  of  evidence  which  has  been 
adduced  during  the  last  few  years;  but  I  will  add  that  I  believe 
that  the  offending  toxins  are  found  chiefly  in  the  blood,  liver, 
and  muscles. 

There  can  be  no  doubt  as  to  the  great  importance  of  the 
earliest  recognition  of  the  toxemia  of  pregnancy.  The  chief 
symptoms  are  salivation;  disorders  of  digestion,  with  sometimes 
peculiar  taste,  and  constipation;  general  malaise;  anemia; 
nervous  disturbances,  with  headache,  disorders  of  vision,  irri- 
tability, etc. ;  deficient  excretion  of  urine  or  some  of  its  consti- 
tuents; albuminuria. 

To  speak  briefly,  I  think  any  sign  of  the  slightest  departure 
from  ordinary  health  during  pregnancy  should  make  us  suspect 
the  advent  of  general  toxemia  and  should  receive  careful  in- 
vestigation and  thorough  treatment.  If,  for  instance,  there  be 
general  malaise,  with  shght  headache,  but  no  albumin  in  the 
urine,  let  us  not  be  deceived,  since  albuminuria  is  only  one  of 
the  symptoms  of  systemic  poisoning  and  sometimes  the  last  to 
appear.  Its  absence  proves  absolutely  nothing.  The  follow- 
ing history  of  a  case  will  illustrate  what  I  mean. 

About  ten  years  ago  I  attended  a  patient,  set.  23,  primipara, 
somewhat  anemic,  but  had  been  fairly  healthy.  No  serious 
symptoms  during  pregnancy  until  ninth  month,  when  she 
appeared  to  be  slightly  ill;  had  some  malaise,  a  little  headache 
for  two  or  three  days,  and  slight  indigestion.  Found  no  trace 
of  albumin  after  examining  three  specimens  of  urine,  one  the 
day  before  labor.     No  headache  the  morning  before  labor,  but 
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seemed  rather  weak.  Labor  progressed  favorably  through  first 
stage,  when  suddenly,  to  my  amazement,  convulsions  occurred. 
Delivered  immediately  with  forceps  under  an  anesthetic.  Ex- 
pressed placenta  at  once.  Very  little  hemorrhage.  Patient  very 
low.  Pulse  rapid  and  flickering.  Had  the  greatest  difficulty 
in  keeping  her  alive  for  next  twelve  hours;  frequently"  thought 
she  was  dying.  After  twelve  hours  she  commenced  to  rally, 
gained  strength  rather  rapidly,  and  made  a  good  recovery. 
Urine  examined  next  day  and  found  to  have  a  trace  of  albumin, 
which  soon  disappeared.  Child  did  well  and  is  now  living  and 
health}'.  This  patient  had,  I  think,  serious  toxemia  (without 
albuminuria  or  anj'  sign  of  insufficiency  of  the  kidneys),  which 
I  did  not  properly  appreciate  nor  judiciously  treat. 

Treatment. — The  differences  of  opinion  as  to  proper  methods 
of  treatment  are  so  numerous  that  I  will  not  attempt  to  discuss 
them  in  detail,  I  desire  simply  to  give  my  own  views  in  a 
somewhat  dogmatic  way  for  the  sake  of  brevity.  In  the  first 
place,  I  will  refer  to  diet.  What  is  the  best  diet?  Tarnier  and 
Charpentier  say  milk,  and  a  great  host  of  obstetricians  agree 
with  them  in  saying  that  milk,  and  milk  only,  is  the  proper 
food.  For  many  years  milk  was  the  orthodox  food  in  a  vast 
number  of  diseases.  In  my  student  days  I  had  typhoid  fever, 
and  what  I  got  in  the  way  of  inedicine  I  know  not,  but  I  can 
well  remember  that  I  had  to  subsist  on  milk.  It  was  a  terrible 
ordeal  for  one  who  hated  it.  In  vaj  weeks  of  delirium  I  presume 
I  swallowed  it  without  protest,  but  in  my  conscious  moments 
I  protested  somewhat  vigorously.  My  protests,  however,  were 
useless,  and  I  had  simply  to  lie  in  bed  and  nurse  a  grievance. 
After  my  recovery  I  long  remembered  my  hardships  in  this  re- 
spect, and  for  years  the  sight  of  a  cow  made  me  shiver.  Early 
in  my  practice,  notwithstanding  m}'  sad  personal  experience,  I 
was  orthodox  on  the  milk  question,  I  will  refer  to  one  case  of 
tj'phoid  fever  that  I  attended  twentj'  years  ago.  For  more 
than  three  months  we  did  the  right  thing  in  giving  the  poor 
unfortunate  patient  nothing  but  milk.  He  protested,  but  I 
remained  orthodox,  I,  of  course,  was  particularly  cautious, 
according  to  our  lights  in  those  days,  in  the  administration  of 
cathartics.  In  the  third  month  we  had  a  nice  condition  of 
things.  The  lower  bowel  was  crammed  full  of  material  very 
like  hardened  plaster  such  as  we  have  on  our  walls.  Enemata 
of  soapsuds  or  olive  oil  had  about  as  much  effect  as  if  they 
were  forced  against  a  stone  wall.  We  had  to  scoop  out  the 
mass  in  the  rectum  with  a  spoon;  sometimes  we  had  to  fairly 
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drill  it  out.  Shortly  after  this  I  found  that  milk  diet  was- 
the  worst  that  could  be  devised  in  cases  of  perineorrhaphy 
and  other  operations  in  the  region  of  the  rectum.  My  experi- 
ence in  connection  with  these  and  many  other  cases  was  so 
unsatisfactory  that  I  modified  my  lines  of  treatment  to  such  an 
extent  that  I  have  not  compelled  any  patient  to  take  an  exclu- 
sively milk  diet  for  fifteen  years. 

Milk  diet  for  toxemia  or  albuminuria  of  pregnancy.  In 
speaking  of  milk  diet  I  do  not  wish  to  denounce  it  altogether; 
I  believe  that  a  purely  milk  diet  is  good  for  young  babes  and 
calves,  but  I  do  not  think  it  is  suitable  for  adult  human  beings. 
We  have  been  told  over  and  over  again  to  avoid  nitrogenous 
foods  in  the  albuminuria  of  pregnancy,  but  we  must  remember 
that  milk  contains  many  nitrogenous  substances.  Yeo,  in  his  ad- 
mirable book  on  "Food  in  Health  and  Disease,"  shows  clearly 
that  milk  is  not  a  suitable  food  for  healthy  adults,  because  it 
contains  an  excess  of  albuminates  and  fats,  and  that  it  should 
be  mixed  with  other  foods,  especially  the  carbohydrates.  If  it 
be  conceded  that  milk  alone  is  not  the  best  food  for  healthy 
adults,  it  is  difficult  to  conceive  how  it  can  be  the  most  suitable 
in  any  case  of  disease. 

I  have  no  objection  to  milk  in  mixed  diet.  It  is  certainly 
good  food  in  combination  with  other  things.  It  is  well  to  re- 
member that  some  of  its  modifications,  like  buttermilk  and 
kumyss,  are  frequently  more  useful,  because  more  easily  di- 
gested, than  plain  cow's  milk.  The  following  dietary  is  what 
I  have  prescribed  in  private  practice  and  in  the  Burnside 
Lying-in  Hospital  for  the  last  nine  years  :  Milk,  buttermilk, 
kumyss  —as  much  as  the  patients  care  to  drink,  no  more ; 
plain  water  in  abundance  ;  tea  once  a  day  if  desired  ;  cocoa, 
lemonade,  mineral  waters,  etc. ;  bread  (not  too  fresh)  and  but- 
ter, dry  toast  or  cold  toast  and  butter  ;  rice,  tapioca,  arrow- 
root, etc.  ;  fish  without  rich  gravy;  limited  amount  of  white 
meat  and  raw  oysters  ;  limited  amount  of  salt ;  vegetables  of 
a,ll  sorts,  restricting,  however,  supply  of  potatoes,  and  encour- 
aging the  use  of  greens,  such  as  lettuce,  spinach,  watercress, 
etc.  ;  ripe  fruits,  such  as  oranges,  bananas,  and  grapes  ;  other 
fruits  cooked,  such  as  apples,  pears,  and  peaches. 

I  advise  the  patients  to  choose  what  they  please  from  this 
list,  and  take  especially  the  things  that  appear  to  agree  best 
with  them.  I  desire  them  to  gratif}^  as  far  as  possible  the 
cravings  of  their  stomachs,  and  to  eat  too  little  rather  than  too 
much.     The  majority  of  patients  suffering  from  toxemia  in  the 
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Lying-in  Hospital  take  little  or  no  milk.  In  my  private  practice 
the  majority  of  such  patients  take  a  certain  amount  of  milk. 
A  large  number  also  take  mineral  waters,  especially  Hunyadi 
Janos  or  a  mixture  of  Friedrichshall  and  Carlsbad.  Milk 
diluted  with  such  waters  as  the  so-called  soda,  or  Apollinaris, 
or  Sprudel,  or  Vichy,  is  well  liked  by  some.  In  connection 
with  the  above  list  of  foods  I  ask  the  patients  not  to  take  both 
milk  and  fish  or  meat  at  the  same  meal.  During  the  last  two 
or  three  j'ears  I  have  in  certain  cases  added  eggs  and  some  of 
the  heavier  meats,  such  as  beef,  mutton,  and  bacon,  to  the  list  ; 
but  in  a  few  cases  where  the  poison  appears  to  injure  the 
kidneys,  especiall}'  where  there  is  a  probable  parenchymatous 
nephritis  with  profuse  albuminuria,  I  proscribe  meats  of  all 
sorts,  eggs,  oysters,  and  prescribe  a  diet  largely  composed  of 
diluted  milk  and  vegetables. 

Among  the  articles  which  should  be  avoided  are  hot  bread 
and  cakes,  pastry,  highly  seasoned  dishes  of  all  kinds,  spices, 
cheese,  nuts,  rich  gravies,  and  dried  foods. 

Medicinal  Treatment. — The  following  is  the  routine  treat- 
ment carried  out  in  the  Toronto  Burnside  Lying-in  Hospital  : 
As  soon  as  symptoms  of  toxemia  arise  the  patient  is  required 
to  take  half  to  one  ounce  of  Epsom  salts  at  once,  and  thereafter 
two  to  four  drachms  every  hour  for  two  or  three  doses.  An 
enema  is  also  administered,  immediatelj^  after  the  first  dose  of 
salts  is  takea,  in  urgent  cases — i.e.,  when  the  symptoms  are 
severe,  especially  when  there  is  a  large  amount  of  albumin  in 
the  urine  and  a  small  quantity  of  urea  excreted.  In  less  urgent 
cases  a  few  small  doses  of  calomel  (saj^  one-quarter  of  a  grain 
every  half-hour  for  six  doses)  are  administered,  to  be  followed 
by  the  salts.  After  the  bowels  are  freely  opened  smaller  doses 
of  salts  are  given,  sufficient  to  produce  not  less  than  four 
watery  evacuations  in  each  and  every  twenty-four  hours.  For 
the  first  few  days  I  do  not  object  to  twelve  motions  in  twenty- 
four  hours.  When  bad  symptoms,  including  albuminuria,  dis- 
appear or  become  less  severe,  we  stop  the  administration  of 
salts  for  a  time,  but  we  endeavor  to  prevent  anything  approach- 
ing constipation,  and  desire  not  less  than  two  evacuations  of  the 
bowels  ever}'  day  until  after  labor.  I  carr\^  out  the  same  rules 
in  private  practice,  but  I  do  not,  as  a  rule,  tell  my  patients  that 
I  am  giving  simply  that  common,  almost  vulgar,  old-fashioned 
s^it^— common  salts.  I  frequently  give  the  following  pre- 
scription after  a  short  course  of  free  purgation  : 
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5  Magnesii  sulphatis . . . .  3  ij. 

Acidi  tartaiici  3  iij. 

Tinctura?  cardamomi  composite 3  ij. 

Aquse  ad ... .  3  iv. 

A  dessertsi^oonful  in  hot  water  three  times  a  day. 

I  give  the  tartaric  acid  because  it  disguises  the  taste  of  the 
salts  to  such  an  extent  as  to  make  it  quite  or  ahiiost  palatable 
for  the  majority  of  patients.  I  add  the  tinctura  cardamomi 
composita  to  give  tone  and  respectability  to  the  mixture. 
In  hospital  practice  I  prefer  to  give  the  concentrated  solution 
alone.  While  I  desire  such  patients  to  drink  as  much  water  as 
possible  at  all  times,  I  consider  it  especially  important  that  they 
do  so  during  the  free  purgation. 

What  does  magnesium  sulphate  do  ?  It  removes  noxious 
elements,  which  would  otherwise  be  absorbed,  from  the  intes- 
tinal canal.  It  removes  from  the  blood  a  large  quantity  of 
serum,  and  with  that  serum  a  certain  proportion  of  the  "  circu- 
lating toxins,'"'  without,  at  the  same  time,  abstracting  the  blood 
globules.  It  aids  the  liver  and  kidneys,  which,  without  such 
assistance,  soon  become  seriously  diseased  from  the  effects  of 
poisoning  and  overwork.  It  does  away  with  the  necessity  of 
bleeding  or  administering  veratrum  viride  if  convulsions  occur. 

Some  object  to  the  long-continued  use  of  cathartics.  A  Fel- 
low of  this  Association  once  said  :  "  A  woman  cannot  be  purged 
for  two  or  three  months."  In  reply  I  have  only  to  say  a  woman 
can  be  purged  for  two  or  three  months  in  the  way  I  have  indi- 
cated. I  have  seen  it  done  in  many  instances.  Others  object 
because,  as  they  say,  such  treatment  tends  to  produce  anemia. 
In  reply  to  that  I  wish  to  express  a  very  decided  opinion  that 
it  does  not  tend  to  produce  anemia.  On  the  contrary,  it  in 
many  cases  somewhat  rapidly  improves  the  condition  of  the 
blood  by  removing  from  the  body  the  poison  which  is  to  a  large 
extent  producing  the  anemia.  Some  years  ago  I  was  rather 
timid  about  pushing  such  treatment  vigorously  in  patients  that 
were  weak  and  anemic,  but  my  scruples  in  that  respect  have 
ceased  to  exist,  because  I  have  never  seen  it  produce  an  evil 
effect.  Of  course  one  should  use  ordinary  good  judgment, 
watch  carefully  the  results,  and  act  accordingly.  In  some 
cases  we  have  injected  salt  solution  high  up  in  the  bowel  witn 
apparent  benefit.  We  have  also  used  subcutaneous  injections 
at  the  same  time, 

I  have  to  acknowledge  that  Charpentier,  one  of  the  strongest 
advocates  of  an  exclusively  milk  diet,  had  remarkably  good 
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results  in  his  treatment  of  albuminuria  in  pregnancy.  So  had 
Tarnier  and  others  But  many  had  not.  Pajot  thought  it 
perfectly  useless.  Such  direct  contradictions,  which  are  not 
rare  in  connection  with  many  phases  of  this  very  important 
subject,  are  very  perplexing.  I  think,  however,  I  can  explain 
the  secret  of  Charpentier's  success,  which  was  not  at  all  due,  as 
he  thought,  to  his  dietary,  but  to  the  fact  that,  apart  from  that, 
he  carried  out  exactly  the  principles  of  treatment  which  I  have 
described  in  this  paper.  He  made  "use  of  purgatives  in  a 
repeated  and  constant  manner,"  and  tried  "  to  obtain  by  means 
of  purgatives  a  serous  intestinal  discharge  which  withdraws 
from  the  woman  a  large  quantity  of  serum,  etc."  He  pre- 
ferred the  "saline  purgatives."  "  In  a  word,  we  try  to  pro- 
duce a  revulsive  effect  on  the  intestine."  '  He  got  good  results 
from  free  and  continuous  purgation,  with  a  certain  diet.  I 
have  had  and  seen  at  least  equally  good  results  with  free  pur- 
gation and  a  diet  that  he  strongly  condemned.  I  think  it  fair 
to  conclude  that  the  purgation  was  the  important  element  in 
the  success  in  both  instances. 

The  kidneys  I  leave  severely  alone,  excepting  in  so  far  as  the 
water  has  a  diuretic  effect.  Of  course  something  depends  on 
what  we  mean  by  diuretic.  At  all  events  I  desire  to  have  a 
large  amount  of  water  taken  into  the  system. 

As  to  the  skin,  I  have  not  found  much  benefit  from  any  of 
the  ingenious  machines  or  devices  designed  to  produce  profuse 
perspiration,  and,  as  a  consequence,  dislike  to  see  a  patient 
suffering  from  toxemia  of  pregnancy  either  cooked,  baked,  or 
parboiled.  Every  pregnant  woman,  whether  toxemic  or  not, 
should  have  a  daily  warm  bath.  Beyond  that  I  think  nothing 
is  required  excepting  sufficient  warm  clothing,  with  woollen 
fabric  next  the  skin. 

In  certain  cases  we  have  to  consider  the  advisability  of  in- 
ducing abortion  or  premature  labor.  Without  making  any 
attempt  to  discuss  properly  such  serious  procedures,  I  may  say 
I  am  opposed  to  both,  but  especially  to  the  induction  of  abor- 
tion. I  have  only  induced  abortion  for  albuminuria  in  one 
case,  and  that  operation  never  occasioned  in  me  any  pride  or 
satisfaction.  A  patient  with  chronic  Bright's  disease  may  go 
through  pregnancy  without  any  untoward  results,  as  the  fol 
lowing  case  will  show: 

Mrs.   A.     Seen  in  consultation  with   Dr.   W.   P.  Caven   in 

May,  1895.     Pregnant.     Advanced  two  months.     Attended  in 

'"  Cyclopedia  of  Obstetrics,*'  Charpentier  and  Graudin, 
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confinement  a  few  years  before  by  Dr.  Carson,  since  deceased. 
Had  eclampsia.  After  a  very  serious  illness,  recovered,  but 
with  chronic  Bright's  disease  (I  do  not  know  when  contracted). 
In  her  next  pregnancy  Dr.  Cari^on,  who  was  one  of  the  most 
competent  obstetricians  I  ever  met,  induced  abortion,  at  the 
same  time  telling  her  it  was  almost  impossible  to  go  through 
pregnancy.  After  considering  the  case,  with  this  history  and 
with  serious  symptoms  of  toxemia,  including  albuminuria  and 
casts,  we  decided  to  induce  abortion,  which  was  done  without 
trouble.  Saw  her  again  with  Dr.  Caven  in  February,  1896. 
Pregnant  a  little  more  than  two  months.  Had  albuminuria 
and  some  other  symptoms  of  toxemia.  Decided  to  put  her  on 
purgative  and  tonic  treatment  and  to  watch  carefully.  Dr. 
Caven  carried  this  out,  and  patient  got  on  fairly  well.  Was 
present  at  labor,  August  6th,  for  the  purpose  of  assisting  in  case 
of  accident.  Had  a  normal  labor  with  delivery  of  a  healthy 
baby.  Both  mother  and  child  are  now  alive,  the  former  hav- 
ing still  her  inefficient  kidneys,  the  latter  being  healthy. 

I  have  less  scruples  about  the  induction  of  premature  labor, 
but  would  never  recommend  it  until  other  treatment  had  been 
tried.  I  will  refer  to  a  case  which  I  reported  to  the  Toronto 
Medical  Society  three  years  ago:  Mrs.  C  ,  aet.  37.  Admitted 
to  the  Burnside  Hospital  October  3d,  1893.  Supposed  to  be  in 
seventh  month  of  pregnancy.  Previous  history  of  nephritis. 
Had  dropsy,  headaches,  and  affected  vision.  Urine  more  than 
half  albumin  and  contained  casts.  Magnesium  sulphate  ad- 
ministered October  6th.  One  week  after  admission,  October 
10th,  had  two  convulsions,  at  4  and  6  a.m.  Treated  with  chlo- 
roform, morphine  hypodermatically,  and  chloral  per  rectum. 
Symptoms  two  days  after,  very  serious;  urine  loaded  with 
albumin — became  absolutely  solid  on  heating.  Examination 
by  Dr.  Hill  showed  numerous  casts,  mostly  granular  in  charac- 
ter, and  a  diminution  in  urea  excreted,  being  at  one  time  re- 
duced to  an  amount  a  little  more  than  half  the  normal  quantity. 
There  was  no  dilatation  of  the  os;  cervix  partly  intact.  Condi- 
tion so  low  that  I  was  afraid  to  induce  labor.  General  condition 
improved  slightly  under  purgative  and  supporting  treatment. 
Seen  October  18th  by  Dr.  Temple,  who  advised  induction  of 
labor.  I  concurred,  but  decided  to  wait  till  the  following 
morning,  when  I  found  her  so  much  improved  that  I  again 
postponed  operation.  She  continued  to  improve  daily  until 
October  22d,  nineteen  days  after  admission  and  twelve  days 
after  convulsions,    when   labor    commenced    and    progressed 
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favorably.  Babe  still-born.  Patient  improved  rapidly  and 
made  a  good  recovery. 

In  this  case  I  declined  to  empty  the  uterus  during  the  most 
critical  period,  simply  because  I  feared  that  the  operation  might 
cause  death.  When  she  rallied  I  agreed  to  operation.  After 
a  short  delay,  which  was  partly  accidental,  I  thought  the  ope- 
ration was  unnecessary.  I  report  the  case,  not  because  I  think 
the  treatment  was  in  all  respects  good  (for  I  have  grave  doubts 
about  that),  but  because  I  wish  to  prove  that  desperate  cases 
may  recover  without  operative  interference. 

I  am  willing  to  admit  that  in  certain  cases  of  toxemia  not 
accompanied  with  eclampsia  the  induction  of  premature  abor- 
tion or  labjr  may  ba  advisable,  but  each  case  should  be  care- 
fully considered  on  its  own  merits  before  deciding  on  an  opera- 
tion which,  with  an  undilated  os,  always  causes  some  violence, 
a  certain  amount  of  danger,  and  sometimes  death. 

In  connection  with  our  results  in  the  Burnside  I  may  say  that 
in  nine  years  we  have  had  sixty-five  cases  of  toxemia  with 
albuminuria,  with  two  deaths — both  from  eclampsia.  One  of 
these  two  patients  came  into  the  hospital  in  a  dying  condition 
with  eclampsia,  having  received  no  previous  treatment.  In 
the  sixty-five  cases  mentioned  there  were  many  cases  where 
the  albuminuria  and  other  symptoms  were  only  slight. 

In  conclusion  I  may  enumerate  the  main  points  in  my  treat- 
ment as  follows: 

1.  A  carefully  selected  mixed  diet,  with  plenty  of  water — 
plain,  mineral,  lemonade  without  sugar,  etc. 

2.  Rest,  good  h3^gienic  surroundings,  proper  clothing. 

3.  The  regular  and  persistent  use  of  purgatives  for  weeks  or 
months,  with  a  preference  for  Epsom  salts. 

4.  A  warm  daily  bath. 

5.  The  induction  of  abortion  or  premature  labor  in  rare  cases. 
30  Gerrard  street. 
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POST-OPERATIVE  LESIONS  AND  SEQUELS: 

THEIR  EXTENT,    CHARACTER,    AND  HOW  TO  DEAL  WITH  THEM.' 


BY 

JOSEPH  PRICE,  M.D., 
Philadelphia. 


It  must  have  come  to  the  notice  of  many  of  you  that  there 
are  numbers  of  useless,  often  harmful  operations.  It  seems  a 
common  affair  for  surgeons,  or  those  passing  as  such,  to  work 
some  little  end  at  the  expense  of  all  the  risk  of  a  regular  ope- 
ration. They  have  only  in  view  some  temporary  or  peculiar 
benefit,  without  sufficient  consideration  of  the  subsequent  work 
necessary  to  complete  cure.  Our  great  aid  lies  in  the  recupe- 
rative abilities  of  the  patient,  and  what  can  one  expect  when 
her  vital  powers  are  taxed  for  recovery  from  numerous  ill- 
judged  operations?  It  is  surely  a  matter  for  considerable  cau- 
tion. The  excuses  are  few  for  repeated  operations.  We  will 
view  repeated  operations  from  two  standpoints:  one  is  where 
pathological  conditions  and  the  broken-down  condition  of  the 
patient  are  such  as  to  render  a  complete  operation  of  extreme 
peril  to  the  patient.  To  determine  this  question,  the  extent  to 
which  procedure  is  safe,  is  one  of  the  most  serious  that  appeal 
to  surgical  judgment.  It  is  only  such  conditions  that  justify 
leaving  anything  for  a  second  operation.  The  other  and  more 
frequent  reason  for  re-operation,  the  one  least  to  be  justified, 
the  one  a  reproach  upon  our  surgery,  is  the  attempted  work  of 
ignorance  or  that  which  cowardice  leaves  uncompleted.  There 
is  an  explanation  of  the  necessity  for  many  repeated  operations, 
which  we  give  with  a  sense  of  regret.  The  commercial  element 
repeatedly  enters  in  with  a  resistless  influence;  there  is  a  money 
motive — this  where  the  life  of  a  human  being  is  involved.  The 
reasoning  is  from  any  other  than  a  high  professional  stand- 
point. "  This  is  a  paying  case;  I  will  go  as  far  in  this  case 
as  is  absolutely  safe.  I  will  give  temporary  relief,  secure  the 
patient  a  brief  period  of  comparative  comfort,  and  when  the 
trouble  returns  in  aggravated  form  the  patient  will  go  into 
other  hands  for  complete  removal  of  the  trouble,  with  probable 
if  not  very  certain  increase  of  some  one's  statistics  of  mortal- 

•  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
30 
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ity/'  This  is  the  conduct  and  reasoning  of  too  many.  Statis- 
tics have  become  too  much  a  matter  of  mere  advertising  con- 
cern and  are  therefore  of  little  value.  All  of  us  are  concerned 
in  our  mortality,  all  want  their  patients  to  recover,  but  mere 
recovery  from  an  operation  does  not  in  very  many  instances 
mean  a  cure;  the  terms  are  not  synonymous.  Indeed,  the 
condition  of  the  patient,  after  so-called  recovery  from  certain 
operations,  is  worse,  the  suffering  greater,  life  in  greater  peril 
than  before.  Mere  experiment  is  responsible  for  very  many 
repeated  operations.  This  experimenting  is  not  limited  to  the 
young — those  fresh  from  our  college  benches.  Experience  con- 
vinces me  that  many  of  our  young  men  are  more  conscientious 
than  some  of  their  seniors.  They  push  their  special  work  until 
they  have  a  fitness  for  it.  This  they  can  afford  to  do,  for  when 
they  begin  they  will  know  how,  and  therein  lies  the  secret  we 
are  all  seeking. 

Leaving  this  side-play,  let  us  talk  surgery;  and  permit 
me  to  say  it  is  difficult  to  talk  it  wisely,  more  difficult  to 
practise  it  wisely.  In  every  case  there  should  be  a  very  rea- 
sonable certainty  as  to  existing  trouble,  otherwise  it  is  impos- 
sible to  determine  upon  the  method  of  treatment.  But  the 
error  is  not  always  of  diagnosis;  the  operator  may  be  moved 
by  the  craze  to  operate.  The  subjects  of  these  unjustifiable 
operations — operations  for  slight  or  undefined  troubles — receiv- 
ing no  relief,  will  permit  a  real  trouble  to  grow  until  conditions 
become  such  that  relief  by  the  most  skilful  surgery  is  difficult 
and  of  uncertain  result.  In  many  of  the  cases  of  repeated  ope- 
rations the  primary  operation  was  unjustifiable;  there  was 
error  of  diagnosis;  doubt  and  speculation  in  the  mind  of  the 
operator  as  to  existing  trouble.  The  primary  operation  may 
create  conditions,  set  up  adhesions,which  make  the  second  ope- 
ration difficult  and  dangerous.  All  forms  of  exploratory  ope- 
rations imply  ignorance  and  doubt,  and  are  responsible  for 
much  of  the  work  which  has  to  be  repeated.  It  is  true  that 
there  are  cases  where  an  exploratory  procedure  serves  a  good 
purpose,  and,  when  done  under  proper  surgical  method  and 
with  absolute  cleanliness,  involves  no  great  risk  to  the  patient. 
It  should  be  kept  in  mind  that  all  surgical  procedures  involve 
more  or  less  risk.  The  tolerance  of  the  peritoneum  has  tempted 
to  a  great  deal  of  surgical  nonsense,  often  to  a  carelessness  or 
rashness  which  sets  up  pathological  conditions  requiring  radical 
surgery  for  their  correction.  We  will  name  a  few  of  the  pro- 
cedures which  give  us  a  large  percentage  of  second  operations: 
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1.  Dilatation  and  curettement.    2.  Vaginal  puncture.    3.  Vagi- 
nal hysterectomy. 

Then  comes  the  operation  that  cures — abdominal  section, 
the  freeing  of  omentum  and  bowel,  both  large  and  small,  the 
removal  of  pathological  condition,  irrigation  and  drainage. 
The  class  of  patients  upon  whom  repeated  operations  are  most 
frequently  required  are  the  well-to-do,  those  who  can  afford  to 
go  to  Florida,  to  Paris,  travel  about  the  world  consulting  spe- 
cialists and  all  kinds  of  men — men  with  fads,  some  very  much 
like  those  species  of  fish  with  both  eyes  on  one  side  of  the  head, 
unable  to  see  but  one  side  of  an  object,  that  side  onl}'  too  fre- 
quently the  financial  side.  The  patient  is  advised  to  numerous 
forms  of  treatment,  very  frequentlj^  treatment  which  only 
aggravates  the  condition.  Along  with  the  treatment  I  have 
named  the  rest  cure  comes  in.  The  rest  cure  has  its  field  ;  but 
when  we  have  to  deal  with  certain  pathological  conditions  we 
must  recognize  that  there  is  something  more  than  rest  needed. 
Rest  cannot  correct  diseases  of  the  pelvic  viscera.  In  appendi- 
citis a  second  operation  occurs  to  relieve  obstruction  or  break 
up  adhesions  which  were  the  result  of  the  incomplete  primary 
operation.  In  many  of  these  cases,  as  in  others,  the  complica- 
tions are  so  great  and  extensive  that  the  operator,  not  having 
the  knowledge  and  skill,  or  lacking  courage,  abandons  the  pro- 
cedure with  the  entirely  too  common  apology,  "  inoperative," 
"  hopeless."'  The  freeing  of  visceral  adhesions  in  primary  ope- 
rations is  rare,  and  for  this  reason  very  much  work  is  to  be  gone 
over  again  with  all  the  difficulties  aggravated  tenfold.  Too 
many  operators  are  content  with  the  simple  removal  of  a 
growth,  with  correcting  the  fixation  or  pathological  conditions 
about  it.  A  partially  adherent  bladder,  if  not  freed,  -will  remain 
a  perpetual  source  of  annoyance.  Bands  of  adhesion  about  the 
ileum,  if  not  freed,  form  the  post-operative  obstruction  we  see 
so  commonly  reported.  The  removal  of  remaining  and  irri- 
tated material,  careful  trimming  of  all  ragged,  fringy  adhe- 
sions, clearing  away  of  all  debris  and  clot,  and  well- placed 
drainage  at  the  seat  of  oozing,  will  favor  a  perfect  cure.  It  is 
sometimes  necessary  to  retie  old  pedicles  when  portions  of  ori- 
ginal cyst  or  tumor  remain  in  the  pedicle,  and  cut  or  scrape  with 
a  short  knife  the  dirt}'  seat  of  dead  ligatures  and  stitch  healthy 
peritoneum  over  those  parts.  The  surgery  of  the  rectum  and 
sigmoid  from  the  intrapelvic  side  has  not  been  written.  In 
most  repeated  operations  the  cicatrix  and  ventral  hernia  re- 
quire detail  and  painstaking  surgery.     The  repair  of  the  omen- 
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turn,  commonly  adherent  to  cicatrix  in  pelvic  viscera,  is  impor- 
tant. 

Unfortunately  too  many  poor  women  continue  to  suffer  from 
post-operative  lesions  ;  they  are  told  to  have  patience,  that  the 
symptoms  will  vanish.  Very  frequently  there  is  opposition  on 
the  part  of  the  physician  to  reopening  and  correcting  the  mis- 
chief ;  some  look  upon  visceral  adhesions  as  necessarily  fatal. 
A  few  do  not  consider  an  operation  complete  until  all  visceral 
adhesions  have  been  carefully  freed  and  repaired  and  left  in 
as  normal  condition  as  possible  ;  after  the  repair  of  viscera  for 
the  removal  of  growths,  placing  all  viscera  in  pathological 
relation.  A  number  of  operators  remove  tumors  without 
examining  surrounding  parts.  AVhen  we  hear  of  a  case  ope- 
rated upon  two  or  three  times  by  the  same  operator  we  have 
no  difficulty  in  forming  an  estimate  of  his  surgical  ability. 
We  know  that  in  his  primary  operation,  in  his  second  and 
probably  third  venture,  he  left  something  behind  he  should 
have  removed  ;  all  through  he  was  doing  incomplete  work. 
We  fully  recognize  that  too  much  surgery  in  extremely  debili- 
tated patients  will  kill  just  as  surely  as  none  at  all.  Methods 
of  procedure  have  much  to  do  with  the  necessity  for  repeating 
operation.  As  an  illustration  of  this  fact  I  will  refer  to  a  very 
recent  case  of  my  brother.  Dr.  M.  Price.  There  will  be  no  dif- 
ficulty in  drawing  conclusions  from  the  report.  The  patient 
was  referred  to  him  for  operation.  It  was  found  the  woman 
was  suffering  with  an  abscess  on  the  left  side  extending  above 
the  umbilicus  ;  pulse  120,  temperature  102° ;  leaking  badly  ; 
septic  in  the  extreme  ;  uterus  fixed  ;  fluctuation  in  the  pelvis 
easily  determined.  A  diagnosis  of  pelvic  abscess  was  made 
without  hesitation.  The  abdomen  was  opened  from  above. 
The  bowel,  omentum,  and  mesentery  were  all  firmly  attached 
to  the  walls  of  the  abscess,  which  extended  above  the  umbili- 
cus, and  as  the  adhesions  were  broken  by  the  hands  pus  began  to 
well  up  from  under  the  sac  as  it  was  detached.  The  enuclea- 
tion continued  down  to  the  depths  of  Douglas'  pouch,  over  the 
back  of  the  uterus,  and  under  the  entire  left  broad  ligament. 
The  abscess  wall  was  enucleated,  torn  from  its  fastenings,  and 
delivered.  It  consisted  of  three  distinct  abscesses — an  abscess 
the  full  length  of  the  tube,  a  dermoid  cyst  (the  contents  of 
which  had  become  infected),  and  a  large  handful  of  hair  and 
dermoid  debris  which  occupied  the  space  close  to  the  crest  of 
the  ilium  and  well  under  the  broad  ligament.  All  were  re- 
moved.    There  was  thorough  irrigation  of  the  abscess  cavity, 
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and  which  was  extended  into  every  nook  and  corner  where 
pus  was  likely  to  have  worked  its  way,  everything  thoroughly 
washed  out,  and  glass  drainage  used  for  two  days.  The  pa- 
tient's pulse,  temperature,  and  septic  condition  rapidly  changed 
and  she  made  a  perfect  recovery.  It  would  have  been  utterly 
impossible  to  have  said  before  operation  in  this  case  what 
amount  of  work  would  have  to  be  done.  It  would  have  been 
impossible  to  have  corrected  the  lesions  of  the  bowel ;  to  have 
broken  up  adhesions  or  to  have  removed  the  sac  of  the  abscess 
or  pyogenic  membrane ;  to  have  dealt  with  the  dermoid,  or  to 
have  treated  this  case  in  any  way  safe  to  the  patient  except  by 
abdominal  section  and  drainage  from  above.  By  the  vaginal 
route  the  operation  must  have  proven  a  failure. 

I  have  used  the  term  methods.  It  has  become  a  term  of 
rather  loud  use.  The  inventive  genius  of  the  profession  of  the 
period  seems  to  be  in  the  direction  of  "new  methods."  If 
there  was  less  lying  about  results  we  would  have  less  confusion 
and  be  better  able  to  determine  the  value  of  any  given  surgical 
procedure,  and  our  patients  would  be  greatly  the  gainers. 
While  it  is  digressive,  I  regard  it  as  an  important  and  profit- 
able question  to  ask  ourselves,  Have  we  advanced  any  in  the 
last  ten  years  in  our  relative  position  to  the  men  who  stand 
to  us  as  pioneers,  who  gave  us  our  first  lessons,  our  advanced 
position  ?  If  so,  in  what  respect  ?  Have  what  we  have  called 
our  own  advances,  improved  ways,  lowered  our  mortality?  In 
pelvic  surgery  Tait  stood  first — taught  us  the  best  we  know. 
He  has  had  no  very  close  second.  His  disciples  have  not  greatly 
improved  upon  his  ways,  but  it  is  near  home  our  concern  lies. 
We  can  profitably  inquire.  What  new  truths  have  we  added  to 
the  stock  of  our  scientific  knowledge — we  mean  that  which  is 
original  with  ourselves  ?  Along  this  line  how  do  we  stand  with 
our  brothers  across  the  seas  ?  We  have  names  we  can  place 
by  the  side  of  the  great  names  in  our  science,  no  matter  of  what 
land  or  nativity.  While  we  welcome  from  any  and  all  sources 
new  truths — all  those  results  of  research  which  advance  our 
science — we  do  not  want  foreigners  to  do  our  thinking  for  us 
any  more  than  we  want  them  to  make  our  laws  for  us.  In 
the  line  of  our  professional  literature  we  want  less  foreign  im- 
portation and  better  and  more  home  production.  Above  all, 
let  us  be  more  American  ;  as  doctors,  think  and  act  with  the 
spirit  of  Americans.  Yet  another  important  inquiry  :  How 
much  do  these  associations  do  for  us  by  way  of  stimulating 
in  our  profession  the  spirit  that  is  American  ?     How  much  in 
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the  direction  of  making  us  our  own  teachers,  investigating  and 
inventing  for  ourselves  ?  How  much  to  make  false  the  re- 
proach of  being  foreign-taught  ?  If  we  desire  to  act  in  ihe 
genuine  honest  American  spirit  we  must  admit  we  have  been 
stealing  very  much  from  our  foreign  brothers  and  proclaiming 
it  as  peculiarly  our  own .  We  have,  in  a  degree,  been  following 
a  bad  foreign  example  in  grabbing  and  claiming  very  much 
that  was  not  our  own.  We  have  done  our  grabbing  very  much 
as  if  it  was  one  of  the  privileges  guaranteed  to  us  by  the  Dec- 
laration of  American  Independence.  In  this  grabbing  game 
it  is  very  true  that  we  have  followed  closely  the  example  of  our 
English  brothers,  who  believe  that  the  great  English  Magna 
Charta  blankets  the  world.  As  Americans  we  need  to  go  for- 
ward. In  this  forward  movement  each  one  of  us  is  one  of  the 
procession.  We  can  add  our  enthusiasm,  cheer,  and  strength. 
Our  courage  should  be  strong  ;  we  want  great  masters  in  our 
science  to  grow  up  among  us.  Frequently  some  one  of  our 
medical  or  surgical  brothers  comes  running  out  of  the  bushes, 
crying,  "I  have  found  something."  It  is  usually  a  bug  and 
antitoxin  or  a  new  method.  There  are  few  more  potent  factors 
in  the  mid-direction  of  our  surgical  efforts  than  the  importuni- 
ties of  our  subjects  for  immediate  bodily  relief  or  comfort. 
This  idea  has,  I  am  sure,  much  influence  with  the  younger 
practitioners  anxious  to  please  and  show  their  resources.  This 
brings  up  the  important  fact  that  a  clear  judgment  as  to  meth- 
ods for  the  eventual  welfare  of  the  patient  must  be  uninflu- 
enced by  any  consideration  of  present  desire.  Of  course  we 
would  not  bar  any  harmless  comfort,  since  we  aim  always  at  a 
favorable  condition  of  mind;  but  there  can  be  no  doubt  that 
even  a  quick  sympathy  will  urge  the  physician  to  hesitancy  or 
a  rash  performance.  He  must  be  far  above  any  effects  of  the 
patient  s  talk. 

There  is  little  reason  in  speaking  of  conservatism  in  connec- 
tion with  surgery.  It  is  not  a  business  which  exhibits  such  a 
phase.  There  are  corporations  which  affect  to  deal  conserva- 
tively in  stocks,  nothing  but  gilt-edged  securities;  but  when 
you  consider  surgery  as  clinging  solely  to  well-defined  treat- 
ments and  operations,  practised  only  in  cases  of  undoubted 
precedent  and  by  methods  of  certain  establishment,  you  sup- 
pose a  regulation  of  diseases  which  would  be  comfortable. 
But  surely  such  a  condition  is  not  considerable  for  a  moment. 
True,  we  report  such  a  number  of  cases  of  appendicitis,  per- 
forating typhoid  ulcer,  tubercular  ulcers,  fixation  of  pus  tube 
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at  the  head  of  cecum,  as  successfully  treated  in  such  manner. 
Yet  we  are  sure  that  exactly  the  same  troubles  are  never  en- 
countered in  any  set  of  patients  whose  diseases  take  the  same 
names.  And  how  do  we  prosper  if  we  are  not  radicals?  There 
is  radicalism  which  means  sure  progress.  The  physician  is 
foremost,  best,  and  most  helpful  to  us  who  clubs  his  way 
through  the  sceptics.  There  is  surely  enough  slowness  and 
dulness  abroad  to  excuse  a  little  radicalism.  The  valuable  aids 
in  our  work  are  bold — not  too  bold,  but  it  takes  a  considerable 
over-confidence  to  be  successful  in  our  difficult  operations. 
Not  haste,  not  sloth,  not  timidity,  but  of  all  things  thorough- 
ness. Talk  to  men  who  have  searched  all  things  in  their  line 
and  are  completely  prepared  for  work,  and  such  men  are  duly 
prepared  to  be  radicals.  We  note  the  men  who  have  an  intui- 
tional advantage  and  peculiar  power  individually.  They  have 
it  pre-eminently  by  experience,  by  work,  and  are  far  from  con- 
servative; they  do  not  cling  to  things  to  which  the  mosses  and 
lichens  cling;  they  are  not  idolaters  of  fossils.  There  can  be 
nothing  to  my  mind  more  discouraging  than  a  great  series  of 
doubts  and  speculations  attached  to  various  cases  treated. 
They  start  thought  decidedly  in  hindering  directions,  and  pos- 
sess undeniably  hurtful  influences  on  young  practitioners  who 
read  carefully  much  of  the  work  of  their  elders.  There  is  more 
hesitation  and  lack  of  confidence  in  the  work  of  the  younger 
men  than  need  be.  As  to  moral  hesitation,  I  will  quote,  for 
they  have  a  general  application,  the  words  of  the  greatest  gene- 
ral surgeon  in  America,  one  pure  and  splendid  in  his  motive, 
heroic  and  successful  in  his  work — Dr.  Nicholas  Senn:  "  I  am 
free  to  confess  that  I  have  never  been  able  to  muster  my  cour- 
age to  attempt  to  attack  the  skull  of  a  poor  microcephalic  child, 
because  I  have  always  regarded  the  operation  as  useless  in  pro- 
moting brain  development.  The  responsibility  of  the  surgeon 
is  not  limited  to  the  defective  mental  development  of  the  child 
nor  the  importunity  of  the  parents  in  demanding  an  operation 
at  all  hazards.  The  surgeon  should  stand  guard  over  such  a 
charge.  Mindful  of  the  limits  of  surgery,  have  we  a  right  to 
estimate  human  happiness  ?  The  drivelling  idiot  has  many  en- 
joyments that  you  and  I  know  nothing  about.  His  responsi- 
bilities to  God  and  man  are  limited,  and  his  existence  on  earth 
is  a  long,  happy  dream,  which  only  ceases  when  the  soul  leaves 
the  imperfect  body  and  returns  whence  it  came,  where  mental 
distinction  is  unknown." 

These  words,  gentlemen,  go  out  to  the  world  showing  there 
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is  great  conscience  in  our  surgery.  Tiiey  go  with  the  imprint 
and  authority  of  the  name  of  one  who  is  every  day  busy.  As 
we  age,  as  our  experiences  crowd  upon  us,  our  science,  with  all 
its  mysteries,  becomes  a  clearer  science;  and  the  more  weight}" 
grow  our  responsibilities,  the  more  enlarged  our  conceptions 
of  duty,  we  [feel  the  more  keenly  the  issues  we  carry  in  our 
hands — there  is  sensitiveness  to  all  breathing  about  us. 
241  North  Eighteenth  Street. 
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Simultaneously  with  the  development  of  the  amnion  is  the 
appearance  of  the  allantois.  This  structure  takes  its  origin  at 
the  lower  wall  of  the  cloaca,  is  at  first  solid,  later  becomes 
spherical  and  hollow.  As  it  advances  forward  toward  the  peri- 
phery of  the  ovum  it  becomes  wider  and  longer,  reaching  that 
part  of  the  endometrium  where  it  takes  part  in  the  formation  of 
the  vascular  layer  of  the  chorion,  conducting  the  two  arteriae 
umbilicales,  establishing  the  fetal  and  maternal  circulation. 

That  portion  of  the  allantoic  vesicle  remaining  within  the 
body  cavity  is  generally  spoken  of  as  the  urachus,  a  portion  of 
which  is  destined  to  form  the  urethra  and  bladder,  which  are 
the  "  permanent  functional  parts.''  The  remainder  forms  gene- 
rally an  impervious  cord  stretching  from  the  summit  of  the 
bladder  to  the  umbilicus;  this  is  the  urachus  proper.  Luschka 
declares  that  in  the  majority  of  males  the  urachus  is  found  to 
be  partially  open  and  lined  with  mucous  membrane  ;  and  it 
is  remarkable  that  it  is  covered  with  flattened  epithelium,  when 
we  remember  that  primitively  it  coalesced  with  the  intestinal 
canal,  which  has  cylindrical  epithelium.  Luschka  (quoted  by 
Schullenbach)  describes  the  minute  anatomy  of  the  urachus  as 
follows:  (a)  A  structureless  basement  membrane.  This  is  a 
very  delicate,  transparent,  structureless  membrane  not  acted  on 
by  acetic  acid.  It  can  be  separated  into  smaller  fragments, 
which  have  a  tendency  to  arrange  themselves  into  folds,  {b)  A 
fibrous  layer.     This  is  attached  to  the  outer  side  of  the  base- 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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ment  membrane  and  distinctly  separated  from  the  neighboring 
•cellular  tissue.  It  is  interspersed  with  various  long  nuclei, 
having  a  dark  contour,  irregularly  scattered  through  the  fibril- 
lary interstitial  substance,  (c)  Epithelium.  The  epithelial 
layer  is  found  on  the  inner  side  of  the  basement  membrane  and 
consists  of  a  variety  of  cells  such  as  are  found  in  the  bladder, 
ureter,  calices  and  pelvis  of  the  kidney.  They  are  either  ovoid 
or  polygonal  nucleated  lamellae  and  are  of  variable  form  and 
size. 

Many  interruptions  are  liable  to  befall  this  organ  during  its 
evolution  and  decline,  and  to  a  brief  study  of  its  pathology  we 
address  ourselves. 

Vesica -uinhilical  Fistula. — The  name  of  Cabrol  is  insepa- 
rable from  the  history  of  urinary  umbilical  fistula.  In  1530  he 
had  occasion  to  study  a  case  of  the  disease  in  a  young  girl, 
made  a  complete  diagnosis  of  the  affection,  established  its 
pathology,  and  suggested  a  treatment.  Since  then  researches 
have  multiplied;  Petit,  Dupuytren,  Roux,  Velpeau,  Nelaton, 
and  others,  have  added  to  the  literature  of  the  subject. 

As  we  have  seen,  the  urachus  is  found  to  be  more  or  less 
pervious  should  the  canal  remain  patulous  throughout  its  extent 
from  bladder  to  umbilicus,  and  if  urine  escapes  from  the  navel 
opening  we  have  a  true  congenital  vesico-umbilical  fistula. 
Many  instances  of  this  abnormality  have  been  observed  in  chil- 
dren. Mr.  Jordan  Lloyd,  as  quoted  by  Byron  Robinson,  has  in 
several  cases  passed  a  sound  from  the  umbilicus  to  the  bladder. 
Urachal  fistulse  are  really,  then,  not  so  very  uncommon  in 
infancy  and  childhood.  They  frequently  close  spontaneously. 
It  is  remarkable,  in  a  careful  study  of  the  history  of  the  path- 
ology of  the  urachus,  how  many  have  had  fistula  in  childhood 
to  reopen  again  in  after-life.  Vander  Veer's  case,  recorded  in 
volume  Ixi.  of  the  Medical  and  Surgical  Reporter,  so  behaved. 
It  is  more  unusual  to  find  this  condition  existing  in  adult  life. 
A  striking  case  is  recorded  by  Freer,  of  Washington,  in  a  mar- 
ried lady  40  j^ears  of  age.  An  injection  of  starch  solution 
through  the  umbilicus  appeared  in  the  urine,  as  proved  bj^  the 
iodine  test  to  the  evacuated  fluid.  Heinrich  Schullenbach 
gives  the  history  of  a  case  operated  upon  by  Trendelenburg, 
as  follows:  "  Male,  06  years  old.  Tumor  as  large  as  the  head, 
directly  over  the  symphysis  pubis,  extending  to  the  umbilicus, 
not  movable.  A  sound  could  be  passed  through  the  opening 
at  navel,  from  which  there  exuded  constantly  a  turbid  fluid, 
and   the   urine   could   be   withdrawn  through   this   fistula  by 
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means  of  a  catheter.  On  opening  the  abdomen  the  cyst  was 
evacuated  of  one  litre  of  urine  and  pus,  and  the  cyst  wall  ex- 
tirpated/' Hoffman  records  two  cases  of  congenital  patent 
urachus.  One,  male,  age  28.  When  3  years  old  the  fistula  at 
umbilicus  was  closed  by  caustics.  When  27  years  of  age  can- 
cer developed  at  the  site  of  the  urachus,  which  perforated  into 
the  abdominal  cavity  and  caused  fatal  peritonitis.  Further 
reference  to  the  congenital  form  of  this  condition  is  hardly 
necessary. 

Though  scarcely  germane  to  the  purpose  of  my  paper,  yet  I 
would  remark  that  vesico-umbilical  fistula  may  be  acquired 
through  pathological  causes,  as  illustrated  by  the  rather  un- 
usual case  of  Holscher:  "  The  case  is  somewhat  remarkable  in 
that  it  is  one  of  the  sequelse  of  gonorrhea.  The  man,  25  years 
old,  had  a  stricture  of  the  urethra  following  the  disease,  and 
the  atresia  of  the  canal  was  so  great  that  it  was  with  difl&culty 
that  a  filiform  sound  could  be  passed .  He  suffered  for  j^ears. 
from  this.  The  habitual  retention  of  urine  in  the  bladder  from 
incomplete  evacuation  caused  a  mechanical  dilatation  of  the 
urachus,  setting  up  an  ulcerative  process  and  causing  perfora- 
tion of  the  umbilical  region,  through  which  the  urine  found  exit. 
It  was  easy  to  completely  evacuate  the  bladder  through  this- 
opening  hj  simply  compressing  that  viscus  above  the  symphysis 
pubis.  It  was  at  first  thought  that  the  swelling  at  the  umbili- 
cus was  due  to  a  simple  inflammatory  condition.  But  the 
chemical  examination  of  the  fluid,  proving  it  to  be  urine,  cleared 
up  any  doubt  as  to  the  true  condition  of  things.''  Freer  in- 
stances a  case  in  a  boy  set.  1,  due  to  phimosis;  and  with  him  I 
would  emphasize  the  importance  of  examining  carefully  for  any 
obstruction  to  the  passage  of  the  urine  from  the  bladder  before 
attempting  to  close  the  fistula.  In  the  patient  of  Dr.  Jane  W. 
Carroll,  operated  upon  by  Dr.  Roswell  Park,  the  pelvic  defor- 
mity and  displaced  uterus  no  doubt  accounted  for  the  bladder 
trouble  and  the  consecutive  urachal  cyst. 

Either  extremity  or  any  part  of  the  tube  may  remain  open, 
constituting  a  variety  of  abnormalities  presenting  interesting 
pathological  phenomena.  Abdominal  surgeons  have  frequently 
encountered  small  sacculated  dilatations  of  the  tube.  Ill  de- 
scribes it  as  "  presenting  the  appearance  as  if  it  were  knotted 
or  had  excrescences."  It  has  been  better  likened  to  a  string  of 
small  sausages.  These  small  cj^stic  expansions  of  the  urachus, 
if  they  escape  injury  or  infection  through  the  umbilicus  or 
bladder,  may  exist  throughout  life  unobserved.     Should  there 
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be  ever  so  small  communication  with  the  bladder,  inflammation 
or  interference  of  function  of  that  organ  may  force  the  urine 
into  the  urachus  and  rapidly  develop  a  urachal  cyst.  A  case 
in  point  is  here  given  by  W.  Roser,  of  Marburg:  "  The  case 
which  I  present  is  one  of  cyst  of  the  urachus  which  commu- 
nicates with  the  bladder  by  a  small  opening.  The  woman 
cannot  void  urine,  as  the  bladder  contracts  upon  its  contents 
and  forces  the  fluid  into  the  cyst  itself  through  the  sphincter. 
The  urine  accumulates  until  three  or  four  litres  have  formed, 
whenj  by  pressure  upon  the  abdominal  wall,  urination  through 
the  neck  of  the  bladder  becomes  possible.  But  only  a  small 
quantity  is  passed  in  this  manner,  and  in  order  to  empty  the 
bladder  and  cyst  it  is  necessarj^  to  use  the  catheter.  When 
pressure  is  made  upon  the  outer  abdominal  wall  during  cathe- 
terization, complete  evacuation  of  three  to  four  litres  is  effected, 
and  the  woman  is  obliged  to  resort  to  this  measure  several 
times  daily  for  this  purpose.  In  1871,  when  three  months 
pregnant,  she  was  taken  with  acute  swelling  of  the  lower  ab- 
domen, which  pushed  the  bladder  downward.  By  puncture 
through  the  linea  alba  a  large  bucketful  of  fluid  was  removed. 
During  the  after-treatment  the  diagnosis  of  a  cyst  communi- 
cating with  the  bladder  was  made,  but  it  must  have  closed  up 
again.  Her  pregnancy  terminated  normally  at  term  and  no- 
thing was  heard  of  her  until  1875.  She  was  again  pregnant,  the 
cyst  filled  up  again,  and  communication  with  the  bladder  was 
established.  She  aborted  this  time,  and  for  a  long  while  after 
the  urine  was  ammoniacal,  probably  resulting  from  a  mixture 
of  pus  contained  in  the  cystic  fluid.  The  most  prominent  por- 
tion of  the  cyst  was  below  the  umbilicus  and  was  readily  rec- 
ognized by  palpation  and  percussion.  Abdominal  section  and 
incision  of  cyst  caused  the  evacuation  of  two  night-vesselfuls 
of  foul,  ammoniacal,  purulent  fluid.  The  wall  of  the  cyst  was 
quite  thin.  The  cyst  was  not  extirpated,  but  an  attempt  was 
made  to  keep  the  communication  between  the  cyst  and  bladder 
closed  by  keeping  the  wound  open  by  drainage  tube." 

A  cystic  expansion  of  the  vesical  end  of  the  urachus  commu- 
nicating with  the  bladder  is  not  a  true  cyst,  but,  as  designated 
by  Schullenbach,  a  cystic  ectasis.  An  excellent  illustration  of 
this  variety  may  be  found  accompanying  the  article  of  J .  B . 
Wulz.'  Byron  Robinson  also  gives  a  very  good  cut  of  this 
variety  of  urachal  cysts  removed  post  mortem  from  a  boy  10 
years  old. 

'  Virchow's  Archiv,  1883,  vol.  xcii. 
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The  patency  of  the  vesical  end  of  the  urachus  is  very  truly 
an  abnormality,  an  arrest  in  the  general  obliterative  process 
by  which  many  f  unctionless  tubes  become  cords  and  ligaments, 
and  it  will  perhaps  escape  observation  unless  some  condition 
arises  preventing  the  free  flow  of  urine  from  the  bladder; 
then  it  is  that  a  series  of  phenomena  appear  to  engage  the 
attention  of  the  surgeon.  The  clinical  picture  of  these  cases 
may  be  brief!}'  stated  as  follows:  Usually  there  exists  in  an 
acute  or  chronic  form  some  pronounced  disease  of  urethra  or 
bladder  in  which  has  occurred  retention  of  urine  or  great  vesi- 
cal tenesmus.  Suddenly  there  develops  a  tumor  just  above 
the  pubes,  at  first  of  small  size,  distinctly  circumscribed,  quite 
hard,  too  tense  to  be  fluctuant,  and  sometimes  very  tender. 
There  is  marked  diminution  in  the  amount  of  urine,  and  usually 
great  d5"suria.  The  only  case  in  which  I  can  find  this  symp- 
tom— dysuria — absent  was  one  carefully  recorded  by  Freer. 
Constitutional  symptoms,  nausea,  vomiting,  and  great  depres- 
sion are  noted.  Pain  all  over  the  lower  abdomen  is  a  constant 
symptom.  Gradually  the  tumor  enlarges,  becomes  softer, 
more  elastic  and  fluctuant.  The  local  signs  and  general  symp- 
toms depend  entirely  upon  the  character  of  urine  that  is  forced 
backward  into  the  urachus.  If  it  is  septic,  soon  we  have  a 
purulent  inflammation  of  the  walls  of  the  urachus  and  the 
hypogastric  tumor  may  closeh"  resemble  an  acute  abscess. 
There  is,  however,  a  frequent  and  more  fortunate  termination 
for  these  cases  having  vesical  connection.  Bj^  catheterization 
or  otherwise  the  distended  bladder  is  relieved,  the  urachus  is 
drained  into  the  bladder,  the  tumor  suddenly  disappears,  and 
all  pain  and  symptoms  quickly  subside.  A  striking  clinical 
demonstration  of  the  correctness  of  these  signs  and  symptoms 
may  be  noted  in  the  very  instructive  case  of  Roser  above  re- 
ferred to,  in  which  pregnancy  acted  as  the  exciting  cause.  Dr. 
F.  Bramam,  Berlin,  closes  the  report  of  another  case  with 
these  instructive  remarks:  "  The  etiology  of  this  trouble  is  the 
chronic  cystitis  from  which  the  child  suffered,  causing  difficult 
evacuation  of  urine  from  the  bladder.  The  repeated  stasis  of 
urine  resulted  in  the  hypertrophy  of  the  bladder,  and  the  con- 
vulsive closure  of  the  urethra  which  occurred  from  time  to 
time  during  the  four  years  of  her  ailment  caused  the  urine  to  be 
forced  into  the  urachus,  which  it  dilated  and  eventually  perfo- 
rated." 

A  true  allantoic  or  urachal  cyst  suflSciently  large  to  be  of 
importance  usually  arises  from  the  dilatation  of  the  greater 
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part  of  the  urachus.  Vesical  and  umbilical  ends  being  oc- 
cluded, such  cysts  very  properly  belong  to  the  genus  desig- 
nated by  Bland  Sutton  as  tubulo-cysts,  a  select  little  family 
of  only  seven. 

Judging  from  text-book  literature  on  the  subject,  one  would 
consider  cyst  of  the  urachus  to  be  a  rare  affection,  and  the 
casual  reader  would  be  inclined  to  think  that  to  Mr.  Tait  alone 
had  been  vouchsafed  the  privilege  of  observing  this  pheno- 
menon. While  neither  of  these  propositions  is  entirely  true, 
it  certainly  appears  upon  evidence  that  Mr.  Tait  alone  en- 
joys the  distinction  of  being  able  to  diagnose  this  condition. 
Luschka  thus  wrote  in  1860  :  "I  have  no  doubt  of  the  occur- 
rence of  large  cysts  requiring  surgical  interference,  and  that 
these  cystic  swellings  found  in  the  abdominal  wall  have  their 
origin  in  the  development  of  the  urachus."  The  report  of  Hoff- 
man's four  cases  in  1870  established  the  fact  that  cyst  of  the 
urachus  was  a  definite  pathological  condition,  amenable  to  sur- 
gical relief.  Then  followed  the  inaugural  address  of  C.  Chris- 
tian Wolff  in  1873,  with  a  full  account  of  a  carefully  noted 
case  upon  which  he  operated,  with  suggestions  as  to  diagnosis. 
In  these  articles  we  have  about  all  the  information  obtainable 
until  the  article  of  Mr.  Tait  in  1883,  then  his  series  of  twelve 
cases  reported  to  the  British  Gynecological  Association  in  1886. 
He  has  since  met  with  several  others,  four  of  which  are  re- 
counted by  Robinson.  Yet  I  am  pleased  to  remark  that  the 
studies  of  three  Americans,  F.  Byron  Robinson,  James  A, 
Freer,  and  our  distinguished  Fellow,  Edward  J.  Ill,  have 
thoroughly  systematized  the  subject,  elucidated  its  pathology, 
simplified  the  diagnosis,  and  suggested  rational  treatment, 
leaving  but  small  excuse  for  the  following  report. 

Through  the  courtesy  of  my  colleague,  J.  A,  Witherspoon, 
this  case  was  referred  to  me  : 

Mrs.  C,  age  36,  married  eleven  years,  sterile.  Family  his- 
tory good  ;  has  always  enjoyed  good  health  ;  never  robust  or 
very  strong.  Menstruation  scanty,  painful,  but  regular ;  suf- 
fered with  constipation;  kidneys  acted  freely  and  normally 
until  recently.  About  eighteen  months  ago  she  observed  a 
swelling  in  the  lower  portion  of  the  abdomen,  rather  prominent 
on  the  right  side.  The  enlargement  was  soft  and  painless.  It 
grew  slowly  and  did  not  materially  show  until  the  last  four 
months,  within  which  time  its  growth  has  been  rapid,  chiefly 
to  the  right  side.  She  has  suffered  from  backache,  some  loss  of 
flesh,  slight  cough,  and  decided  digestive  disorder.     There  has 
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been  but  little  pain  or  tenderness  from  the  tumor;  no  history 
indicating  local  peritoneal  inflammation.  The  bladder  has 
been  somewhat  disturbed,  its  action  frequent,  but  urine  nor- 
mal. She  now  particularly  complains  of  vomiting  after  eating, 
and  a  sense  of  weight  and  heaviness  in  the  epigastric  region. 
Of  late  she  has  grown  nervous  and  suffers  from  insomnia. 

Physical    Examination. — The  abdomen    presents  a    very 
peculiar  appearance.     It  is  asymmetrically  distended  to  about 
the  size  of  seven  months  pregnancy,  greatest  enlargement  on 
the  right  side  ;  veins  are  not  enlarged,  skin  white  and  anemic- 
looking.     By  palpation    the    irregular  swelling    is    outlined. 
The   tumor  seems  to  lie  in  the  lower  zone    and  the    right 
half  of  the  abdomen.    It  is  soft,  elastic,  fluctuant,  and  compres- 
sible.    It  is  not  movable  ;  there  are  no  irregularities  or  bosses 
upon  the  tumor  ;    its  surface  is   smooth,   palpation  is    pain- 
less, abdominal  walls  do  not  appear  to  glide  freely  over  the 
surface  of  the  tumor.     There  is  dulness  upon  percussion  over 
the  entire  tumor,  yet  that  dulness,  as  was  repeatedly  remarked 
upon  during  examination,  was  not  the  characteristic  flatness 
noted  in   ovarian  cystoma.     The   dulness  was  absolute,  low 
down,  but  in  the  region  of  the  umbilicus  and  beyond  the  note 
became  more  resonant.     Auscultation  negative.     Vaginal  ex- 
amination showed  the  uterus  small,  retroflexed,  and  rather  low 
in  the  pelvis ;  vaginal  vault  encroached  upon  by  an  elastic, 
fluctuant  swelling.     The  weight  of  evidence  was  in  favor  of 
the  diagnosis  of  ovarian  cystoma.     The  following  peculiarities, 
however,  were  remarked  upon  and  were  of  such  importance 
in  our  judgment  as  to  render  questionable  the  nature  of  the 
case.      The  appearance  of  the  abdomen  was  not  such  as  is 
usually  noted  in  ovarian  cystoma.     While,  of  course,  we  ap- 
preciate that  the  shape  of  the  abdomen  varies  greatly,  yet  in  a 
cyst  so  distinctly  unilocular  as  this  appeared  to  be,  and  lying 
so  superficially,  one  would  expect  to  find  the  abdomen  rising 
abruptly  from  the  symphysis — that  is,  the  tumor  forming  a 
distinct  angle  with  the  abdominal  plane.     In  this  case  the  ab- 
domen looked  more  like  one  distended  by  ascitic  fluid,  rather 
flat  upon  the  upper  surface  and  widely  bulging  upon  the  right 
flank.     The  next  peculiar  physical  sign  was  the  character  of 
percussion  dulness. 

Operation. — After  the  usual  preparation  the  patient  was 
submitted  to  an  operation  June  18th.  An  incision  was  made 
in  the  middle  line,  and  in  going  through  the  linea  alba  and 
transversalis  fascia  I  came  upon  the  red,  congested  cyst  wall, 
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which  I  at  first  tliought  was  the  peritoneum  inflamed.  I  now 
aspirated  the  cyst  and  drew  off  twenty-five  pints  of  clear  fluid. 
An  examination  of  the  collapsed  sac  soon  convinced  me  that  I 
was  not  in  the  peritoneal  cavity  and  that  I  was  dealing  with  a 
cyst  of  the  urachus.  Its  attachment  was  not  very  intimate  and 
its  enucleation  was  readily  accomplished.  Only  slight  hemor- 
rhage attended  its  separation.  As  I  removed  the  sac  I  recog- 
nized that  I  was  working  entirely  outside  of  the  peritoneum. 
The  viscera  could  be  felt  through  the  peritoneum.  The  sac 
dipped  down  into  the  true  pelvis  in  front  of  the  uterus,  depress- 
ing and  retroflexing  it.  There  was  no  apparent  attachment  of 
the  sac  of  a  ligamentous  character  to  the  bladder.  Indeed,  the 
cyst  lay  between  the  peritoneum  and  the  transversalis  fascia, 
with  no  special  attachment  beyond  a  universal  adhesion  to  all 
surrounding  parts.  The  area  of  peritoneum  separated  from 
the  parietes  extended  from  about  three  inches  above  the  um- 
bilicus to  the  symphysis,  and  from  two  inches  to  the  left  of  the 
linea  alba  and  throughout  the  lumbar  and  iliac  regions  of  the 
right  side.  As  there  was  no  bleeding  of  consequence,  we  now 
prepared  to  close  the  abdominal  wound.  It  was  observed  that 
the  peritoneum  sank  away  from  the  parietes,  but  thinking  that 
when  the  abdominal  wound  was  closed  the  force  of  intra- 
abdominal pressure  would  bring  it  in  apposition  with  the  wall, 
no  effort  was  made  to  stitch  it  there.  The  abdominal  wound 
was  closed  in  the  ordinary  way.  A  good  compress  was  ap- 
plied over  the  abdomen  and  a  snugly-fitting  bandage  adjusted. 

The  patient  sustained  but  little  shock  from  the  operation  and 
was  placed  in  bed  in  remarkably  good  condition.  The  fluid  re- 
moved measured  twenty-five  pints,  was  of  a  pale-green  color, 
and  a  few  flocculi  were  observed  in  it.  I  regret  to  say  that  it 
was  carelessly  thrown  away  without  being  submitted  to  chemi- 
cal and  microscopical  test.  The  sac  was  thin,  fibrous  material 
showing  no  evidence  of  muscular  structure,  and  almost  trans- 
parent ;  it  was  removed  without  tearing. 

The  patient  was  operated  upon  on  June  20th  at  11  o'clock. 
Twenty-four  hours  after  the  operation,  pulse  136,  respiration 
30,  temperature  99f°  ;  nauseated  ;  had  vomited  slightly;  there 
was  some  epigastric  distension ;  patient  had  slept  but  little  ; 
bowels  had  not  moved,  although  active  efforts  were  made  in 
that  direction  ;  the  kidneys  acted  sufficiently,  having  voided 
since  the  operation  thirty-six  ounces  of  urine.  Patient  now 
became  very  dull,  inclined  to  sleep;  was  roused  only  when  vom- 
iting; the  vomiting  was  of  the  regurgitant  character,  without 
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apparent  effort;  the  matter  ejected  had  that  ugly  green  color 
that  we  so  much  dislike  to  see.  Her  condition  grew  rapidly 
worse,  pulse  became  more  frequent,  the  temperature  reached 
102°.     She  died  at  10  a.m.,  forty  six  hours  after  operation. 

Autopsy.  —  The  entire  detached  peritoneum  on  the  right  side 
was  gangrenous.  There  was  no  hemorrhage  and  but  verj^ 
little  effusion  between  the  peritoneum  and  wall.  There  was 
a  little  brown,  serous  effusion  in  the  peritoneal  cavity,  no  pus 
or  lymph.  Death  was  due  undoubtedly  to  sapremia.  The  de- 
tached peritoneum  was  not  forced  against  the  abdominal  wall, 
as  I  had  supposed  it  would  be,  but  hung  loosely,  leaving  quite 
a  space  between.  This  peritoneum  was  deprived  of  its  nutri- 
tion and  simply  died  from  starvation. 

Diagnosis. — In  the  last  series  of  Mr.  Tait's  cases  reported  a 
diagnosis  was  made  before  operation  in  three  out  of  four  cases. 
It  does  appear  that  Mr.  Greig  Smith  is  hardly  justified  in 
saying  "  most  cases  come  upon  the  surgeon  as  a  surprise.'* 

Sex  is  an  element  for  our  consideration.  Of  thirty-seven  cases,, 
collected  from  various  sources,  in  which  there  was  a  distinct 
abdominal  tumor,  twenty-nine  were  females,  only  eight  males. 
On  the  other  hand,  vesico-umbilical  fistulse  are  far  more  fre- 
quent in  males. 

Age. — These  cysts  may  be  met  with  at  any  age,  but  are  far 
more  common  in  middle  life.  The  extremes  are  5  and  66.  In 
twenty -five  cases  in  which  the  age  is  given  there  were  only  five 
cases  under  17  years,  one  female  and  four  males.  It  therefore 
appears  that  it  is  somewhat  more  common  in  boys  than  in 
girls. 

The  history  of  these  cases  is  that  of  acute  illness  ^vith  rather 
sudden  development  of  abdominal  tumors.  This  statement  is  at 
variance  with  that  of  Dr.  Ill  and  others,  yet  a  careful  study  of 
reported  cases  justifies  it.  The  symptoms  are  rather  constant. 
The  patient  feels  ill,  loses  flesh,  and  in  many  cases  looks  dis- 
tinctly tuberculous.  Pain  is  a  conspicuous  feature;  it  is  some- 
times intense  and  paroxysmal,  but  usually  described  as  dull 
and  heavy,  due  to  tension  and  pressure  in  the  pelvis  and  lower 
abdomen.  Nausea  and  vomiting  are  frequently  observed;  ex- 
treme prostration,  faintness,  sickening  sensations,  are  nervous 
symptoms  of  note.  There  is  usually  constipation,  painful  and 
frequent  urination.  The  urine  is  scanty  and  high-colored,  not 
infrequently  contains  mucus  and  pus. 

The  physical  examination  reveals  an  abdominal  swelling, 
lying  chiefl}^  below  the  umbilicus.     If  small  and  not  inflamed,. 
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with  relaxed  abdominal  walls,  it  is  easy  to  demonstrate  its 
mural  character.  If  the  tumor  is  of  large  size  the  appearance 
of  the  abdomen  is  peculiar.  The  distension  is  chiefly  below 
the  umbilicus,  frequently  asymmetrical.  It  is  quite  flat  upon 
the  upper  surface,  bulging  laterally.  It  is  immovable,  pari- 
etes  inseparablj^  connected  with  cyst.  It  is  uniformly  soft  and 
fluctuant.  The  percussion  test,  our  chief  reliance  in  reaching 
a  diagnosis,  is  peculiar  and  characteristic  in  well-marked  cases, 
and  as  this  physical  sign  has  been  so  well  described  by  Mr. 
Tait  I  quote  his  words:  "  The  pelvic  dulness  is  absolute,  whilst 
the  dulness  which  is  obtained  above  the  umbilicus  is  not  so, 
although  it  is  perfectly  certain  that  the  wave  of  fluctuation 
passes  through  one  volume  of  fluid  not  intercepted  by  any  cyst 
wall."  He  explains  the  sign  by  a  peculiar  reflexion  of  the 
peritoneum.  The  intestines  which  normallj'"  occupy  the  pelvis 
are  forced  upward  and  underlie  only  the  upper  part  of  the  cyst. 
To  briefly  describe  the  percussion  sound,  I  would  say  it  was 
fading  dulness  from  below  to  the  upper  limit  of  the  tumor. 

Bimanual  examination  usually  shows  a  retrodisplaced  uterus, 
very  low  in  the  pelvis,  entirely  separate  from  the  tumor.  If 
the  tumor  occupies  the  pelvis  the  entire  vaginal  vault  will  be 
encroached  upon  by  a  soft,  elastic  mass.  Marked  displacement 
and  distortion  of  the  bladder  may  be  discovered  with  catheter 
and  cystoscope. 

If  one  is  disposed  to  use  the  aspirator  the  detection  of  mucus 
in  this  fluid  would  exclude  hydatids  as  well  as  encysted  peri- 
tonitis, for  it  is  impossible  for  a  mucous  fluid  to  be  secreted  by  a 
serous  membrane.  Polygonal  epithelium  discovered  in  the  fluid 
withdrawn  establishes  beyond  question  the  diagnosis.  It  may 
be  well  to  remark  here  that  the  contents  of  urachal  cysts  are 
sometimes  surprising.  The  bright-yellow  color  of  the  fluid  puz- 
zled Mr.  Bantock.  Bramam,  of  Berlin,  encountered  four  large 
gall  stones,  Rokitansky  found  thirty-one. 

All  cases  of  urachal  cyst  do  not  present  the  pronounced  clini- 
cal features  above  given.  Many  behave  very  innocently,  occa- 
sioning only  moderate  distress  until  they  attain  quite  a  growth. 
Such  was  the  history  of  my  case. 

Differential  Diagnosis. — The  most  pardonable  error  in  dia- 
gnosis is  to  mistake  a  urachal  cyst  for  a  parovarian  cyst.  The 
condition  has  been  often  diagnosed  as  peritonitis,  gastritis, 
hydronephrosis,  and  the  true  condition  disclosed  only  at  opera- 
tion. I  cannot  refrain  from  calling  your  attention  to  the  great 
parallelism  existing  between  the  symptoms  of  this  condition 
31 
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and  ectopic  gestation.  The  great  prostration,  the  rapid  pulse, 
the  recurring  syncope,  the  nausea,  the  paroxysmal  pelvic  pain, 
menstrual  disorder,  and  vesical  irritation  are  symptoms  com- 
mon to  both.  The  passage  of  decidua  and  thorough  bimanual 
examination  will  alone  make  the  differentiation  in  some  cases. 
Roser  speaks  of  a  case  of  cyst  of  the  omphalo-mesenteric  duct 
which  he  had  mistaken  for  cyst  of  the  urachus:  Fischer,  of 
Breslau.  reports  a  similar  operation. 

Treatment. — Incision  into  the  cyst,  thorough  evacuation  of 
its  contents,  irrigation  of  the  cyst  cavity,  mopping  out  with  a 
solution  of  iodine,  and  circular  drainage  through  Douglas'  cul- 
de-sac  in  females,  and  tubular  drainage  in  males,  now  appears 
to  be  the  chosen  method  of  treatment  by  Mr.  Tait:  and  since 
he  declares,  and  no  doubt  correctly,  that  there  are  many  of 
these  cysts  which  dip  down  into  the  pelvis  that  cannot  be 
removed,  we  are  forced  to  adopt  as  a  dernier  ressort  some- 
thing like  the  above  plan  of  treatment.  The  more  radical 
operation  of  enucleation  of  the  sac,  when  it  is  possible,  has  a 
finish,  a  completeness  about  it  attractive  to  the  surgeon.  The 
only  objection  I  can  see  to  it  was  sorely  impressed  upon  me 
by  the  fatal  result  of  my  case — it  is  the  separation  from  the 
parietes  and  devitalization  of  the  peritoneum.  If  we  remove 
these  cysts  what  is  to  be  done  with  the  detached  peritoneum? 
Mr.  Tait  himself  suggests  the  probable  propriety  of  stitching 
the  peritoneum  back  to  the  parietes.  I  seriously  considered 
this  in  my  operation,  but  concluded  it  would  accomplish  but 
little. 

Were  I  to  encounter  this  condition  again  I  should  adopt  one 
of  two  methods:  first,  excise  the  detached  peritoneum,  spread 
the  omentum  over  the  fresh  surface  and  attach  it.  thus  lessen- 
ing: verv  greatlv  the  danger  of  intestinal  adhesion  and  subse- 
quent  obstruction:  or,  second,  affix  the  omentum  to  the  de- 
tached peritoneum  and  stitch  them  both  to  the  parietes,  thus 
relying  upon  the  omentum  to  assist  in  maintaining  the  vitality 
of  the  peritonetun. 
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THE  SOURCE  OF  PUERPERAL  SEPSIS.' 


BY 

JOHN  MILTON  DUFF,  M.D., 
Pittsburg,  Pa. 


The  source  of  puerperal  sepsis  is  given  by  the  authorities  as 
''contagion  from  a  woman  similarly  affected,  from  suppurating 
or  decaying  tissues,  from  putrefying  substances  within  or  with- 
out the  body,  and  from  zymotic  diseases,  especially  erysipelas 
and  diphtheria." 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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The  exact  source  in  any  given  case  it  is  noc  always  easy  to 
determine.  In  fact  sometimes  after  the  most  patient  and  care- 
ful research  we  are  unable  to  find  even  a  probable  source.  In 
a  large  proportion  of  cases,  however,  a  careful  inquiry  will  be 
rewarded  with  the  revelation  of  a  source.  When  found  it 
generally  proves  to  be  one  which  could  have  been  avoided. 

Aseptic  midwifery  has  done  much  to  prevent  "puerperal 
sepsis"  and  consequently  to  lower  the  rate  of  mortality  follow- 
ing childbirth.  Sepsis  does  occur,  however,  quite  frequently 
at  the  present  time,  and  sometimes,  indeed,  in  the  practice  of 
competent  and  careful  practitioners.  I  think  we  should  always 
be  careful,  especially  in  an  association  such  as  this  one,  lest  we 
are  too  radical  in  our  expressions  and  thereby  do  an  injustice 
to  worthy  practitioners.  I  have  heard  and  read  remarks  by 
members  of  the  profession  in  sentiment  expressing  the  opinion 
that  ' '  the  accoucheur  who  was  so  unfortunate  as  to  have  a  case 
of  puerperal  sepsis  occur  in  his  obstetric  work  was  guilty  of  mal- 
practice." Such  expressions,  I  think,  are  extravagant  and  are 
not  warranted  by  our  present  knowledge  and  experience.  Sep- 
sis does  occur  sometimes,  despite  the  best  efforts  of  the  prac- 
titioner to  prevent  it.  This  fact  should  not,  however,  be  an 
excuse  for  a  neglect  of  the  strictest  possible  antiseptic  or  aseptic 
precautions.  I  do  believe  that  where  a  practitioner  attends  a 
woman  without  giving  her  the  benefit  of  aseptic  precautions  he 
is  guilty  of  malpractice.  One  is  surprised,  however,  to  find  so 
many  presumably  reputable  physicians  who  do  not  practise 
scientific  asepsis.  While,  as  I  have  said,  I  believe  puerperal 
sepsis  cannot  always  be  prevented,  I  do  believe  that  with  ideal 
surroundings,  with  a  careful  and  skilful  physician,  supple- 
mented b}"  an  educated  and  conscientious  nurse,  the  number  of 
cases  can  be  reduced  to  a  minimum.  Numerous  examples  in 
proof  of  this  are  known  to  all  of  us;  a  shining  one  is  that  of  the 
results  obtained  by  our  honored  Fellow  and  ex-President,  Dr. 
Joseph  Price,  while  be  was  in  charge  of  the  Preston  Retreat 
at  Philadelphia. 

I  think  my  observations  teach  me  that,  while  on  the  one 
hand  there  is  no  attempt  at  aseptic  or  antiseptic  precautions, 
there  is  frequently  too  much  reliance  placed  upon  antiseptics. 
As  for  instance,  a  well-known  member  of  the  profession  said  in 
my  hearing  a  short  time  ago  that  he  felt  perfectly  safe  in  going 
to  attend  a  case  of  labor  after  waiting  upon  a  case  of  erysipelas 
or  diphtheria,  if  he  washed  his  hands  well  in  a  strong  bichloride 
solution.     I  think  his  patients  would  be  safer  if  he  went  to 


DUFF:   THE   SOURCE   OF   PUERPERAL  SEPSIS.  i85 

them  under  such  circumstances  with  a  fear  and  trembling 
which  would  cause  him  to  perform  further  ablutions  if  possible. 

The  sources  of  sepsis  should,  therefore,  be  avoided  as  far  as 
within  our  power. 

Without  discussing  at  length  the  different  known  sources  of 
infection  or  defining  the  varieties  of  sepsis,  I  will  attain  my 
object  perhaps  best  by  reporting,  as  concisely  as  I  can,  the  last 
fifty  cases  of  puerperal  sepsis  I  have  seen.  In  doing  so,  for 
what  I  consider  prudential  reasons,  I  will  omit  names  and  dates, 
as  well  as  all  history  of  the  cases  except  in  relation  to  the 
probable  source  of  the  disease. 

Case  I.  Sapremia. — Seen  first  by  me  on  the  twelfth  day 
after  labor.  Her  physician  assured  me  he  had  examined  the 
placenta  carefully  and  was  confident  it  was  delivered  intact. 
Notwithstanding  this  I  removed  a  piece  of  placental  tissue  one- 
third  of  an  inch  thick,  two  inches  wide,  and  three  inches  long. 
(Recovery.)  Although  I  am  not  positive,  yet  I  believe  the 
assertion  of  the  physician  in  charge  was  correct.  On  account 
of  the  putrefactive  changes  I  could  not  determine  whether  this 
was  a  piece  of  the  true  placenta  or  an  accessory  growth.  I 
believe  it  was  the  latter.  Accessory  growths  of  the  placenta 
are  more  common  than  we  realize  and  are  quite  frequently 
the  source  of  a  sapremia.  I  know  of  an  estimable  lady  who 
died  from  sepsis  two  years  ago  in  which  the  autopsy  revealed 
a  spurious  placenta  retained  in  utero.  These  growths,  known 
as  "placenta  spuria"  and  "placenta  succenturiata,"  should 
always  be  examined  for.  Their  probable  presence  can  gene- 
rally be  determined  by  the  condition  of  the  membranes  and 
true  placenta. 

Case  II.  Septicemia. — This  woman  was  attended  by  a  mid- 
wife, and  was  delivered  in  the  same  bed  on  which  her  husband 
was  suffering  from  erysipelas  of  the  foot  and  leg.     (Died.) 

Case  III.  Septicemia. — An  old  neighbor  lady  was  secured 
as  nurse  because  she  had  a  sore  finger  and  could  not  perform 
household  duties.  Investigation  showed  the  nurse's  finger  to 
present  an  erysipelatous  condition  and  was  discharging  pus 
from  a  knife  wound.     (Died.) 

Case  IV.  Septicemia  and  Pyemia. — Was  the  wife  of  a 
physician.  Her  husband  and  a  neighboring  physician  who 
delivered  her  had  just  returned  from  a  consultation  in  which 
they  had  delivered  a  woman  of  a  putrid  fetus.     (Recovered. ) 

Case  V.  Septicemia. — A  Jewess,  wealthy,  with  every  com- 
fort and  excellent  sanitary  surroundings.     Her  physician  is 
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one  of  the  most  careful  in  the  city  in  which  she  lives.     No 
probable  source  was  discovered.     (Recovered.) 

Case  VI.  died  a  few  minutes  before  my  arrival.  No  source 
found,  although  the  condition  of  the  room  and  bed  and  the 
general  appearance  of  surroundings  did  not  indicate  aseptic 
treatment. 

Case  VII.  was  attended  by  a  midwife  who  had  no  know- 
ledge of  practical  asepsis.     (Recovered.) 

Cases  VIII. ,  IX.,  X.,  and  XI.  occurred  in  a  small  village 
within  a  fortnight  and  were  all  attended  by  the  same  midwife. 
She  had  no  knowledge  of  asepsis,  scientifically  speaking.  Cases 
8,  9,  and  11  recovered  ;  Case  10  died. 

Case  XII, — The  physician  v/as  on  his  way  home  from  open- 
ing a  rectal  abscess  when  he  was  called  in  to  attend  this  case. 
By  his  own  admission  to  me  the  exigencies  of  the  case  were 
such  that  he  did  not  take  the  time  to  wash  his  hands  before 
delivering  her.     (Died.) 

Case  XIII.  was  a  case  of  placenta  previa.  A  midwife  was 
in  attendance  for  several  hours  before  a  physician  was  called. 
The  general  surroundings  were  filthy  and  no  aseptic  precau- 
tions were  taken.     (Died.) 

Cases  XIV,  and  XV.  were  attended  by  mid  wives.  No  par- 
ticular source  was  found.     (Recovered.) 

Case  XVI. — This  was  a  forceps  delivery.  Perineum  and 
cervix  were  badly  lacerated.  No  attempt  at  repair  had  been 
made.  Cast-off  clothing  was  used  for  napkins,  (Recovered.) 
Case  XVII.  was  a  speedy  labor  ;  both  child  and  placenta 
were  delivered  prior  to  the  arrival  of  a  physician.  There  was 
a  laceration  of  perineum,  which  was  repaired  immediately.  I 
found  a  pus  pocket  between  the  stitches  in  the  perineum. 
(Recovered, ) 

Case  XVIII.  was  attended  by  a  midwife.  I  removed  a 
large,  putrefying  blood  clot  from  the  uterus  on  the  fourth  day. 
(Recovery  ) 

Case  XIX. — No  other  source  discovered  than  a  foul  condi- 
tion of  the  fetal  funis,  which  had  not  been  dressed  antisepti- 
call}'.     (Recovery.) 

Case  XX. — The  little  daughter  of  the  attending  physician 
was  suffering  from  diphtheria,  and  he  had  been  working  with 
her  just  prior  to  attending  the  labor.     (Recovery  ) 
^. 'Case    XXI. — No    probable    source    found.      Surroundings 
were  good.     (Recovery.) 
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Case  XXII. — No  source  except  placenta  previa.  Difficult 
labor.     (Recovery.) 

Case  XXIII. — The  wife  of  a  prominent  attorney.  She  had 
every  comfort  wealth  could  give  her.  No  source  found.  My 
own  belief  is  that  she  had  too  many  nurses.     (Died.) 

Case  XXIV. — The  husband  was  suffering  from  an  acute 
gonorrhea.     (Recovered.) 

Case  XXV. — Retained  placenta.     (Recovery.) 

Case  XXVI. — Placenta  previa.     Putrid  fetus. 

Case  XXVII.  — Complete  rupture  of  perineum.  No  attempt 
made  at  repair.  Old  clothing  from  attic  used  as  napkins. 
(Recovery.) 

Case  XXVIII.— Putrid  fetus. 

Case  XXIX.  was  a  case  of  neglected  shoulder  presentation. 
Had  been  in  labor  two  days  before  a  physician  saw  her.  He 
sent  her  at  once  to  the  Pittsburg  South  Side  Hospital,  where  I 
delivered  her.  At  time  of  delivery  she  had  a  temperature  of 
104°  F.  There  was  sloughing  of  vagina  and  cervix.  She  died 
on  the  ninth  day. 

Case  XXX. — Retained  membranes.     (Recovery.) 

Cases  XXXI.  and  XXXIL  were  both  attended  by  the  same 
physician,  who  had  other  cases  at  the  same  time.  This  physi- 
oian,  in  fact,  had  an  endemic  of  sepsis.  He  was  attending  a 
case  of  gangrene  of  the  leg  when  his  first  cases  occurred. 
(Case  31  died;  Case  33  recovered.) 

Case  XXXIII.  was  the  wife  of  a  physician.  He  delivered 
her  and  could  not  think  of  any  possible  source,  except  that  he 
had  dressed  a  suppurating  finger  a  few  hours  before.  He  had, 
however,  he  thought,  given  his  hands  the  most  thorough  disin- 
fection.    (Died.) 

Case  XXXIV. — Uterus  filled  with  debris.     (Recovery.) 

Cases  XXXV.  and  XXXVI.  were  attended  by  a  physician 
who  was  suffering  from  tonsillitis  at  the  time.  He  died  a  few 
days  afterward.  (Case  35  died;  Case  36  recovered.)  Another 
case  attended  by  this  same  physician  about  the  same  date  died; 
I  did  not  see  her,  however,  and  do  not  know  the  cause  of  death. 

Case  XXXVII. — Retained  portions  of  placenta  and  mem- 
branes.    ( Recovery. ) 

Case  XXXVIII. — Patient  was  the  wife  of  a  dairyman. 
She  was  nursed  by  her  husband,  who  assisted  also  in  the  work 
^t  the  dairy.     (Died.) 

Case  XXXIX.— This  patient's  mother  was  suffering  from  a 
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pehnc  abscess  which  was  discharging  through  the  vagina. 
The  same  uneducated  nurse  waited  upon  mother  and  daughter. 
The  same  syringe  was  used  on  both  patients.     (Died.) 

Case  XL. — No  source  found.     (Recovered.) 

Cases  XL.  and  XLI.  occurred  in  the  practice  of  the  same 
midwife.  No  source  found,  except  that  no  scientific  asepsis 
was  adopted.     (Recovery.) 

Cases  XLII.  and  XLIII.  lived  %vithin  one  square;  both 
gave  birth  to  twins,  were  attended  by  different  physicians,  and 
both  died  the  same  day.  No  source  found  in  either  case.  Case 
42  was  the  wife  of  a  physician,  but  was  attended  by  another 
physician.  Both  used  every  ordinarj^  precaution.  Informa- 
tion since  received  leads  me  to  believe  that  infection  resulted 
from  decaying  animal  matter  in  the  cellar. 

Case  XLIV.  was  nursed  by  her  sister,  whose  child  was  sick 
with  dysentery  at  the  time.     (Recovery.) 

Case  XLV. — Absolute  filthy  condition  of  surroundings,  in- 
cluding nurse.     (Recovery. ) 

Case  XL VI. — The  wife  of  a  physician.  No  source  found. 
(Recover}".) 

Case  XLVII. — Retained  placenta.     (Recovery.) 

Case  XLYIII. — Physician  in  charge  had,  a  few  hours  before 
deliver}^  of  this  woman,  curetted  a  woman  who  was  suffering 
from  a  neglected  abortion.     Recovery. 

Case  XLIX.  was  attended  by  a  midwife  for  thirty-six 
hours,  when  a  physician  was  called  and  delivered  her  of  a  dead 
and  somewhat  macerated  fetus.     (Under  treatment.) 

Case  L.  was  attended  by  a  midwife.  On  the  fifth  day  I 
removed  a  large  piece  of  placental  tissue.  In  addition  this 
patient  was  delivered  in  a  room  in  which  diphtheria  had  beea 
treated  less  than  a  month  previously.     (Under  treatment.) 

During  this  same  period  I  have  seen  a  number  of  cases  of 
sepsis  following  abortion,  which  I  have  not  included. 

It  is  not  necessary  for  me  to  comment  on  the  oases  reported. 
Your  trained  minds  have  no  doubt  already  led  vou  to  proper 
deductions. 

516  Market  street. 
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PUERPERAL  DIPHTHERIA.' 


BT 

H.   W.  LONGYEAR,  M.D., 
Detroit,  Mich. 


At  the  annual  meeting  of  this  Association  held  at  Richmond 
last  year  I  read  a  paper  entitled  ''  The  Treatment  of  Puerperal 
Infection/'  in  which  I  reported  two  cases  of  puerperal  infection 
successfully  treated  by  the  use  of  diphtheria  antitoxin  serum. 
Since  the  report  of  those  cases,  believing  that  diphtheritic  puer- 
peral infection  had  not  been  heretofore  sufficiently  recognized 
as  such,  I  have  had,  and  taken  advantage  of,  the  opportunity  of 
extending  the  line  of  investigation  suggested  by  them  to  the 
extent  of  proving  that,  in  the  city  of  Detroit  at  least,  the  Klebs- 
Loffler  bacillus  is  a  most  important  factor  in  the  etiology  of 
puerperal  infection.  The  cases  which  are  herewith  reported 
comprise  only  those  in  which  the  diagnosis  of  diphtheria  was 
proved  by  cultures  made  from  the  matter  taken  from  the  geni- 
tal tract  and  submitted  to  the  bacteriologist  of  the  Health  Board 
of  Detroit.  The  cultures  were  all  carefully  made,  the  culture 
tubes  prepared  by  the  Health  Board  for  this  purpose  used,  and 
the  infectious  material  taken,  through  a  speculum,  from  the 
mouth  of  the  uterus. 

A  number  of  cases  came  under  my  observation  in  which  the 
bacteriological  examinations  indicated  other  sources  of  infec- 
tion; but  as  a  report  of  them  would  only  add  to  the  length  of 
the  paper,  without  materially  increasing  its  value  or  interest, 
they  will  not  be  here  recorded.  I  also  treated  one  other  case 
with  Dr.  James  Cahalan,  of  Wyandotte,  Michigan,  in  which 
the  infection  occurred  toward  the  end  of  the  second  week  after 
confinement,  when  all  the  indications  pointed  to  diphtheria  as 
its  origin,  and  in  which  the  diphtheria  antitoxin  serum  was 
successfully  used;  but  as  the  diagnosis  was  not  proved  by  bac- 
teriological examination,  and  its  scientific  value  thus  lost,  it 
will  not  be  reported  in  detail.  As  all  the  cases  here  detailed 
were  observed  by  me  in  the  capacity  of  consultor,  I  have 
requested   reports  from   each  of  the  physicians  who  had  the 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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immediate  charge  of  the  patients,  and  will  give  the  reports  as 
received  from  them. 

Case  I. — Reported  by  Dr.  Mary  E.  Walker,  senior  house 
physician  of  the  Woman's  Hospital,  Detroit.  Hattie  B.,  age 
16,  American,  primipara,  was  confined  January  14th  at  the 
Woman's  Hospital.  Labor  normal;  perineum  lacerated.  Janu- 
ary 20th:  Temperature  reached  104°  at  8  p.m.  Left  breast 
was  painful  and  swollen.  Temperature  ranged  between  that 
and  100.5°  until  January  22d,  when  patient  complained  of  sore 
throat.  Left  tonsil  showed  patches.  A  culture  was  made 
and  sent  to  the  Health  Office,  which  reported  Klebs-Loffler 
bacilli.  January  22d:  Morning  temperature  100.5°,  pulse  95; 
evening  temperature  104.2°,  pulse  108.  January  23d:  Patient 
was  sent  to  Harper  Hospital.  Patient  was  discharged  from 
Harper  Hospital  January  29th.  After  her  return  to  the 
Woman's  Hospital  temperature  was  103.4°,  pulse  115.  Quinia 
gr.  X.  and  whiskey  si.  given.  Evening  temperature  104.6°, 
pulse  102.  January  30th:  Morning  temperature  104.8°,  pulse 
112.  Vaginal  examination  showed  membranous  exudate  on 
VHginal  wall  and  on  cervix  uteri.  At  Dr.  Longyear's  direc- 
tion a  Culture  was  made  and  sent  to  the  Health  Ofiice,  which 
reported  Klebs-Loffler  bacilli.  Quinia  sulphate  gr.  v.  given 
every  three  hours  till  gr.  xxx.  given.  Compound  cathartic 
pills  No.  ii.  given.  Bichloride  douche  1:2000  used.  Bowels 
moved  freely.  Evening  temperature  103.6°,  pulse  112.  Diph- 
theria antitoxin  serum  (1,500  units)  injected  into  gluteal  mus- 
cles. Midnight  temperature  100.6°,  pulse  96.  January  31st: 
Morning  temperature  99.6°,  pulse  84;  evening  temperature 
101.4°,  pulse  96.  February  1st:  Morning  temperature  100°, 
pulse  88;  evening  temperature  103.2°,  pulse  98.  February  2d: 
Morning  temperature  100°,  pulse  84;  evening  temperature 
103.6°,  pulse  100.  Bichloride  douche  1:2000  given  daily.  Feb- 
ruary 3d:  Morning  temperature  100.8°,  pulse  98;  breast  abscess 
opened  and  much  pus  discharged;  evening  temperature  99.6°, 
pulse  84.  The  vaginal  membrane  disappeared  and  the  tempe- 
rature came  down  gradually.  Patient  was  sent  to  convalescent 
ward  February  6th  in  fair  condition. 

Case  IL — Reported  by  Dr.  L.  J.  Lennox,  Detroit.  Mrs.  B., 
age  24  years,  confined  February  15th,  1897.  Normal  labor, 
prolonged  second  stage;  gave  chloroform  and  delivered  with 
forceps;  unilateral  laceration  of  cervix,  but  none  of  the  peri- 
neum or  vagina.  Everything  progressed  very  favorably  until 
the  middle  of  the  fourth  day,  when  patient  was  taken  with  a 
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very  severe  chill  which  lasted  one  hour  ;  in  fact  it  was  so 
severe  that  it  resembled  a  convulsion.  Temperature  was  101° 
at  noon,  and  in  the  evening  103.6°.  I  then  curetted  the  uterus 
and  washed  it  out  with  sterilized  water,  and  also  with  iodine 
solution  one  drachm  to  the  pint.  On  the  fifth  day  temperature 
101°;  slight  chill  at  noon;  washed  out  uterus  as  before.  On 
the  sixth  day  temperature  100.8°;  at  noon  a  slight  chill;  even- 
ing temperature  102°,  pulse  120.  On  the  seventh  day  tempera- 
ture 102.8°;  at  noon  a  more  severe  chill  occurred.  Called  Dr. 
Longyear  in  consultation  in  the  evening.  The  doctor  exam- 
ined and  swabbed  out  the  uterus  with  iodine  and  carbolic  acid, 
used  douche,  and  put  in  drainage  tube.  Sent  a  culture  tube 
with  discharge  taken  from  the  cervix  to  the  Board  of  Health. 
The  same  night,  believing  that  the  infection  was  probably  of 
streptococcus  origin,  I  gave  antistreptococcic  serum,  and  used 
two  ounces  during  the  following  thirty-six  hours;  no  improve- 
ment, and  on  the  ninth  day  the  patient  died.  Did  not  get 
report  from  the  Health  Board  until  the  morning  of  the  ninth 
day,  after  the  death  of  the  patient,  which  report  was  that  the 
specimen  showed  pure  Klebs-Loffler  bacilli. 

Case  III. — Reported  by  Dr.  Mary  E.  Walker,  senior  house 
physician  of  the  Woman's  Hospital,  Detroit.  Mrs.  Annie 
O'B.,  age  24,  Irish,  primipara,  was  confined  in  the  emergency 
ward  of  the  Woman's  Hospital  March  27th.  Labor  normal; 
perineum  ruptured  and  repaired  by  three  silkworm -gut  sutures; 
child  in  good  condition.  Before  labor  temperature  and  pulse 
normal;  after,  temperature  was  100.6°,  pulse  90.  During  first 
six  days  after  labor  temperature  was  higher  at  night  than  in 
the  morning,  however  not  going  above  100.8°,  morning  99°. 
April  3d:  Morning  temperature  99.8°,  pulse  100;  7  p.m.,  tem- 
perature 102.6°,  pulse  84.  Quinia  sulphate  gr.  x.,  spirits  fru- 
menti  si.  10  p.m.,  temperature  103.4°;  acetanilid  gr.  viii., 
and  cathartic  mixture  3  i.  April  4th:  Morning  temperature 
99.6°,  pulse  112,  Patient  complained  of  soreness  across  the 
abdomen,  which  was  relieved  by  turpentine  stupes.  Vaginal 
examination  showed  the  cervix  and  vaginal  erosions  covered 
with  a  thick,  grayish- white  membrane.  At  Dr.  Longy ear's  di- 
rection a  culture  was  taken  from  the  cervix,  which  was  reported 
by  the  Health  Office  to  be  almost  pure  Klebs-Loffler,  Hydrogen 
peroxide  3  ij.  was  injected  into  the  vagina  every  two  hours. 
Cathartic  mixture  3  ij.  every  two  hours  until  effectual.  11  a.m., 
temperature  101°;  acetanilid  gr.  viij.  given,  and  douche  1:5000 
bichloride  of  mercury  used.     2  p.m.,  temperature  103°,  pulse 
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130;  5  P.M.,  temperature  102.4°,  pulse  112;  1,500  units  of  diph- 
theria antitoxin  serum  injected  into  the  gluteal  muscles.  8  P.M.^ 
temperature  and  pulse  normal:  slept  well.  April  5th:  Morn- 
ing temperature  100,2°,  pulse  100.  Patient  complained  of  ab- 
dominal pain:  turpentine  stupes  applied.  Bichloride  douche 
1 :5000  given  three  times  daily.  Patient  transferred  to  isolation 
ward.  Evening  temperature  102.4°,  pulse  0(5;  1,500  units  diph- 
theria antitoxin  serum  injected  into  the  gluteal  muscles;  slept 
well.  April  6th:  Morning  temperature  101.4°,  pulse  120.  At 
Dr.  Manton's  direction  milk  with  whiskey  3  ss.  given  every 
two  hours,  protonuclein  gr.  v.  three  times  daily,  and  quinia 
gr.  viij,  at  night.  This  medication  was  carried  on  as  long  as 
patient  remained  in  isolation  ward.  8  p.m.,  temperature  100. 2°^ 
pulse  112.  Blue  mass  gr.  viij.,  calomel  gr.  ij.,  sodium  bicar- 
bonate gr.  ij.,  extract  rhubarb  gr,  ij.  given.  Patient  slept  well 
most  of  the  night.  April  7th:  Morning  temperature  102  8°, 
pulse  76;  evening  temperature  100.6°,  pulse  104.  April  8th: 
Morning  temperature  100°,  pulse  96;  evening  temperature  99,4°, 
pulse  100.  Temperature  fell  and  on  April  10th  was  normal. 
April  11th:  Culture  made  from  vaginal  inucous  membrane, 
which  proved  to  be  negative;  lochia  purulent;  patient  sitting 
up.     April  12th:  Transferred  to  emergency  ward. 

It  may  be  interesting  to  note  that  April  15th  patient's  tem- 
perature reached  102°  in  the  evening.  April  19th:  Complained 
of  severe  pain  in  side  (pleuritic  in  character),  relieved  b}^  paint- 
ing with  iodine.  April  22d:  The  breathing  was  very  quick  and 
labored;  evening  temperature  10-4°,  pulse  112.  There  were  no 
symptoms  on  the  part  of  the  reproductive  organs.  Tempera- 
ture varied  from  2°  to  3°  between  morning  and  evening.  Pa- 
tient developed  cough.  Was  discharged  May  19th.  Tubercle 
bacilli  were  found  in  sputum. 

Case  IV. — Reported  by  Dr.  Mar}-  E.  Walker,  senior  house 
physician  of  the  Woman's  Hospital,  Detroit.  Sophie  von  R., 
age  19,  American,  primipara,  entered  the  emergency  ward  at 
the  Woman's  Hospital  some  weeks  before  confinement,  which 
occurred  March  29th,  1897.  Labor  normal,  no  laceration ;  pulse 
and  temperature  normal  both  before  and  after  delivery.  March 
30th:  Complained  of  abdominal  pain,  which  was  relieved  by  ap- 
plications of  heat.  April  1st:  Evening  temperature  99.2°,  pulse 
80.  April  2d:  Morning  temperature  99.2°,  pulse  96;  evening 
temperature  100°,  pulse  72.  April  3d  (fourth  day):  Morning 
temperature  99.6°,  pulse  90.  Patient  complained  of  pain  in 
her  back  during  the  day.     8  p.m.,  temperature  104.2  .  puis©  10S 
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Oarbolized  doache  used  and  quinine  and  whiskey  given.  Com- 
plained of  great  pain  in  the  back  and  abdomen.  Turpentine 
stupes  applied.  9:30  p.m.,  vomited.  10  p.m.,  temperature  104.4". 
Acetanilid  gr.  viij.,  and  cathartic  mixture  3  i.,  given ;  no 
effect  on  bowels.  April  4th:  4  a.m.,  temperature  100.6°,  pulse 
112.  8  A.M.,  patient  had  slight  chill;  temperature  rose  to  104"", 
pulse  120,  lochia  diminished.  11  a.m.,  temperature  105°. 
Quinia  sulphate  gr.  x. ,  whiskey  3  i. ,  cathartic  mixture  3  iss. 
By  direction  of  Dr.  Longyear  examination  was  made  and  the 
cervix  uteri  and  several  tears  in  the  mucous  membrane  of 
vagina  were  found  to  be  covered  with  a  grayish- white  mem- 
brane. Culture  made,  which  was  reported  by  the  Health  Office 
to  contain  Klebs-Loffler  bacilli  and  streptococci.  11  a.m., 
1:5000  mercuric  chloride  intrauterine  douche  given.  Hydro- 
gen peroxide  3  ij.  injected  into  the  vagina  every  two  hours. 
2  p.m.,  temperature  105.4°,  pulse  144.  Magnesium  sulphate 
3  ij.  given  in  rectal  injection.  Acetanilid  gr.  viij.,  tincture 
digitalis  tt|,xx.  given.  4  p.m.,  temperature  103.2°,  pulse  112. 
5  p.m.,  antidiphtheritic  serum,  units  1,500,  injected  into  glu- 
teal muscles.  8  P.M.,  temperature  100.6°,  pulse  112.  Midnight 
temperature  100°,  pulse  104.  Patient  had  little  sleep.  Bowels 
moved  several  times  during  the  night;  stools  yellow,  very 
loose,  contained  much  mucus.  April  5th:  Morning  tempera- 
iure  103°,  pulse  122.  Tongue  coated,  patient  feeling  very  weak. 
Bimanual  examination  revealed  tenderness  and  swelling  in  left 
ovarian  region.  Acetanilid  gr.  viij.,  and  whiskey  |  i.  Bi- 
chloride douche  used.  4  p.m.,  temperature  105.2°,  pulse  120; 
1,500  units  antidiphtheritic  serum  injected  into  gluteal  muscles. 
Evening  temperature  104°,  pulse  120.  Patient  transferred  to 
isolation  ward.  April  6th:  Morning  temperature  102°,  pulse 
120.  Patient  slept  well.  Bichloride  douche  1:5000  three  times 
daily.  By  Dr.  Manton's  direction,  protonuclein  gr.  v.  three 
times  daily;  whiskey  3  i.  and  milk  every  two  hours.  Quinia 
sulphate  gr.  viij.,  and  phenacetin  gr.  v.,  at  night.  Evening 
temperature  103.2°,  pulse  112.  Blue  mass  gr.  vi.,  and  calo- 
mel gr.  ij.,  given;  effectual.  April  7th:  Passed  a  good  night. 
Morning  temperature  100.4°,  pulse  96;  evening  teinperature 
100.6°,  pulse  100.  April  8th:  Slept  well.  Morning  tempera- 
ture 98.4°,  pulse  96;  evening  temperature  99.8°,  pulse  100. 
April  9th:  Morning  temperature  99°.  pulse  96;  evening  tem- 
perature 103.4°,  pulse  100.  Complained  of  intense  pain  in  the 
abdomen.  Breathing  rapid  and  painful;  very  restless.  April 
10th:  Morning  temperature  102°,  pulse  104;  evening  tempera- 
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tare  103.2°,  pulse  120.  Passed  a  hard  night;  much  pain  in  the 
abdomen.  Turpentine  stupes  applied.  April  11th:  Morning 
temperature  100°,  pulse  120.  Culture  taken  from  membrane 
of  cervix  and  vagina;  no  growth.  Evening  temperature  103. 2°^ 
pulse  104.  April  12th:  Morning  temperature  103°,  pulse  120. 
Much  pain  across  abdomen;  relieved  by  stupes.  Evening  tem- 
perature 102.8°,  pulse  120.  April  loth:  Morning  temperature 
101.2°,  pulse  110.  Temperature  rose  steadily  until  2  p.m., 
when  it  reached  105.8°,  pulse  124.  At  11  p.m.  temperature 
104.6°,  pulse  128.  Qiiinia  bisulphate  bath  given,  which  reduced 
temperature  to  102°.  April  14th:  Rested  fairly  well  and  took 
nourishment  well  during  the  night.  Morning  temperature 
98.6°,  pulse  110;  evening  temperature  102.4°,  pulse  112.  Pa- 
tient passed  a  good  night.  April  15th:  Morning  temperature 
100.8°,  pulse  108;  evening  temperature  98.8°,  pulse  100.  April 
16th:  Temperature  normal.  Patient  gained  strength  rapidly. 
April  17th:  Transferred  to  emergency  ward.  Discharged  May 
4th  in  good  condition. 

Case  V. — Reported  by  Dr.  B,  R.  Hoyt,  Detroit.  Mrs.  H.  was 
delivered  by  a  midwife,  April  12th,  1897,  of  her  seventh  child. 
I  was  called  on  April  20th,  and  found  well-defined  septicemia 
present,  with  a  temperature  of  103°.  Curetted  the  uterus  and 
washed  it  out  with  carbolized  water.  April  21st:  Curetted  it 
again  and  washed  the  uterine  cavity  with  solution  of  perman- 
ganate of  potassium.  Temperature  continued  high — 103°.  On 
April  23d  I  called  Dr.  Longyear,  who  made  a  culture  and  re- 
moved a  patch  of  diphtheritic  membrane  from  the  cervix,  ap- 
plied iodine  and  carbolic  acid  to  the  uterine  cavity,  and  irrigated 
with  bichloride  solution.  Evening  temperature  104°.  April 
24th:  The  bacteriologist  of  the  Health  Board  reported  the  cul- 
ture to  contain  Klebs-Loffler  bacilli.  Diphtheria  antitoxin  se- 
rum, 1,500  units,  injected  into  the  muscles  of  the  thigh.  Re- 
peated injection  April  25th.  April  26th  and  27th,  temperature 
was  normal.  April  28th,  high  temperature  returned,  evidently 
due  to  phlebitis  of  left  leg.  The  inflammation  of  the  genital 
tract  subsided  completely  and  gave  no  further  trouble.  The  in- 
flammation of  the  veins  developed  into  an  aggravated  form  of 
suppurative  phlegmasia.  May  17th  Dr.  Longyear  was  again 
called.  A  small  abscess  under  the  knee  was  opened  and  the 
pus  submitted  to  the  bacteriologist  of  the  Health  Board,  who 
reported  it  to  contain  streptococci.  During  the  next  three 
days  three  doses  of  streptococcic  antitoxin  serum  were  injected 
into  the  gluteal  region,  but  no  change  in  the  febrile  conditions 
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was  produced.  Marked  depression  followed  each  injection  to 
such  an  extent  that  the  patient  refused  to  follow  the  treatment. 
June  oth:  Acute  phlebitis  began  in  the  opposite  leg,  resulting 
in  the  development  of  a  number  of  small  abscesses,  which  were 
opened  from  time  to  time.  The  febrile  symptoms  continued 
with  marked  persistency  for  nearly  two  weeks  more,  severe 
chills  and  high  temperature  following  each  other  with  more  or 
less  regularity.  The  temperature  reached  the  normal  point  on 
June  18th  and  remained  so,  and  the  swollen  leg  rapidly  re- 
gained its  natural  size.  The  treatment  consisted  principally  in 
the  use  of  bisulphate  of  quinia,  ten-grain  suppositories,  and 
the  application  of  poultices. 

Case  VI. — Reported  by  Dr.  L.  J.  Lennox,  Detroit.     Mrs. 
H.,  age  21,  confined  April  23d,  1897.     Natural  labor.     Did  not 
use  forceps,  but  cervix  and  perineum  were  lacerated.     I  re- 
paired the  perineum  at  once,  and  everything  progressed  favor- 
ably until  the  end  of  the  fourth  day,  when  she  was  taken  with 
a  chill,  and  on  the  fifth  day  temperature  was  103°,  pulse  120. 
Curetted  uterus  and  washed   out   with   sterilized   water  and 
iodine  solution  one  drachm  to  the  pint;  cauterized  cervix  with 
pure  carbolic.     On  the  evening  of  the  fifth  day  temperature 
was  104°,  pulse  136.     On  the  sixth  day  temperature  ranged 
from  101°  to  104°,  pulse  108  to  120.     Seventh  day,  temperature 
100°  to  104°,  pulse  106  to  116.     Eighth  day,  no  improvement. 
On  ninth  day,  or  after  fever  had  run  four  days,  I  gave  diph- 
theria antitoxin,   1,500  units;  temperature  101°  to  103°,   pulse 
113  to  118.     On  tenth  day,  or  sixth  day  of  fever,  gave  1,500 
units  more  of  the  antitoxin;  temperature  101°  to  103.6°,  pulse 
110  to  118.     On  the  eleventh  day,  or  seventh  day  of  fever  and 
second  day  after  antitoxin,  temperature  100°  to  102.8°,  pulse 
96  to  108.     On  the  twelfth  day,  or  eighth  day  of  fever  and 
third  day  after  commencing  antitoxin,  temperature   99.2°   to 
100.4°,  pulse  86  to  96.     Fourth  day  after  antitoxin,  temperature 
and  pulse  still  less,  and  improvement  uninterrupted  until  pa- 
tient was  well.     On  the  first  day  of  fever,  by  advice  of  Dr. 
Longyear  (who  did  not  see  the  patient,  as  he  was  just  leaving 
the  city  when  I  called  in  to  see  him  about  her),  I  sent  a  tube 
charged  with  matter  taken  from  the  cervix  to  the  Health  Board, 
from  which  I  received  a  report  on  the  second  day,  which  was 
that  it  contained  Klebs-Loffler  bacilli,  but  not  many  and  not 
very  active,  but  no  streptococci.     Consequently  I  did  not  use 
the  antitoxin  for  two  days  more.     Then,  seeing  that  the  pa- 
tient was  getting  worse  and  not  better,  I  gave  the  diphtheria 
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antitoxin,  and  on  the  second  day  improvement  began  and  con- 
tinued. 

These  cases  are  presented  principally  as  a  contribution  to  the 
etiology  of  puerperal  infection,  the  details  of  treatment  noted 
in  each  case  being  only  incidental  to  the  faithful  report  of 
them.  However,  the  lesson  which  they  teach  leads  to  the 
consideration  of  important  therapeutic  questions.  One  of  the 
most  important  of  these  is  that  of  the  common  practice  of  cu- 
retting in  all  cases  of  infection.  Is  it  good  practice  to  curette 
in  diphtheria,  either  of  the  throat  or  of  the  vagina  and  uterus, 
or  in  any  infectious  disease  attended  by  membranous  exudate  ? 
If  not,  then  in  all  cases  of  puerperal  infection  is  it  not  wise  to 
defer  that  operation  until  the  true  diagnosis  can  be  determined 
by  bacteriological  examination?  The  indiscriminate  use  of  the 
curette,  when  applied  to  cases  of  simple  infection  from  any 
cause,  without  retention  of  secundines,  is  productive  of  much 
mischief  and  should  be  considered  reprehensible  practice.  The 
dull  curette  may,  in  skilful  hands,  be  used  inside  the  puerperal 
uterus  without  doing  injury,  but  I  doubt  if  the  sharp  curette  is 
a  safe  instrument  for  any  one  to  use  in  such  a  uterus,  with  its 
soft,  velvety  lining  presenting  many  crypts  and  folds.  Serum 
therapy,  which  is  accomplishing  so  much  in  the  reduction  of 
the  mortality  in  the  usual  forms  of  diphtheria,  is  also  indicated 
in  this  form  of  the  disease  and  should  be  administered  at  the 
earliest  possible  moment.  Nuclein  may  also  be  administered, 
and  local  applications  and  washes,  as  indicated,  used,  but  the 
main  reliance  should  be  placed  on  the  antidiphtheritic  serum. 
The  disease  does  not  usually  progress  so  rapidly  as  to  make 
dangerous  the  delay  of  the  twenty-four  hours  necessary  in 
which  to  make  a  diagnosis  by  culture,  but  occasionally  a  case 
will  arise  in  which  this  delay  may  become  dangerous,  as  is  well 
illustrated  in  the  report  of  Case  2,  which,  I  believe,  would  have 
been  saved  if  the  antidiphtheritic  serum  had  been  used  instead 
of  antistreptococcic  serum.  If  diphtheria  is  prevalent  in  a  com- 
munity, and  a  reliable  serum  can  be  obtained,  I  would  advise 
its  administration  in  such  a  case,  even  if  warranted  by  only  a 
fair  clinical  diagnosis,  as  the  pure  antidiphtheritic  serum  is 
usuall}^  entirely  harmless  and  can  be  used,  as  in  the  ordinary 
form  of  the  disease,  in  conjunction  with  other  remedies  as  indi- 
cated. Valuable  time  may  thus  be  saved,  and,  on  the  other 
hand,  no  harm  results  if  the  culture,  on  the  following  day,  re- 
veals no  Klebs-LofHer  bacilli  present.  The  cases  of  mixed  in- 
fection (usually   Klebs-Loffler  and  streptococcus),    I   believe, 
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should  be  first  given  the  antidiphtheritic  serum,  as  this  usually 
accomplishes  its  work  in  from  twenty-four  to  forty-eight  hours, 
and  then,  if  the  symptoms  persist,  the  use  of  the  antistrepto- 
coccic serum,  if  indicated,  should  be  begun.  Cases  4  and  5 
illustrate  this  point  as  regards  the  mixed  infection  and  the  con- 
tinuation of  the  febrile  action  after  the  subsidence  of  the  diph- 
theritic manifestations.  Protonuclein,  quinine  and  whiskey, 
were  used  with  apparent  good  effect  in  combating  the  strepto- 
•coccic  toxin  in  Case  4,  while  in  Case  5  the  use  of  the  anti- 
streptococcic serum  was  not  begun  until  after  suppuration  had 
•occurred,  and  then  only  imperfectly  used,  so  that  I  have  not 
yet  had  an  opportunity  to  fully  test  the  combined  serum  treat- 
ment. The  frequent  applications  of  hydrogen  peroxide  to  the 
patches  of  membrane  in  the  vagina  I  have  found  to  be  exceed- 
ingly satisfactory.  I  use  the  full-strength  solution  and  direct 
that  two  drachms  be  injected  into  the  vagina  every  two  hours. 
I  usually  swab  out  the  uterus  with  a  mixture  of  iodine  and  car- 
bolic acid  at  the  beginning  of  treatment.  If  flexion  of  the  cer- 
vix be  present,  or  the  free  drainage  of  the  uterine  cavity  is 
•otherwise  interfered  with,  a  drainage  tube  is  used.  The  uterus 
may  be  irrigated  several  times  a  day  with  any  of  the  usual 
antiseptic  solutions,  but  all  manipulations  should  be  made  as 
gently  as  possible  so  as  to  avoid  abrading  surfaces,  which  will 
furnish  new  areas  for  absorption. 

Reports  from  health  departments  of  many  of  the  large  cities 
of  this  country,  as  well  as  from  numerous  rural  localities,  indi- 
-cate  an  unusual  prevalence  of  diphtheria  during  the  last  year, 
and  it  may  be  argued  that  such  prevalence  in  the  city  of  De- 
troit may  have  resulted  in  an  unusual  and  unique  extension  of 
the  disease  into  the  puerperal  field.  It  may  be  so,  but  I  believe 
that  critical  examination  of  all  cases  of  puerperal  infection  oc- 
curring in  localities  in  which  diphtheria  exists  will  reveal  many 
of  such  cases  as  those  which  I  have  reported.  The  midwife — 
who  is  often  the  first  to  examine  the  sick  child  among  the  poor 
— and  the  general  practitioner  should  be  especially  warned  re- 
garding the  danger  from  this  source  of  infection. 

The  conditions  of  the  genital  tract  following  parturition  are 
such  as  furnish  the  most  favorable  soil  for  the  growth  of  these 
germs,  so  that  it  behooves  the  accoucheur  to  exert  that  eternal 
vigilance — than  which  none  should  be  greater  than  in  his  call- 
ing— so  that  he  shall  not  place  the  seed  of  death  within  this 
portal  of  life. 

698  Woodward  avenue. 
33 


498  walker:  the  technique  of 


THE  TECHNIQUE   OF  THE  DRY  METHOD.' 


BY 

EDWIN  WALKER,  M.D.,  Ph.D., 
Evansville,  Ind. 


Ever  since  the  era  of  antiseptic  surgery  the  question  of  tech- 
nique has  been  all-important.  Changes  have  followed  the 
growth  of  our  knowledge  of  bacteriology,  and  a  more  careful 
study  of  the  means  and  avenues  of  infection.  Much  of  the 
paraphernalia  of  the  earlier  work  has  been  found  unnecessary 
and  even  dangerous.  The  development  has  been  toward  sim- 
pler methods,  and  striving  at  asepsis  rather  than  antisepsis. 
We  know  now  that  the  chief  avenues  of  infection  are  the  hands 
of  the  surgeon,  the  skin  of  the  patient,  the  instruments,  sponges, 
and  dressings,  and  if  these  are  rendered  sterile  there  is  little 
to  fear.  The  simplest  method  we  can  find  to  accomplish  thi& 
result,  the  one  that  employs  the  fewest  details,  will  be  the  best. 
These  conditions  the  dry  method  fully  meets.  By  the  dry 
method  I  mean  a  technique  in  which  no  water  nor  other  fluid 
is  used.  This  does  not  apply  to  the  preparation  before  the  ope- 
ration. The  hands  of  the  operator  and  assistants,  and  the  skin 
or  mucous  membrane  of  the  patient,  require  the  free  use  of 
water;  but  after  the  first  stroke  of  the  knife,  until  the  wound  is 
closed,  not  a  drop  of  water  is  used. 

This  is  not  a  new  method.  It  was  proposed,  so  far  as  I 
know,  first  by  Landerer  in  1889.  His  plan  was  to  sponge  out 
the  wound  with  dry  bichloride  gauze.  He  used  no  water. 
Since  that  time  many,  perhaps  all,  surgeons  have  used  less 
water  than  formerly  and  a  few  have  adopted  the  strictly  dry 
method.^  It  has  never  come  into  general  use,  as  I  think  it 
should,  and  for  this  reason  I  wish  to  call  your  attention  to  it, 
believing  that  you  will  find  much  comfort  from  its  adoption. 
We  have  been  gradually  working  toward  the  dry  method  for 
seven  or  eight  years,  and  for  three  years  past  Dr.  Owen  and 
myself  have  practically  used  none  other,  and  our  results  have 
been  so  satisfactory  that  we  have  been  continually  extending 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  30th,  1897. 

^  American  Journal  of  Medical  Science. 
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its  use  until  practically  everything  is  done  by  this  method.  In 
order  that  you  may  judge  of  its  value  I  will  give  you  briefly 
our  entire  technique. 

In  the  first  place  we  avoid  infection  as  far  as  possible.  Our 
nurses  are  instructed  to  use  every  precaution  to  prevent  soiling 
the  hands  in  septic  cases,  and  to  thoroughly  disinfect  the  hands 
after  any  suspicion  of  contamination.  Every  instrument  used 
is  sterilized  before  it  is  put  away.  In  fact,  in  every  possible 
way  we  try  to  keep  ourselves,  as  well  as  our  institution,  free 
from  infection. 

The  hands  are  scrubbed  thoroughly  with  a  brush  with  liquid 
soap  (equal  parts  of  green  soap,  glycerin,  alcohol)  and  repeat- 
edly rinsed  in  sterile  water.  Then  they  are  wiped  off  with 
alcohol,  then  dipped  for  two  minutes  in  bichloride  solution 
1 :  1000,  and  then  washed  off  with  salt  solution.  The  latter  is 
to  take  off  the  excess  of  bichloride,  in  order  that  it  may  not  get 
into  the  wound  or  blacken  or  dull  the  instruments. 

The  field  of  operation  is  prepared  in  the  same  way,  except 
that  the  scrubbing  is  repeated  daily  for  two  or  three  days 
before  the  operation,  if  possible,  and  a  soap  poultice  used  at 
night.  Care  is  observed  not  to  unduly  irritate  the  skin.  Der- 
matitis does  not  favor  asepsis . 

The  instruments  have  usually  been  sterilized  in  a  hot-air 
oven  at  a  temperature  of  300°  F.  for  half  an  hour;  but  recently 
we  have  abandoned  this,  at  the  recommendation  of  our  bacteri- 
ologist, and  they  are  now  boiled  in  soda  solution  for  five  to  ten 
minutes.  They  are  wrapped  in  towels  or  placed  in  metal 
boxes,  which  are  opened  only  at  the  time  of  operation.  They 
are  not  immersed  in  any  fluid,  but  laid  upon  dry  sterile  towels 
in  suitable  dishes  to  keep  them  from  rolling  away  or  becoming 
displaced. 

All  sponges,  dressings,  cotton,  towels,  and  gowns  are  steril- 
ized by  steam  under  fifteen  pounds  pressure  (Kny  sterilizer). 
These  are  placed  in  tin  vessels  or  wrapped  in  towels  and  kept 
closed  until  ready  for  use.  The  sponges  are  made  of  gauze 
enclosing  absorbent  cotton,  the  flat  ones  several  layers  of  plain 
gauze  whipped  together.  It  has  been  objected  that  the  gauze 
sponges  are  not  sufficiently  absorbent.  We  have  not  found 
this  to  be  the  case,  nor  have  we  found  any  difficulty  in  render- 
ing them  absolutely  sterile.  Plain  gauze  is  used  for  every 
purpose  except  packing  the  uterus  and  those  rare  instances 
where  drainage  is  used,  when  the  iodoform  gauze  is  preferred. 

The  silk  ligatures  are  wrapped  on  spools  and  placed  in  glass 
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boxes,  and  the  silkworm-gut  and  silver-wire  in  long,  narrow 
glass  tubes,  and  all  sterilized  by  steam,  as  are  the  dressings. 
The  plain  catgut  is  boiled  in  alcohol,  and  the  chromicized 
is  prepared  after  Edebohls'  method.  Thus  you  see  the  aim  is 
to  thoroughly  sterilize  everything  and  bring  all  into  the  operat- 
ing room  or  the  patient's  house  without  having  been  handled 
or  disturbed.  This  is  a  convenience  for  operations  done  in  the 
patient's  house,  for  you  have  all  that  is  needed  without  using 
anything  on  the  premises,  and  you  know  accurately  the  prepa- 
ration of  every  article. 

After  the  patient  is  placed  on  the  table,  the  dressing,  usually 
plain  gauze,  is  removed  from  the  field  of  operation  and  steril- 
ized towels  adjusted  as  usual.  The  instruments  are  unwrap- 
ped and  everything  is  in  readiness.  The  sponges  are  used  dry, 
and  thrown  away  when  soiled;  we  never  try  to  use  them  the 
second  time.  The  flat  sponges  in  the  abdomen  are  also  used 
dry,  and  are  provided  with  a  cord  which  is  clamped  with  a 
pincette.  The  latter  is  left  outside,  so  that  the  sponge  cannot 
be  forgotten  and  left  in  the  abdomen. 

In  aseptic  cases  this  method  leaves  nothing  to  be  desired. 
The  sponges  are  absorbent,  the  wound  is  easily  kept  free  from 
blood,  and  when  you  are  ready  to  close  the  wound  it  is  covered 
with  plasma  and  living  cells  of  the  blood.  What  better  con- 
dition could  we  have  for  immediate  union?  I  believe  you  will 
all  agree  in  these  cases  it  is  the  simplest  and  best  method,  for 
in  aseptic  cases  there  is  really  nothing  to  wash  out.  The  whole 
object  is  to  have  a  dry,  clean  wound  in  which  blood  does  not 
accumulate.     This  the  dry  method  accomplishes  to  perfection. 

In  septic  cases  there  is  some  reason  to  doubt  its  efiQcacy,  but 
experience  has  convinced  us  of  its  superiority  in  this  class  also, 
although  there  may  be  a  few  exceptions,  which  I  will  briefly 
discuss  later  on.  We  should  remember,  in  the  flrst  place,  that 
septic  cases  cannot  be  rendered  aseptic  by  any  amount  of 
washing.  Suppose  we  have  a  simple  ulcer  to  deal  with.  We 
know  full  well  that  no  amount  of  fluid  will  render  it  aseptic. 
The  same  is  true  in  abscess.  In  a  few  instances  in  the  latter 
it  may  be  more  convenient  mechanically  to  clean  out  the  debris 
with  water,  but  dry  sponging  will  generally  suffice.  If  the 
pyogenic  membrane  is  to  be  dissected  or  curetted  out  the 
water  is  superfluous.  Dry  sponging  will  clean  the  whole  sur- 
face admirably. 

In  intrauterine  work  it  is  entirely  satisfactory.  I  have  writ- 
ten an  article,  published  in  the  Southern  Surgical  and  Gyne- 
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cological  Transactions,  which  covers  this  branch,  and  I  will 
not  discuss  it  here.  Suffice  it  to  say  that  in  curettements  and 
removal  of  the  products  of  conception,  or  in  other  intrauterine 
work,  it  leaves  nothing  to  be  desired. 

It  is  not  my  purpose  to  enter  into  an  extended  discussion  of 
this  method.  I  believe  that  all  of  you  will  readily  grant  that 
in  a  large  number  of  cases  it  would  be  efficient.  Its  simplicity 
commends  it.  There  is  no  other  technique  as  simple  and  as 
free  from  unnecessary  details  as  this.  As  I  said  before,  in  all 
aseptic  cases  it  is  certainly  sufficient.  The  only  doubt  in  any 
one's  mind  would  be  in  those  infected  cases  where  there  is 
much  pus  or  debris  to  be  removed.  It  is  hard  for  us  to  let  go 
of  traditions,  and  water  and  cleanliness  have  been  considered 
inseparable,  hence  our  tendency  to  wash  and  irrigate  has  been 
irresistible;  but  experience  as  well  as  experimental  study  has 
fully  settled  that  disinfection  cannot  be  accomplished  in  in- 
fected cases  by  fluids. 

There  are  two  kinds  of  cases  in  which  our  experience  has 
been  thus  far  too  meagre  to  give  a  definite  expression.  The 
first  of  these  is  puerperal  sepsis.  We  have  used  this  method 
exclusively  in  the  treatment  following  abortions,  and  the  results 
have  been  entirely  satisfactory.  Some  of  these  have  been  after 
the  fifth  month,  and  many  of  them  markedly  septic,  having 
temperature  ranging  from  100°  to  104°.  All  of  these  did  well, 
the  temperature  falling  promptly  to  normal,  and  the  patients 
rapidly  recovered.  From  this  we  would  be  inclined  to  use  it 
also  in  a  puerperal  case;  but  in  this,  the  uterus  being  very 
large,  it  may  not  drain  as  thoroughly  as  the  smaller  ones,  and 
experience  must  settle  this.  We  have  used  it  in  a  few  cases, 
but  in  all  of  them  some  other  plan  of  treatment  had  also  been 
employed,  so  we  do  not  consider  them  of  any  value  in  this  dis- 
cussion. The  treatment  of  these  cases  by  irrigation  has  been 
far  from  satisfactory:  many  have  died,  and  not  a  few  have 
been  made  distinctly  worse  by  it.  I  have  often  seen  a  sharp 
rise  of  temperature,  after  an  intrauterine  douche  and  pelvic 
peritonitis,  arise  that  I  thought  due  to  it.  Two  cases  of  tetanus ' 
occurred  in  the  maternity  of  the  University  of  Pennsylvania 
which  were  supposed  to  have  been  caused  by  an  intrauterine 
douche,  although  the  water  was  supposed  to  be  sterile. 

The  other  class  of  cases  is  in  septic  peritonitis,  localized  or 
general.     In  operations  for  pus  tabes,    appendicitis,    or  any 
localized  collections  of  pus  we  never  flush,  but  wipe  out  with 
*  University  Medical  Magazine,  August,  1897. 
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dry  sterile  gauze.  There  may  be  some  cases  of  general  septic 
peritonitis  with  a  large  amount  of  pus  in  which  irrigation  might 
be  better,  although  I  doubt  this  very  much.  The  introduction 
of  a  large  amount  of  fluid  into  the  peritoneal  cavity  seems  to 
me  an  unnatural  proceeding  and  not  free  from  harm,  because 
the  fluid  may  not  be  sterile,  and,  besides,  may  serve  to  diffuse 
the  poison  where  it  is  otherwise  localized.  It  is  a  well-known 
fact  that  in  the  presence  of  ascites  the  peritoneum  cannot  with- 
stand infection  as  well.  It  seems  to  me  more  rational  to  wipe 
out  all  infection  possible  and  then  leave  it  dry.  We  know  that 
the  peritoneum  can  successfully  cope  with  a  quantity  of  infec- 
tious matter,  and  it  probably  does  this  by  taking  up  all  mois- 
ture and  thus  starving  out  the  bacilli.  All  pyogenic  germs 
require  moisture  for  their  growth.  Dr.  Clark,  in  his  able  arti- 
cle on  drainage,'  quotes  Dr.  Finney,  who  treated  several  cases 
of  general  septic  peritonitis  by  mopping  out  with  gauze  mois- 
tened with  salt  solution,  and  they  all  did  very  well. 

We  have  recently  had  a  case  of  appendicitis  with  severe  peri- 
tonitis extending  almost  to  the  entire  right  side,  in  which, 
when  the  abdomen  was  opened,  a  large  quantity  of  thin,  fetid, 
stinking  pus  and  feces  was  found  loosely  held  by  adhesion. 
Bacteriological  examination  revealed  streptococci  in  large  num- 
bers, the  peritoneum  thick  and  black.  In  this  case  no  irri- 
gation was  used,  but  mopping  with  dry  sponges  entirely  relied 
upon.  This  case  was  also  closed  without  drainage.  No  exten- 
sion of  the  peritonitis  followed  ;  the  external  wound  suppurated 
to  the  depth  of  the  adipose  tissue,  the  muscles  united  well,  but 
the  stitches  had  to  be  removed  on  the  fourth  day,  and  the 
wound  healed  by  granulation.  While  one  case  cannot  do  much 
toward  settling  the  entire  question,  this  is  a  very  significant 
one  in  regard  to  this  method  as  well  as  drainage.  In  this  case 
the  peritoneum  and  the  muscles  were  able  to  cope  successfully 
with  the  poison,  but  the  fat,  being  poorly  supplied  with  blood, 
could  not  resist  the  invasion. 
427  Upper  Third  street. 

'  American  Journal  of  Obstetrics,  April  and  May,  1897. 
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WALTER  BLACKBURN  DORSETT,  M.D., 
St.  Louis,  Mo. 


Strychnia  alone,  as  the  alkaloid,  or  most  frequently  the  sul- 
phate in  combination  with  iron,  quinia,  etc.,  has  been  used 
with  great  success  for  many  years  by  the  profession  as  a  tonic 
in  the  treatment  of  anemic  conditions,  particularly 'the  class  of 
anemic  cases  associated  with  neurotic  conditions.  Its  admin- 
istration has  been  generally  confined  to  cases  unassociated  with 
the  pregnant  state,  and  little  attention  has  been  paid  to  it  as  a 
tonic  in  anemia  associated  with  pregnancy. 

That  the  several  pathologic  conditions  incident  to  and  fre- 
quently influencing  gestation  have  not  received  the  proper  con- 
sideration at  the  hands  of  the  profession  must  be  admitted. 
To  Edward  P.  Davis  is  due  the  credit  of  having  done  more 
toward  directing  attention  to  this  matter  than  any  other  Ame- 
rican. One  of  our  own  Fellows,  Dr.  W.  B.  Dewees,  in  a  paper 
read  before  this  Association  at  our  Toronto  meeting,  drew  at- 
tention to  this  matter  in  the  presentation  of  his  subject  entitled 
"  The  Care  of  Pregnant  Women."  Still,  the  literature  on  this 
question  is  meagre,  and  until  the  laity  understand  that  the 
obstetrician's  attendance  should  commence  as  soon  as  concep- 
tion has  taken  place,  and  should  not  cease  until  at  least  ten 
days  after  delivery,  little  will  be  done  toward  the  accumula- 
tion of  literature  on  this  subject. 

Having  treated  a  few  cases  of  pernicious  anemia  associated 
with  pregnancy,  and  pernicious  anemia  associated  with  mal- 
arial toxemia  and  neurasthenia,  both  simple  and  complicated, 
with  poor  success  with  the  use  of  the  ordinary  remedies  in 
vogue,  I  began  to  look  around  for  some  remedy  that  might 
promise  better  results. 

Constipation  and  its  consequent  ptomaine  poisoning,  as  is 
evidenced  by  languor,  dizziness,  and  general  malaise,  is  prob- 
ably (aside  from  kidney  lesions)  one  of  the  most  serious  con- 

'  Read  before  the  American  Associatiou  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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ditions  with  which  the  physician  has  to  deal;  and  now  and 
then  cases  arise  in  which  the  attendant's  ingenuity  is  severely 
taxed  as  to  the  choice  of  remedies  to  be  used  continuously  dur- 
ing gestation.  As  soon  as  the  hypertrophic  condition  of  the 
uterus  begins  there  is  a  divergence  of  blood  from  the  intes- 
tinal tract,  and,  for  that  matter,  from  the  general  economy,  to 
the  uterus,  which  is  now  called  upon  to  sustain  a  new  being. 
The  nervous  energies  are  also  directed  toward  this  organ  from 
the  general  system,  and,  as  a  consequence,  an  atonic  condition 
follows  which,  if  not  met  therapeutically,  may  result  in  a  dis- 
ordered and  demoralized  nervous  system. 

Once  a  disordered  and  deranged  nervous  system  is  developed, 
a  deranged  and  disordered  mentality  is  apt  to  follow.  Evil 
forebodings,  hallucinations,  dread  of  the  pangs  of  labor,  etc. — 
often  helped  on  and  assisted  by  the  awful  stories  of  unfortunate 
terminations  in  the  person  of  some  acquaintance,  as  related  by 
some  kind  (?)  lady  friend — are  but  the  danger  signals  to  warn 
us  of  what  the  results  might  be  if  the  condition  is  not  met 
promptly  and  in  a  decisive  manner.  Is  it  not,  then,  our  duty 
to  build  up  the  now  overtaxed  nervous  system,  in  order  that, 
when  the  ordeal  appears  through  which  the  individual  is  about 
to  pass.  Nature  maj"  accomplish  her  purpose  in  a  physiologi- 
cally satisfactory  manner? 

After  a  faithful  trial  of  strychnia  in  combination  with  iron 
or  the  bitter  vegetable  tonics,  I  found  it  was  followed  with  un- 
satisfactory results  in  many  cases.  It  occurred  to  me  that  free 
phosphorus,  the  well-known  nerve  tonic,  would  probably,  if 
combined  with  iron,  answer  the  purpose.  In  this,  however,  I 
was  disappointed,  and  was  compelled  to  abandon  its  use  on 
account  of  the  derangement  of  the  stomach  it  almost  always 
produced.  The  eructations  of  gases  impregnated  with  the 
phosphorus  is  another  and  a  serious  objection  offered  b}"  the 
patient.  Still,  not  wishing  to  abandon  the  use  of  a  remedy 
which  I  regarded  as  theoretically  of  value,  I  began  the  use  of 
the  chemical  union  of  phosphorus  and  strychnia  as  prepared 
by  Merck;  and  later,  at  my  request,  Parke,  Davis  &  Co.,  of 
Detroit,  prepared  for  me  the  gelatin- coated  pill  of  the  phosphate 
of  strychnia,  each  containing  one-one-hundredth  of  a  grain. 
(I  have  found  that  this  size  is  the  most  convenient,  as  the  dose 
can  be  increased  by  directing  the  patient  to  double  the  number 
in  order  to  get  the  fiftieth,  or  to  take  four  pills  if  it  is  desirable 
to  give  the  one-twenty-fifth  of  a  grain.) 

The  following  observations  have  been  made  by  me  in  the  use 
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of  phosphate  of  strychnia  during  the  gestation  of  weak  and 
debilitated  patients:  A  good  appetite  and  a  good  assimilation 
are  obtained  in  the  general  weakness  and  debility  of  the  anemic, 
constipation  is  relieved,  and,  in  short,  the  patient  is  built  up 
and  placed  in  a  good  condition  to  pass  through  the  ordeal  of 
labor;  the  uterus  contracts  promptly  after  the  third  stage  of 
labor,  and  the  use  of  ergot  is  entirely  dispensed  with.  In  this 
connection  I  wish  to  say  that  it  has  now  been  five  years  since  I 
have  used  any  ergot  in  my  obstetrical  practice.  If  I  find  it 
necessary  to  use  the  forceps  the  patient  is  given  a  hypodermatic 
injection  of  one-thirtieth  of  a  grain  of  sulphate  or  phosphate 
of  strychnia  as  soon  as  the  anesthetic  is  commenced,  but  no 
ergot  is  ever  used.  I  have  also  observed  that  after  the  contin- 
uous use  of  the  phosphate  of  strychnia  the  uterus  contracts 
promptly  after  the  second  stage  of  labor;  and  in  many  cases 
the  application  of  Credo's  method  of  expression  of  the  placenta 
is  not  needed  to  bring  it  away,  and  no  post-partum  hemor- 
rhages have  occurred.  The  often-observed  chilliness  or  rigors 
which  in  the  majority  of  cases  follow  labor  have  been  noticed 
in  but  few  cases.  These  rigors,  so  common  after  labor,  an  ac- 
count of  which  little  can  be  found  in  the  text  books,  is  nothing 
more  nor  less  than  surgical  shock.  This  is  obviated  by  the 
prophylactic — strychnia. 

I  have  used  strychnia  for  some  time  in  my  abdominal  sur- 
gery for  the  purpose  of  preventing  shock  and  to  control  the 
pulse  in  the  operations,  and  in  this  way  was  led  to  its  use  in 
obstetrics. 

In  closing  I  wish  to  say  that,  as  phosphorus  and  strychnia 
are  remedies  used  in  the  treatment  of  rachitis  with  good  results, 
would  it  not  be  the  remedy  during  the  gestation  of  the  rachitic 
fetus? 

The  phosphate  of  strychnia  I  have  found  to  act  better  as  a 
laxative  than  either  the  sulphate  or  nitrate. 

3941  West  Belle  place. 
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SOME   OBSERVATIONS   UPON    VENTRAL  FIXATION." 


BY 

HERMAN  E.  HAYD,  M.D.,  M.R.C.S.  Eng., 
Gynecologist  to  the  German  Deaconess'  Home,  Buffalo,  N.  Y. 


Within  recent  years  the  various  deviations  and  displace- 
ments of  the  uterus  have  been  corrected  by  operative  measures, 
and,  on  the  whole,  with  very  satisfactory  results.  The  Alex- 
ander operation  and  the  various  intraperitoneal  operations  on 
the  round  ligaments  have  relieved  and  cured  a  great  number 
of  women  hitherto  doomed  to  more  or  less  chronic  invalidism. 
So  ventral  fixation  and  ventral  suspension,  when  properly  per- 
formed in  well-selected  cases,  bring  their  reward  in  comfort 
and  happiness.  However,  an  operation  which  forcibly  fixes 
an  organ  in  an  unnatural  position  cannot  be  ideal;  but  when 
Nature's  beautiful  symmetry  has  been  distorted  by  mutilation 
and  disease  anatomically  ideal  procedures  cannot  be  expected. 

Much  has  been  written  on  the  influences  exerted  by  these 
operations  upon  future  pregnancies,  and  it  is  by  studying  care- 
fully these  disappointments  and  complications  that  one  nar- 
rows the  field  of  indefinite  surgical  possibilities  and  its  ever- 
increasing  failures  and  shortcomings  to  possible  surgical 
triumphs. 

Ventral  fixation,  or  suspension  of  the  uterus,  coupled  with 
the  various  plastic  operations  upon  the  cervix  and  vagina,  is 
the  only  means,  surgically  or  anatomically,  which  will  fix  and 
support  for  future  comfort  and  well-being  an  extremely  pro- 
lapsed uterus.  However,  because  that  uterus  sometimes  offers 
a  serious  impediment  to  delivery  by  interfering  with  the 
proper  dilatation  of  the  organ,  is  no  reason  why  the  operation 
must  be  relegated  to  oblivion  ;  but,  on  the  contrary,  it  should 
be  employed  to  relieve  that  large  class  of  suffering  women  who 
have  passed  beyond  the  child-bearing  period  and  who  most  fre- 
quently are  the  victims  of  extreme  procidentia  uteri.  In  com- 
mon with  every  operation  certain  disappointments  and  unex- 
pected shortcomings  appear,  but  I  am  satisfied  to  the  unbiassed 
and  unprejudiced  there  is  less  to  complain  about  and  to  annoy 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  tlie  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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in  the  future  progress  of  these  patients  than  any  other  class 
upon  whom  major  operations  have  been  performed.  By  some 
operators  indefinite  nervous  symptoms  are  attributed  to  the 
fixed  uterus.  An  irritable  bladder  may  result  or  a  persistent 
backache.  But  these  vague  symptoms  so  often  exist  after 
various  surgical  operations  in  persons  with  neuropathic  ten- 
dencies and  with  little  nerve  force  that  we  must  not  be  too 
ready  to  accept  them  as  evidences  of  surgical  failure. 

In  my  earlier  operations  I  used  the  buried  silkworm  suture, 
and  had  in  view  the  necessity  of  thoroughly  anchoring  the 
organ  in  its  new  position;  but  I  am  satisfied  that  this  course  is 
not  necessary.  Suture  material  which  will  insure  the  safety 
of  the  organ  in  its  new  location  for  a  few  weeks  is  all  that  need 
be  looked  for,  because  by  this  time  sufficient  adhesive  union 
has  taken  place  to  hold  it  there.  It  was  the  fashion  a  few 
years  ago  to  use  catgut  as  thick  as  a  whipcord  in  tying  the 
pedicle  of  a  hysterectomy  stump,  or  silk  thick  enough  to  fly  a 
big  kite;  but  this  practice  has  been  abandoned  by  many  men, 
because  experience  has  demonstrated  that  No.  3  catgut  is 
strong  enough  for  the  most  important  operations,  and  if  chro- 
micized  will  be  retained  in  situ  as  long  as  any  suture  material 
is  required.  Morris  says  that  No.  25  American  gauge  will 
remain  ten  days  and  No.  20  twenty  days.  These  numbers  cor- 
respond to  No.  1  and  No.  3  catgut. 

The  Alexander  operation  has  very  properly  appropriated 
many  cases  upon  which  many  of  us  would  have  performed  a 
ventral  fixation  ;  but  I  am  inclined  to  believe  that  we  are  push- 
ing the  pendulum  too  far  and  in  our  enthusiasm  with  the  new 
are  forgetting  the  splendid  successes  of  the  old.  Of  course  it 
should  be  the  design  of  every  operation  to  have  the  organ  ope- 
rated upon  functionally  strong,  and  the  great  advantage  of  the 
Alexander  operation  over  its  fellows  is  that  it  insures  a  mov- 
able uterus  which  with  its  shortened  ligaments  is  capable  of 
undergoing  the  changes  consequent  upon  pregnancy  like  any 
other  uterus,  with  the  capacity  to  hypertrophy  and  subsequent 
involution. 

In  cases  of  prolapse,  and  even  procidentia,  when  the  ovaries 
and  tubes  are  healthy  and  future  pregnancy  is  desirable,  one 
can  be  reasonably  certain  that  the  organ  can  be  retained  in 
position  and  pregnancy  not  seriously  incommoded  if  the  sutures 
which  pass  through  the  uterine  body  only  take  in  their  bite  the 
visceral  peritoneum  and  connective  tissue,  and  not  the  recti 
muscles  and  its  fascia,  as  is  done  by  many  operators.     In  this 
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way  the  uterus  soon  draws  upon  these  thin  structures  and 
makes  a  band  much  like  a  suspensory  ligament,  which  permits 
the  usual  excursions  of  a  normall}^  poised  organ.  It  is  surpris- 
ing how  slight  need  be  the  band  of  attachment  to  the  uterus 
and  yet  be  sufficiently  strong  to  hold  the  organ  well  forward 
and  be  capable  of  resisting  the  intra-abdominal  pressure  under 
all  circumstances,  providing  the  various  plastic  operations  of 
the  vagina  and  perineum  have  been  properly  attended  to. 
However,  careful  judgment  must  be  exercised  in  this  class  of 
cases,  because  many  of  these  women  have  marked  procidentia 
and  are  short  and  corpulent,  and  often  have  verj^  large,  pendu- 
lous bellies.  I  think  in  these  persons  it  is  best  to  securely  fix 
the  uterus  and  take  the  chances  associated  with  possible  preg- 
nancy than  fail  in  the  operation.  The  band  of  adhesion 
stretches  too  easily  when  the  abdominal  parietes  are  lax  and 
flaccid,  and  the  heavy  visceral  contents  may  force  the  uterus 
even  into  the  introitus  vaginse  and  still  the  organ  may  be  at- 
tached to  the  abdominal  wall.  Such  an  experience  I  have 
recently  had  in  a  short,  stout  woman  of  40  years  of  age  in 
whom  the  uterus  has  fallen.  I  shall  operate  again  shortly,  but 
shall  sew  the  uterus  higher  up  and  get  a  good  grip  by  taking 
in  the  bite  of  the  suture  the  rectus  muscle  and  fascia. 

Hernia  I  have  not  found  after  these  operations,  and  I  am 
inclined  to  believe  that  the  uterus,  when  well  placed  forward, 
tends  to  strengthen  the  abdominal  wall.  However,  a  wider 
experience  is  necessary  before  one  can  authoritatively  speak 
on  this  treacherous  complication. 

I  have  performed  ventral  fixation  for  many  conditions  and 
am  every  day  growing  more  in  favor  of  the  operation.  Its 
field  pa?'  excellence  is  prolapsus  uteri  et  vaginae  or  proci- 
dentia uteri.  It  may  be  advantageously  employed  in  cases  of 
celiotomy  for  tubal  and  ovarian  disease  where  the  uterus  has  a 
tendency  to  tip  or  fall  backward.  I  am  satisfied  that  many 
otherwise  brilliant  operations  have  failed  to  bring  their  prom- 
ised relief  because  the  surgeon  has  forgotten  to  fix  forward  a 
uterus  which  after  the  operation  dropped  into  the  hollow  of 
the  sacrum  and  there  attached  itself  firmly.  In  these  cases  it 
is  often  the  wiser  plan  to  reduplicate  a  fold  of  the  peritoneum 
and  round  ligament,  or,  in  other  words,  do  an  intraperitoneal 
shortening  of  the  round  ligaments.  Still  this  is  often  difficult 
to  accomplish.  The  abdominal  incision  has  to  be  made  unduly 
long  and  the  patient  must  be  tilted  into  the  Trendelenburg 
position,  while  to  sew  the  uterus  forward  is  but  the  simplest 
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and  most  trivial  undertaking.  The  advocates  of  total  extirpa- 
tion no  doubt  say  that  an  organ  without  its  appendages  should 
be  removed ;  but  my  remarks  on  fixing  the  uterus  forward 
might  apply  to  a  retro  verted  uterus  or  prolapsing  uterus  where 
only  one  ovary  and  tube  had  been  sacrificed  and  where  future 
usefulness  of  the  woman  would  be  seriously  jeopardized  if  the 
uterus  were  permitted  to  fall  into  its  unnatural  position. 

In  my  last  six  cases  of  ventral  fixation  I  sewed  the  uterus  to 
the  abdominal  wall  with  chromicized  catgut  No.  3  and  did  not 
even  scarify  the  peritoneal  covering  of  the  uterus.  I  held  the 
organ  by  thin  sutures  which  took  in  simply  the  peritoneum 
and  the  connective  tissue  over  it,  but  in  one  case,  where  the 
organ  was  very  heavy  and  the  woman  short  and  stout,  I  hitched 
on  to  the  rectal  fascia  and  muscles.  I  have  invariably  sewed 
the  anterior  surface  of  the  uterus,  feeling  more  satisfied  with 
the  position  assumed  under  these  circumstances  than  where  the 
sutures  catch  the  superior  and  posterior  surface,  as  is  advo- 
cated in  ventral  suspension.  I  have  discarded  silk  and  all 
unabsorbable  ligature  materials,  feeling  satisfied  that  catgut 
can  be  sterilized  and  rendered  absolutely  safe  and  is  perfectly 
manageable.  Silk  caused  me  no  end  of  annoyance  and  anxiety 
by  being  infected  at  the  time  of  the  operation  from  the  dis- 
charge which  exuded  from  the  cut  ends  of  the  stump,  and 
which  made  itself  visible  by  a  mass  of  inflammation  felt  in  the 
iliac  fossae  and  which  had  to  be  opened  through  the  vagina, 
or  it  pointed  to  the  abdominal  incision  and  there  discharged 
for  weeks  or  months  until  the  silk  ligature  loosened  and  came 
away.  Such  a  complication  as  this  has  never  occurred  since 
I  have  used  catgut,  nor  can  it,  in  my  estimation,  because,  if 
the  catgut  does  get  infected,  in  a  few  weeks  at  the  most  it  is  so 
softened  and  disintegrated  that  it  ceases  to  further  annoy  and 
irritate  by  its  presence  per  se.  I  do  not  deny  that  a  localized 
abscess  might  form,  but  after  it  is  once  opened  and  is  thor- 
oughly drained  the  case  goes  on  without  further  annoyance. 

78  Niagara  street. 
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SENILE   IRRITABLE  UTERUS.  ^ 


BY 

THOMAS    J.  MAXWELL,   M.D., 
Keokuk,  Iowa. 


The  procreative  power  of  the  genus  homo  is  not  necessary 
to  the  existence  of  the  individual  ;  it  is  engrafted  upon  the  in- 
dividual for  the  sole  purpose  of  propagating  and  conserving  the 
race.  It  is  prevalent  and  active  in  the  female  during  the 
period  of  greatest  physical  vigor,  in  order  that  her  progeny 
may  be  numerous  and  strong.  The  Greek  matrons  could  boast 
*'  they  brought  forth  men."  This  new  life-giving  power  comes 
to  the  girl  at  15  years  of  age,  and  like  a  tidal  wave  lifts  her 
into  a  new  and  higher  plane  of  existence — that  of  womanhood. 
This  new  force  continues  to  ebb  and  flow,  its  waves  of  quicken- 
ing power  breaking  upon  the  shores  of  her  whole  physical  ex- 
istence until  she  reaches  the  age  of  change,  which  comes  at 
45  to  50.  Then  this  ebb  and  flow  gradually  subsides,  leaving 
her  dizzy  and  distraught  until  Nature  adjusts  herself  to  the  calm. 
If  the  woman  passes  safely  over  the  rapids  into  and  through 
the  eddying  currents  of  the  menopause,  her  life  then  flows  on 
in  a  peaceful,  even  current,  she  taking  comfort  and  pleasure  in 
reminiscence  and  in  her  children.  Unfortunately  this  is  not 
always  the  happy  ending  of  this  wonderful  superadded  life. 

I  do  not  propose  to  give  in  this  short  paper — and  the  time 
allotted  to  it  will  not  permit — a  detailed  account  of  the  many 
diseases,  malignant  and  benign,  that  render  this  period  of 
female  existence  extremely  critical.  My  attention  has  been 
directed  to  a  class  of  cases  that,  having  passed  the  menopause, 
still  suffer  from  uterine  irritation  or  irritability  and  the  attend- 
ant nervous  reflexes  whose  name  is  legion.  The  uterus  usu- 
ally has  undergone  atrophy  ;  in  some  cases  there  is  evidence  of 
chronic  endometritis,  with  scant,  thin,  corrosive  discharge  that 
irritates  and  sometimes  excoriates  the  surfaces  with  which  it 
comes  in  contact,  causing  vaginitis  and  vulvitis  or  pruritus 
vulvae,  which  at  times  becomes  intolerable,  driving  the  unfor- 
tunate patient  to  the  very  verge  of  distraction.     Many  of  these 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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cases  in  my  hands  have  defied  all  my  efforts  and  resources  to 
care.  I  have  utterly  failed  in  some  of  these  cases  to  cure  after 
appljdng  various  astringent,  antiseptic,  and  anesthetic,  strong 
and  mild,  washes  to  vagina  and  uterus. 

Dilatation  of  the  cervix,  curetting  away  the  entire  endome- 
trium, and,  in  one  case,  the  actual  cautery  applied  to  the  entire 
surface  of  the  uterus,  failed  to  relieve  the  numerous  reflexes 
that  had  deranged  every  function  of  the  body  and  driven  my 
patient  to  the  border-land  of  insanity.  I  have  already  stated 
that  some  of  these  patients  had  uterine  discharges  and  some  of 
them  had  no  discharges,  and  yet  both  classes  suffered  alike 
from  neuroses. 

In  all  of  these  cases  there  was  one  symptom  common  to  all 
— that  was  extreme  sensitiveness  or  irritability,  manifested  on 
introducing  the  probe  or  sound.  The  patient  would  invariably 
shrink  and  cry  out  with  pain  as  the  probe  or  sound  entered  the 
cavity  of  the  uterus  ;  the  contact  of  the  sound  would  bring  into 
painful  prominence  one  or  more  of  the  nervous  reflexes  from 
which  she  was  suffering.  This  would  sometimes  take  the  form 
of  a  gastralgia,  pain  under  the  heart  in  the  sixth  intercostal 
space,  or  it  may  be  that  of  the  rectum,  spine,  or  vertex.  There 
is  one  prominent  symptom  always  present  :  that  is  extreme 
sensitiveness  of  the  endometrium,  the  contact  of  the  probe  or 
sound  causing  acute  pain.  I  have  found  this  the  case  with  or 
without  discharge  from  the  uterus.  It  is  present  with  granu- 
lated OS  and  when  there  is  no  appearance  of  inflammation. 

I  cannot  give  more  than  a  hypothetic  pathological  cause  for 
this  extreme  erethism  of  senile  atrophied  uterus.  May  not  this 
condition  depend  upon  a  starved  state  of  the  nerves  in  the  ane- 
mic uterus,  with  atheromatous  arteries,  or  may  they  not  have 
been  caught  in  the  vise-like  grip  of  muscular  tissue  undergoing 
fibrotic  degeneration  ?  These  questions  arise  in  my  mind,  and 
I  propose  them  for  future  solution. 

I  have  made  numerous  inquiries  among  my  professional 
brethren  as  to  their  experience  with  such  cases,  and  find  that 
treatment  has  availed  but  little  in  the  way  of  relief  and  failed 
to  cure  in  almost  every  case.  My  friend  Dr.  Hornibrook, 
President  of  the  Iowa  State  Medical  Society,  kindly  gives  me 
somewhat  in  detail  the  clinical  history  of  three  cases,  and  in 
summing  up  his  experience  with  these,  and  others  not  re- 
ported, he  says  :  "  The  treatment  was  always  unsatisfactory 
and  it  did  not  occur  to  me  to  propose  hysterectomy.^'  Having 
failed  to  relieve  the  class  of  cases  just  described,  and  having 
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exhausted  all  the  ordinary  resources  at  my  command,  I  deter- 
mined to  adopt  radical  treatment — that  was,  the  complete  re- 
moval of  the  offending,  useless  organ.     A  case  presented  itself 

for  the  new  departure  in  the  person  of  Mrs.  M.,  of  C ,  Mo., 

the  latter  part  of  August,  1895.  Mrs.  M.  passed  the  meno- 
pause at  52,  but  continued  to  suffer  increasingly,  as  the  years 
went  by,  with  pelvic,  stomachic,  and  spinal  pains.  These 
pains  were  accompanied  with  indigestion,  constipation,  insom- 
nia, and  all  that  train  of  symptoms  which,  grouped  together, 
we  call  neurasthenia.  This  nervous  condition  had  existed  so 
long  that  she  was  almost  driven  to  insanity.  Her  uterus  was 
atrophied  and  the  endometrium  exquisitely  sensitive.  The 
introduction  of  the  sound  into  the  body  of  the  uterus  would 
provoke  numerous  reflex  sensations  and  cause  her  to  cry  out 
with  the  intolerable  pain.  On  the  5th  of  September,  1895,  I 
performed  vaginal  hysterectomy,  from  which  she  made  a  good 
recovery.  It  required  about  twelve  months  for  the  perturbed 
nerves  to  settle  into  a  state  of  quiescence.  At  the  last  report, 
less  than  a  year  since,  she  was  enjoying  good  health. 

Case  II. — Mrs.  W.,  age  60,  a  counterpart  of  first  case, 
had  acquired  the  opium  habit  from  resorting  to  it  for  relief. 
May,  1896,  I  removed  the  uterus  per  vaginam.  Recovery  from 
the  operation  was  uninterrupted,  but  she  had  quite  a  struggle 
with  the  opium  habit,  which,  at  last  report,  she  had  almost  con- 
quered, and  is  at  the  present  time  enjoying  freedom  from  all 
those  neurotic  symptoms  resulting  from  an  irritable  senile 
uterus. 

Case  III. — Mrs.  B.,  age  63,  had  been  a  sufferer  from  uterine 
disease  for  twenty-five  years,  having  had  one  or  two  small 
submucous  fibroid  tumors  removed.  She  continued  to  suffer 
fi-om  uterine  pain  and  reflexes  after  the  menses  ceased,  and 
there  was,  the  last  two  or  three  years,  a  discharge  from  the 
uterus,  reported  to  be  of  an  irritating  nature  to  the  vulva. 
She  did  not  come  under  my  care  until  just  before  operation. 
The  physicians  in  charge — for  she  had  been  under  the  care  of 
quite  a  number  of  them — had  used  washes  and  douches,  had 
curetted  the  uterus  and  mopped  it  out  with  carbolic  acid  and 
iodine,  all  of  which  treatment  failed  to  give  her  relief.  She 
came  to  St.  Joseph's  Hospital  and  I  made  a  vaginal  hysterec- 
tomy. No  shock  followed  the  operation,  and  the  temperature 
never  rose  above  100°  F.,  and  that  only  for  two  days.  Pulse 
remained  in  the  70's.  She  at  this  writing  is  in  good  health, 
but  it  has  been  attained  after  a  hard  fight  with  the  chloral 
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habit.  This  case  was  somewhat  different  from  the  first  two 
so  far  as  the  pathology  of  the  uterus  was  concerned.  The  ute- 
rus in  her  case  was  filled  with  small,  round  fibroid  tumors. 
On  the  posterior  aspect  of  the  fundus  there  was  a  small  sub- 
peritoneal, pedunculated  tumor  the  size  of  a  small  hazelnut. 
The  other  tumors  were  interstitial.  I  have  grouped  these  cases 
under  the  head  of  what  I  am  pleased,  for  the  lack  of  a  better 
name,  to  call  irritable  senile  uterus. 
727  North  Ninth  street. 
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BY 

W.  H.   WENNING,  M.D., 
Cincinnati,  Ohio. 


A  FEW  years  ago  I  had  the  honor  to  present  to  this  Associa- 
tion an  essay  entitled  "  A  Study  of  the  Pathology  of  Placenta 
Previa."  Within  it  were  set  forth  the  various  theories  ad- 
vanced up  to  that  time  on  the  etiology  and  interpretation  of 
clinical  symptoms  in  this  most  interesting  anomaly  of  preg- 
nancy. Its  intimate  connection  with  the  doctrine  of  expansion 
of  the  lower  segment  of  the  uterus,  and  retraction  as  well  as 
contraction  of  the  upper  segment  of  the  uterus,  was  discussed , 
and  an  endeavor  made  to  harmonize  the  various  conflicting 
theories  in  reference  to  the  anatomical  position  of  the  inner  os 
during  labor  in  its  bearing  upon  the  development  of  the  previal 
placenta.  The  length  of  the  paper  precluded  the  more  practi- 
cal consideration  of  the  treatment  of  this  accident.  A  regret 
was  then  expressed  by  several  members  that  I  had  not  entered 
into  this  subject  in  its  therapeutical  aspects,  which  I  accord- 
ingly briefly  reviewed  in  the  interesting  discussion  that  fol- 
lowed the  reading  of  my  paper. 

On  this  occasion,  therefore,  I  have  taken  the  liberty  to  recur 
to  this  subject,  not  so  much  with  the  intention  of  presenting 
any  new  and  startling  contribution,  but  simply  to  review 
(1)  some  of  the  means  at  our  disposal  for  arresting  the  hemor- 
rhage, the  cardinal  symptom  of  placenta  previa,  and  (2)  the 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  30th,  1897. 
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methods  of  expediting  labor,  which  is  almost  always  impera- 
tive in  the  interest  of  the  lives  of  both  mother  and  child. 

In  no  other  condition  of  pregnancy  is  the  danger  to  life  so 
imminent,  in  no  other  is  a  knowledge  of  the  proper  methods  for 
averting  this  danger  so  essential,  and  in  no  other  is  a  judicious 
discrimination  as  to  the  relative  value  of  each  of  the  several 
procedures  so  necessary  as  in  placenta  previa.  An  affection  in 
which  the  maternal  mortality  has  been  at  various  times  com- 
puted as  ranging  from  35  to  50  per  cent,  and  the  fetal  from  50 
to  75  per  cent,  certainly  merits  our  closest  attention.  Fortu- 
nately for  womankind  this  fearful  death  rate  has  been  greatly 
lessened  within  the  last  few  decades,  thanks  to  improved 
methods  of  treatment  and  earlier  recognition  of  this  condition, 
even  if  no  very  great  strides  forward  have  been  made  in  the 
saving  of  infant  lives.  Unfortunately,  however,  even  at  the 
present  time  this  decreased  mortality  has  not  been  so  general  as 
it  should  have  been,  and  it  is  only  from  well-conducted  institu- 
tions under  skilful  management  that  successful  results  of  a 
marked  character  have  been  obtained.  The  maternal  mortality 
in  a  number  of  recorded  cases  has  been  decreased  to  the  en- 
couraging figure  of  from  4.50  to  7  per  cent,  yet  the  general 
fatality  in  unselected  cases  still  reaches  the  high  figure  of  from 
25  to  33  per  cent. 

When  we  examine  into  the  cause  of  this  great  difference  we 
must,  of  course,  make  allowance  for  the  different  degrees  of 
placenta  previa,  which  in  many  instances  may  have  been 
recognized  only  in  the  fatal  cases,  but  certainly  much  better 
results  should  have  been  obtained  in  general  practice  if  two 
absolute  rules  could  be  more  generally  inculcated — namely, 
(1)  timely  intervention,  and  (2)  a  proper  judgment  of  the 
means  applicable  to  the  case  in  question. 

The  relative  merits  and  demerits  of  this  or  that  method  have 
time  and  again  been  reiterated,  so  that  the  conclusion  naturally 
forces  itself  upon  us  that  every  procedure  has  its  advantages 
or  disadvantages  and  that  no  particular  treatment  is  applica- 
ble to  each  and  every  case.  This  will  also  explain  the  fallacy 
of  statistics,  which  perhaps  are  nowhere  so  unreliable,  when 
made  conformable  to  a  certain  mode  of  action,  as  in  placenta 
pi'evia. 

To  illustrate,  I  will  briefly  summarize  the  methods  of  treat- 
ment resorted  to  by  fifty  American  writers  in  the  same  number 
of  cases  reported  in  the  last  five  years,  almost  uniforml}^  with  a 
good  result,  at  least  for  the  mothers.     Three  depended  solely 
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on  expectant  treatment,  three  used  the  tampon  alone,  one  with 
rupture  of  the  membranes,  three  punctured  the  membranes, 
four  instituted  bipolar  version,  three  ordinary  version,  four 
adopted  Barnes'  method  of  dilating  the  cervix,  four  resorted  to 
this  method  and  followed  it  by  version,  two  by  the  use  of  the 
forceps,  and  two  by  version  and  forceps  applied  to  the  after- 
coming  head.  In  fifteen  instances  recourse  was  had  to  ac- 
couchement force — namely,  manual  dilatation  of  the  cervix 
followed  by  version.  In  three  instances  separation  of  the  pla- 
centa was  practised,  and  in  two  instances  Cesarean  section  was 
made.  Of  this  number  only  two  deaths  are  recorded — one 
after  the  use  of  the  tampon,  the  other  following  Cesarean 
section. 

This  collection,  taken  at  random,  simply  proves  that  all 
methods  may  be  followed  by  good  results  and  that  no  fixed 
rule  can  be  established  for  every  case.  It  is  remarkable,  how- 
ever, that  notwithstanding  the  excellent  results  achieved  after 
the  rehabilitation  of  the  Braxton  Hicks  method  of  bipolar 
version,  only  four  cases  are  reported  as  having  been  treated  in 
this  manner,  whilst  the  much-condemned  procedure  known  as 
accouchement  force — viz.,  manual  dilatation  followed  by  ver- 
sion— is  mentioned  as  often  as  fifteen  times,  and  that  among 
these  last  cases  we  find  some  of  the  best  and  most  eminent 
teachers  of  our  land. 

Discarding  the  more  antiquated  forms  of  treatment  which 
by  common  consent  have  fallen  into  disuse,  we  will  confine 
ourselves  to  a  discussion  of  three  of  the  methods  most  com- 
monly employed.  These  are:  (1)  the  tampon,  (3)  rupture  of 
the  membranes,  and  (3)  version.  Each  of  these  means  may 
be  used  by  itself,  or,  which  is  more  frequent,  in  combination 
with  one  or  two  of  the  others.  It  is  my  purpose  to  show  that 
each  method  of  procedure  has  its  specific  indications,  and  that 
it  is  not  just  either  to  extol  one  or  condemn  the  other  to  the 
exclusion  of  the  rest.  It  is  the  knowledge  of  the  applicability 
of  a  specific  treatment  in  a  given  case,  and  a  nice  discrimination 
among  the  various  methods,  that  will  give  the  best  results. 

While  not  wishing  to  appear  dogmatic,  and  admitting  that 
there  may  be  some  exceptions  to  the  following  rule,  I  would 
make  the  broad  statement  that  the  tampon  is  applicable  only 
before  dilatation  of  the  os,  rupture  of  the  membranes  after 
the  onset  of  labor  pains,  and  version  after  sufficient  dilata- 
tion or  dilatability  of  the  cervix.  It  is  the  non-observance 
of  this  principle  that  is  responsible  for  the  fearful  mortality 
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that  has  followed  each  of  these  methods  when  employed  inju- 
diciously— that  is,  at  the  wrong  period — and  it  is  to  the  obser- 
vance of  this  principle  that  the  excellent  results  are  attributable 
which  follow  a  judicious  use  of  each  of  these  three  methods. 
It  is  just  as  irrational  to  use  the  vaginal  tampon  when  the  os 
is  sufficiently  dilated  for  delivery,  either  spontaneous  or  artifi- 
cial, as  it  would  be  to  attempt  version  with  a  closed  or  rigid  os. 
As  a  rule  it  is  as  improper  to  puncture  the  membranes  before 
labor  has  sufficiently  advanced  to  permit  the  presenting  part  or 
head  to  engage  in  the  cervix  and  thus  arrest  bleeding,  as  it 
is  to  wait  for  a  spontaneous  rupture  of  the  membranes  when 
bleeding  occurs  from  a  well-dilated  or  dilatable  os  readily  per- 
mitting manual  interference.  Then,  again,  each  method  is  sub- 
ject to  its  modifications,  and  such  questions  as  the  following 
may  present  themselves:  When  shall  we  use  the  vaginal  and 
when  the  cervical  tampon?  Shall  we  rupture  the  membranes 
as  soon  as  the  os  is  permeable  to  two  fingers  for  the  perform- 
ance of  bipolar  version,  or  shall  we  wait  until  the  hand  can  be 
gradually  introduced  for  ordinary  podalic  version?  When 
shall  we  resort  to  Braxton  Hicks'  method  and  when  to  internal 
version  ? 

Whilst  one  or  two  of  these  methods  may  be  elective,  there 
are  proper  indications  for  each,  which  may  now  be  considered 
in  detail. 

The  Tampon. — The  vaginal  tampon  is  simply  a  preparator}- 
measure.  It  serves  to  arrest  bleeding  until  the  time  comes  for 
active  interference.  Its  office  begins  with  the  onset  of  hemor- 
rhage and  ceases  with  dilatation  of  the  os.  It  serves  a  double 
purpose  in  that,  when  properl}-  applied,  it  checks  bleeding  and 
assists  in  bringing  on  labor.  As  both  are  accomplished  by  pres- 
sure, it  is  necessary  that  the  tampon  be  at  the  same  time  large 
and  firm.  This  property  of  inducing  labor,  which  often  con- 
traindicates  the  tampon  in  abortion,  serves  a  good  purpose  in 
placenta  previa,  for  it  is  positively  proven  that  no  woman  who 
has  hemorrhage  of  such  an  alarming  extent  as  to  require  active 
measures  for  arrest  in  placenta  previa  is  safe  until  she  is  deliv- 
ered. The  indication  of  labor,  to  my  mind,  is  imperative  with 
the  first  onset  of  copious  hemorrhage.  What  is  more  reason- 
able, therefore,  than  to  check  the  latter  and  expedite  the  for- 
mer? The  tampon  fulfils  both  indications.  B}'  its  means  we 
gain  time  for  further  manipulations  and  at  the  same  time 
maintain  the  strength  of  the  patient. 

The  opponents  of  the  vaginal  tampon   offer  the  following 
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objections:  1.  It  does  not  check  hemorrhage.  2.  It  is  apt  to 
produce  sepsis. 

The  first  objection  is,  I  fear,  too  often  well  grounded.  In  most 
instances,  however,  it  is  undoubtedly  due  to  the  form  of  the  tam- 
pon. If  constructed  as  is  customary  for  abortions  and  in  the 
ordinary  tamponment  of  the  vagina,  it  is  worse  than  useless, 
for  it  gives  rise  to  a  false  sense  of  security.  In  a  number  of 
consultations  in  which  I  have  been  called  I  have  not  once  seen 
the  tampon  emplo5'ed  seciuidum  arte?)!.  No  wonder,  then,  if 
the  tampon  should  fall  into  disrepute.  Unless  the  vagina  be 
completely  packed  throughout  the  length  and  breadth  of  this 
cavity,  "  from  dome  to  pit,"  can  it  offer  any  safeguard  against 
hemorrhage.  If  such  older  obstetricians  as  Leroux  and  Wie- 
gand  have  had  excellent  results  it  is  because  of  the  thorough 
method  which  they  emploj-ed.  The  relaxed  condition  of  the 
vagina  entails  wdth  it  a  capacity  which  is  simply  enormous. 
It  is  immaterial  whether  cotton  or  gauze  be  used  for  that  pur- 
pose, provided  the  quantity  be  only  sufficient — '*  a  hatful  "  of 
cotton  balls,  as  Pajot  says,  or  1,500  grammes  of  gauze,  as  Auvard 
claims,  being  required  for  that  purpose.  My  own  preference  is 
for  iodoform  or  sterilized  gauze,  as  it  is  more  convenient  both 
for  introduction  and  removal ;  by  its  means  the  cavity  can  be 
rapidly  filled — a  matter  of  great  importance  when  time  is  so 
valuable.  The  patient  should  be  placed  in  Sims'  position,  in 
order  to  invoke  the  aid  of  atmospheric  pressure  in  distending 
the  cavity.  A  large  Sims  or  other  retractor  is  introduced,  and 
a  roll  of  gauze  about  three  fingers  in  width  may  be  rapidly 
passed  into  the  vagina.  If  possible  the  cervix  should  first  be 
plugged  and  then  the  whole  vaginal  cavity  tightly  packed.  Al- 
though usually  a  Sims  retractor  is  employed  for  that  purpose,  I 
prefer  a  Neugebauer  speculum,  which  I  use  for  all  tamponing  in 
private  practice,  as  its  open  end  is  particularly  well  adapted  for 
this  purpose;  it  is  self-retaining  when  used  with  its  fellow,  and 
is  perfectly  aseptic.  Its  simplicity  and  special  adaptability  are 
its  most  commendable  features.  This  retractor  has  the  further 
advantage  of  not  in  the  least  displacing  the  solid  plug  when 
the  instrument  is  withdrawn  at  the  end  of  the  operation.  I 
may  be  pardoned  for  calling  attention  to  this  rather  elementary 
point,  but  as  I  am  speaking  more  for  the  general  practitioner, 
upon  whom  this  duty  will  first  devolve,  than  for  the  specialist, 
I  desire  to  facilitate  this  maneuvre  as  much  as  possible. 

It  cannot  be  denied,  however,  that  even  with  the  greatest 
precautions  we  may   fail  occasionally  of  accomplishing  our 
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purpose.  In  some  instances  the  blood  will  flow  through  or 
alongside  the  tampon,  but  more  frequently  the  retraction  of  the 
uterus  will  draw  the  cervix  away  from  the  tampon  and  blood 
will  be  effused  between  these  two  surfaces.  Internal  hemor- 
rhage is  not  likely  to  occur,  as  the  intrauterine  pressure  of  the 
fetus  and  tense  bag  of  waters  will  exert  sufficient  pressure 
against  the  cervix  in  the  early  stage  of  labor — the  only  time 
when  the  vaginal  plug  is  admissible.  At  anj^  rate,  constant 
watchfulness  and  observation  are  necessary,  and  under  no  cir- 
cumstances should  a  physician  leave  his  patient  from  this 
time  omvard  until  the  end  of  labor. 

How  long  should  the  tampon  remain  ?  As  long  as  there  is 
no  external  or  constitutional  evidence  of  hemorrhage.  If  no 
bleeding  occurs  it  is  not  necessary  to  remove  it  at  the  end  of 
one  hour,  as  Barnes  would  have  it,  but  neither  is  it  safe  to  wait 
for  its  expulsion  by  the  natural  labor  pains,  as  Pajot  advises. 
It  should  be  removed  at  the  end  of  about  twelve  hours,  unless 
circumstances  demand  an  earlier  removal. 

The  danger  of  sepsis  is  averted  by  the  known  rules  of  asepsis 
and  antisepsis  in  cleansing  the  genital  tract  and  the  use  of  sur- 
gically clean  material.  The  blood  itself  is  an  excellent  anti- 
septic, and,  if  care  be  taken  against  the  introduction  of  any 
contaminated  object,  the  risk  of  sepsis  is  very  slight. 

The  vaginal  tampon,  when  properl}^  applied,  is  therefore  in- 
dicated in  the  following  conditions:  1.  Marked  hemorrhage 
in  pregnancy.  2.  Moderate  or  profuse  hemorrhage  in  the  be- 
ginning of  labor.  3.  When  the  patient  can  be  kept  under 
strict  supervision. 

When  the  os  is  sufficiently  dilated  for  the  introduction  of  a 
cervical  tampon  this  should  be  resorted  to.  Sponge  tents,  tu- 
pelo  or  sea-tangle  tents,  although  still  advocated  by  some,  have 
justly  been  discarded  on  account  of  the  danger  of  infection  in 
the  first  instance  and  the  liability  to  slip  out  of  the  neck  of  the 
womb  in  the  latter  case.  Preferable  are  the  various  forms  of 
rubber  appliances,  as  Barnes'  bags,  Braun's  colpeurynter  (ori- 
ginally, however,  intended  for  the  vagina,  as  its  name  implies), 
or  the  several  French  appliances  as  devised  by  Tarnier,  Chas- 
sagny,  Champetier  de  Ribes,  and  others.  Of  these  Barnes' 
bags  are  undoubtedly  most  ingenious  and  theoretically  well 
adapted.  Practically,  however,  they  frequently  fail,  for  the 
following  reasons:  difiiculty  of  introduction,  a  tendency  to 
slip  out  notwithstanding  their  constricted  shape,  and,  lastly, 
the  necessity  of  early  removal  for  the  introduction  of  a  larger 
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size.  Notwithstanding  that  these  disadvantages  have  been 
somewhat  obviated  by  the  modifications  of  Cowan,  Fehhng, 
McLean,  etc.,  they  have  never  become  very  popular. 

The  most  serious  objection  is,  however,  that  they  do  not 
always  sufficiently  tampon  the  cervix  to  prevent  leakage,  as 
shown  in  the  following  case: 

Some  years  ago  I  was  summoned  to  a  case  of  placenta  previa 
by  a  medical  friend  who  had  endeavored  for  several  days  to 
check  hemorrhage  with  the  ordinary  vaginal  tampon.  On 
examination  I  found  the  os  sufficiently  dilated  for  combined 
version.  He  preferred,  however,  the  continued  use  of  the  tam- 
pon, and  as  a  compromise  I  suggested  Barnes'  cervical  tampon. 
I  accordingly  introduced  the  largest  size  that  would  enter  the 
cervix,  and  when  it  was  well  filled  satisfied  myself  that  the 
cervix  embraced  the  bag  tightly;  not  a  drop  apparently  could 
leak  out.  As  I  had  been  called  to  attend  another  case  of  hem- 
orrhage, I  left  the  case  in  his  charge  until  I  could  return. 
Unfortunately  he  too  left  the  patient  soon  after,  and  on  my 
return  half  an  hour  later  I  found  the  patient  almost  exsan- 
guinated from  the  loss  of  blood.  The  bag  had  slipped  into  the 
vagina,  and  I  was  forced  to  introduce  my  hand  as  far  as  pos- 
sible to  check  the  terrible  bleeding  that  was  taking  place. 
With  the  greatest  difficulty  I  delivered  the  patient  by  version, 
or  accouchement  force,  before  the  bleeding  could  be  stopped. 
Unfortunately  septicemia  set  in,  and  six  weeks  later  the  woman 
died  with  a  phlegmasia  alba  dolens.  This  case  well  illustrates 
the  improper  use  of  the  tampon  in  the  beginning,  the  unre- 
liability even  of  cervical  tamponing  in  advancing  labor,  and 
the  necessity  for  constant  vigilance. 

Over  this  intracervical  tampon  of  Barnes  the  supracervical 
bags  of  Tarnier,  Champetier  de  Ribes,  etc.,  are  a  decided 
improvement. 

Braun's  colpeurynter  (in  this  instance  more  properly  called 
metreuryntei^)  has  also  been  used  by  Schauta  and  the  Vienna 
school  for  tamponing  the  cervix.  Of  all  these  appliances 
Champetier  de  Ribes'  bag  seems  to  me  the  most  efficient.  It  is 
fast  finding  favor  not  alone  with  French  but  also  with  Ger- 
man and  English  obstetricians.  The  conical  shape  of  this  bag 
adapts  it  most  perfectly  for  controlling  hemorrhage  by  pressure 
on  the  cervical  portion  of  the  lower  uterine  segment,  and  also 
prevents  its  expulsion  until  the  cervix  is  large  enough  to  be 
followed  by  the  advancing  head  or  permit  the  introduction  of 
the  hand.     Its  hydrostatic  pressure  exactly  imitates  Nature  by 
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opening  the  cervix  from  above  downward.  A  further  advan- 
tage is  its  inelasticity,  bj"  which  it  exerts  a  stronger  pressure 
upon  the  surro'^nding  tissues  than  Braun's  colpeurynter  or 
Tarniers  intrauterine  balloon.  It  can  be  introduced  when  the 
OS  is  dilated  to  two  fingers'  breadth.  Consequently  it  enters 
into  direct  competition  with  Braxton  Hicks'  method  of  com- 
bined or  bipolar  version.  It  has  the  advantage  over  this  latter 
procedure  that  it  is  easier  of  execution,  requires  no  assistant 
for  anesthesia,  and  takes  less  time  than  combined  version.  It 
closely  follows  the  method  and  principle  of  vaginal  tampon- 
ment,  and  is  therefore  more  readily  learned.  The  shape  of  the 
bag  at  once  reminds  one  of  the  breech  and  thigh  of  the  child, 
acting  in  this  manner  similarly  to  the  extended  limb,  as  is 
recommended  in  the  final  stage  of  Braxton  Hicks'  method  of 
version.  It  performs  the  same  office  without  disturbing  the 
axis  of  the  child.  Its  disadvantages  are  said  to  be  the  danger 
of  producing  sepsis  and  the  tendency  to  displace  the  presenting 
part  and  thus  preventing  the  head  from  engaging  in  the  cer- 
vix. The  former  can  be  obviated  by  chemical  antisepsis,  and 
should  not  be  attended  with  greater  danger  than  the  introduc- 
tion of  the  hand  in  version.  The  second  objection  is  also  not 
tenable,  for  either  the  head  may  be  pushed  into  the  lower  part  of 
the  uterus,  or  the  hand  introduced  and  the  delivery  concluded 
by  version.  At  any  rate,  transverse  presentations  are  very  fre- 
quent in  placenta  previa.  Even  if  the  presentation  be  vertical 
and  the  head  should  be  pushed  aside,  the  very  act  is  accom- 
plished which  is  the  first  step  in  bipolar  version. 

A  perusal  of  recent  German  literature,  notably  the  reports 
of  the  proceedings  of  the  last  meeting  of  the  German  Gyneco- 
logical Society  at  Leipzig,'  shows  that  such  ardent  supporters  of 
the  Braxton  Hicks  method  as  Hofmeier.  Schatz,  Kiistner,  and 
others,  admit  the  advantages  of  the  cervical  tampon  and  look 
upon  it  with  much  greater  favor  than  vaginal  tamponment. 

Rupture  of  the  Membranes. — Contrary  to  the  accepted  rule 
in  normal  obstetrical  cases,  to  preserve  the  membranes  until 
full  dilatation  of  the  os  has  occurred,  early  rupture  of  the  bag 
of  waters  for  the  purpose  of  precipitating  uterine  contractions 
and  thereby  arresting  hemorrhage  by  fetal  pressure  has  been 
very  urgently  advised  by  several  eminent  authorities ;  other 
equally  experienced  obstetricians  have  as  stoutly  disapproved 
of  this  procedure  until  delivery  could  be  readily  effected  through 

'  VII.  Congress  d.  Deutschen  Gesellschaft  f.  Gynakologie  in  Leipzig, 
1897.    Ref.  Monatsch.  f.  Gynakologie,  July,  1897. 
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a  dilated  or  dilatable  cervix.  Thus  Barnes  says  :  "  The  punc- 
ture of  the  membranes  is  the  first  thing  to  be  done  in  all  cases 
of  flooding  before  labor  sufficient  to  cause  anxiety.  It  is  the 
most  generally  efficacious  remedy,  and  it  can  ahvays  be 
applied.  It  is  sometimes  sufficient  in  itself;  it  does  not  mate- 
rially interfere  with  the  resort  to  further  steps."  ' 

Schroder,  although  an  advocate  of  the  use  of  the  tampon  in 
the  beginning,  likewise  advises  early  rupture  of  the  mem- 
branes. He  significantly  adds,  "there  are  no  contraindica- 
tions." ^  He  lays  down  the  following  rule  of  treatment  :  "  Rup- 
ture the  membranes,  bring  down  one  foot,  but  wait  with 
extraction,"  '  This  doctrine  is,  however,  not  adhered  to  by  all 
his  pupils,  for  Veit  observes:  "  Although  rupture  of  the  mem- 
branes may  be  theoretically  correct,  I  would  recommend  it  in 
practice  only  when,  with  a  slight  previal  placenta,  the  os  is 
well  dilated  and  the  size  of  the  child  will  enable  its  immediate 
engagement.  In  doubtful  cases  combined  version  should  al- 
ways be  preferred,  but  sight  must  not  be  lost  of  the  fact  that 
with  the  loss  of  the  waters  combined  version  becomes  very 
difficult ;  we  should  not  attempt  rupture  of  the  membranes, 
and  then,  when  the  hemorrhage  ceases,  resort  to  combined 
version."*  Later  on  he  says:  "Rupture  of  the  membranes 
alone  suffices  in  those  cases  in  which  the  os  in  a  vertex  presen- 
tation is  considerably  dilated  and  the  head  enters  upon  it. ''  * 
In  other  respects  he  is  a  firm  supporter  of  Braxton  Hicks'  bi- 
polar version. 

Spiegelberg,  the  most  pronounced  apostle  of  accouchement 
force,  after  stating  his  objections  to  the  method  of  bipolar  ver- 
sion, viz.,  that  it  is  not  always  easy  of  execution  and  that  it 
does  not  arrest  hemorrhage,  continues  :  "  For  the  same  reason 
rupture  of  the  memhranes  iri  presentation  of  the  vertex  is 
in  general  not  advisable.  Experience  teaches  that  this  method 
is  followed  by  a  good  result  only  in  those  cases  in  which  there 
are  labor  pains  and  the  head  is  soon  forced  into  the  inlet.  Un- 
fortunately, in  placenta  previa  good  pains  are  often  wanting 
and  rupture  of  the  membranes  must  often  be  followed  by 
version,  now  performed  under  more  unfavorable  circumstances 
than  if  it  had  been  done  at  once.  Better,  therefore,  do  the 
whole  thing."' 

*  "  System  of  Obstetric  Medicine  and  Surgery,"  p.  584. 

2  "  Lehrbuch  der  Geburtshiilfe,"  ninth  edition,  p.  708. 

=*  Ibid.,  p.  707.  *  "  Handbuch  der  Geburtshiilfe,"  vol.  ii.,  p.  76. 

5  Ibid.,  p.  78.  ^  Ibid.,  last  edition,  p.  372. 
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It  will  be  seen  from  these  quotations  that  the  propositions  are 
diametrically  opposed  to  each  other.  The  advocates  of  early- 
puncture  aim  to  excite  labor  pains  by  evacuating  the  liquor 
amnii,  the  opponents  claim  that  good  pains  and  a  well -dilated 
OS  alone  justify  this  procedure. 

In  my  judgment  both  views  are  extreme.  It  should  always 
be  our  endeavor  to  imitate  Nature  as  much  as  possible,  even  in 
so  anomalous  a  condition  as  placenta  previa.  We  should  first 
try  to  check  hemorrhage  by  means  of  the  vaginal  tampon,  then 
by  the  cervical  plug,  alwaj's,  if  possible,  preserving  the  mem- 
branes until  rupture,  either  spontaneous  or  artificial,  can  be 
followed  by  rapid  delivery.  Moreover,  early  rupture,  in  a  cer- 
tain measure,  impedes  bipolar  version,  for  this  operation  is 
much  more  difficult  to  perform  with  the  waters  lost  than  with 
the  membranes  intact.  It  will  be  observed  that  advocates  of 
early  rupture  are  at  the  same  time  the  partisans  of  combined 
version.  They  impede  their  own  work.  It  also  lessens  the 
chance  for  the  deflected  head  or  breech  to  engage  in  the  cervix. 

On  the  other  hand,  when  hemorrhage  continues  unabated, 
and,  in  spite  of  good  vaginal  tamponing,  labor  pains  do  not  set 
in  after  a  reasonable  time,  it  may  become  necessary,  in  the 
interest  of  the  mother,  to  disregard  all  rules  and  hasten  deliv- 
ery, not  for  the  purpose  of  exciting  pains,  but  to  terminate 
labor  as  rapidly  as  possible,  if  need  be  by  accouchement  force. 
Complete  (or,  as  it  is  generally,  though  not  always  correctly, 
called,  central)  placenta  previa  will  require  this  early  puncture 
of  the  membranes  more  frequently  than  the  incomplete  or 
lateral  variety,  as  the  hemorrhage  is  more  profuse  and  necessi- 
tates rapid  delivery  without  awaiting  the  onset  of  natural  pains. 

As  a  rule,  therefore,  the  membranes  should  be  ruptured 
early  in  labor  (1)  when  hemorrhage  is  profuse  and  cannot  be 
checked  by  tamponing,  and  (2)  when  pains  are  absent  and  it 
is  evident  that  evacuation  of  the  liquor  amnii  will  stimulate 
the  uterus  to  contraction.  It  is  indicated  late  in  labor 
(1)  when  the  os  is  sufficiently  dilated  that  either  spontaneous 
delivery  will  soon  follow  or  (2)  manual  or  instrumental  de- 
livery can  safely  be  resorted  to. 

Version. — Much  on  this  subject  has  already  been  said  in  the 
discussion  of  the  two  preceding  methods  of  procedure.  It  is 
undoubtedly  the  most  important  and  most  commonly  practised 
method  of  hastening  delivery  in  placenta  previa.  The  breech 
and  thigh  of  the  child,  arrested  in  the  cervix,  act  as  a  tam- 
pon and  give  us  an  excellent  means  of  checking  hemorrhage 
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before  extraction  of  the  child  really  has  taken  place.  No  one 
will  dispute  its  efficiency.  The  only  question  at  issue  is,  Can 
it  be  resorted  to  sufficiently  early  to  act  as  a  tampon  and  at 
the  same  time  expedite  delivery  without  danger  to  mother  and 
child  ?  Or  should  it  be  resorted  to  only  in  those  cases  in 
which  other  methods  have  already  been  tried  which  proved  un- 
availing and  rapid  extraction  becomes  now  imperative  ? 

The  time  of  performance  is  here  an  important  element.  At 
an  early  date  no  other  method  of  version  than  that  known  as 
bipolar  version  is  safe  and  practicable.  At  a  later  date  direct 
or  internal  version  is  not  only  possible,  but  much  more  easy  of 
execution. 

{a)  Braxton  Hicks  undoubtedly  conferred  a  great  boon  upon 
the  obstetricians  of  the  whole  world,  and  through  them  upon 
suffering  womankind,  when  he  devised  his  now  widely  and 
favorably  known  method  of  combined  internal  and  external,  or 
bipolar,  version.  He  has  given  us  a  method  by  which  we  can 
relieve  women  of  imminent  danger  of  death  at  a  time  when 
other  means  are  not  at  our  service.  In  no  other  condition  in 
obstetric  practice  has  this  been  a  greater  blessing  than  in  pla- 
centa previa.  Many — nay,  almost  all — of  our  good  results  in 
lessening  maternal  mortality  have  been  due  to  the  skilful  use 
and  timelj^  resort  to  combined  version.  Only  recently,  how- 
ever, have  its  beneficent  results  been  made  manifest,  when  the 
Berlin  school,  under  the  guidance  of  Schroder  and  followed  by 
Hofmeier,  Behm,  Wyder,  and  Lomer,  obtained  such  brilliant 
results.  To  them  belongs  the  credit  of  having  brought  this 
method  more  prominently  again  before  the  world  and  for  hav- 
ing endeavored  to  introduce  it  more  generally  into  practice. 
Without  wishing  to  detract  one  iota  from  their  merits,  I  may 
be  pardoned  for  expressing  a  doubt  whether  such  excellent 
results  will  ever  be  obtained  outside  of  well-regulated  lying-in 
institutions,  where  skilled  operators  and  assistants,  careful 
supervision  and  early  observation,  go  hand  in  hand  together. 
This  combination  is  not  apt  to  be  found  in  general  practice, 
where  the  merest  tyro  may  be  suddenly  brought  in  confronta- 
tion with  a  desperate  case,  alone,  without  assistance,  and  at  a 
time  when  every  moment  is  precious. 

Let  us  briefly  review  under  what  circumstances  we  are 
advised  to  resort  to  combined  or  bipolar  version.  Barnes, 
Schroder,  Veit,  and  others  all  say,  as  soon  as  two  fingers  can 
he  inserted  into  the  os,  no  matter  what  period  of  pregnancy 
or  stage  of  labor.     In  theory  this  is  correct,  but  is  it  always 
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possible  to  make  any  impression  on  the  presenting  part  when 
the  fetus  is  still  so  high  in  the  pelvis  ?  It  is  true  that  rupture 
of  the  membranes  may  bring  on  labor  pains  and  thus  force  the 
body  of  the  child  sufficiently  downward  to  be  reached  by  the 
examining  finger.  But  we  have  already  seen  that  this  loss  of 
fluid  materially  impedes  the  rotation  of  the  child,  which  must 
be  done  with  ease  to  render  the  method  effective.  We  have 
already  stated  that  rupture  of  the  membranes,  unless  followed 
immediately  by  combined  version,  is  really  a  contraindication  to 
its  performance. 

It  is  true  we  are  told  that  the  hand  must  be  introduced  en- 
tirely into  the  vagina,  so  that  the  extended  finger  or  fingers 
may  penetrate  the  long  cervix.  But  who  can  do  this  at  so 
early  a  stage  of  labor  without  inflicting  great  pain  upon  his 
patient,  not  to  speak  of  the  impossibility  of  forcing  the  whole 
hand  into  the  vagina? ' 

We  are  again  told  that  the  patient  must  be  thoroughly  an- 
esthetized, when  it  will  be  easy  to  execute  all  the  maneuvres 
necessary  for  this  operation.''  True;  but  this  requires  compe- 
tent assistance,  thorough  obstetrical  knowledge  both  in  diagno- 
sis and  treatment,  and  other  favorable  surroundings,  not  always 
obtainable  in  ordinary  practice.  Where  the  combination  is  at 
hand  the  results  that  have  been  attained  are  sufficient  proof  of 
the  excellence  of  the  method. 

The  reproach  that  infantile  mortality  has  not  been  lessened 
is  to  my  mind  no  valid  objection,  as  the  life  of  a  mother  is 
paramount  to  that  of  a  number  of  children,  and  where  the 
maternal  loss  of  life  is  one-tenth  to  one-fifth  of  that  of  former 
records  no  further  argument  is  needed.  It  must  be  added, 
however,  that  the  primary  object  aimed  at — namely,  cessation 
of  hemorrhage — is  not  always  obtained,  as  proven  by  a  number 
of  observers,  among  others  by  Runge  in  a  well-illustrated  and 
remarkable  case.' 

The  question  of  extracting  slowly,  or  leaving  expulsion  of 
the  child  to  Nature,  need  not  be  discussed  at  any  length.  It  is 
now  almost  the  common  opinion  that  slow  extraction  does  not 
imperil  the  integrity  of  the  cervix,  but  facilitates  labor  and 
more  securely  checks  hemorrhage. 

Finally,  then,  under  the  limitations  above  mentioned,  we 
can  strongly  recommend  this  method,  but  would  as  urgently 
warn  against  it  as  a  hazardous  attempt  when  the  operation 

'  Lomer,  American  Journal  of  Obstetrics,  vol.  xvii.,  1884. 
'  Ibid.  ^  Runge,  Archiv  fiir  Geburtshiilfe,  vol.  xli. 
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■cannot  be  readily  completed.  Under  these  circumstances  the 
cervical  tampon,  as  already  described,  is  a  less  difficult  and 
less  complicated  procedure. 

Attention  has  been  called  to  the  similarity  in  shape  and 
action  of  Champetier  de  Ribes'  bag  and  the  ham  of  the  fe- 
tus. One  advantage  for  the  latter,  however,  in  completing 
the  act  of  combined  version,  is  that  the  leg  of  the  child  offers 
us  a  means  of  delivery  at  the  same  time  that  it  acts  as  a  natu- 
ral tampon,  whereas  the  expulsion  or  extraction  of  Champe- 
tier's  bag  does  not  yet  conclude  labor,  but  must  be  followed 
by  version,  or,  in  favorable  cases,  by  the  use  of  the  forceps, 
unless  the  head  of  the  child  immediately  engages  in  the  cervix 
and  takes  the  place  of  the  artificial  tampon  that  preceded  it. 

(b)  Internal  version,  by  which  we  mean  ordinary  podalic 
version,  is  the  oldest  and  best  known  method  of  terminating 
labor  in  placenta  previa  when  the  os  is  large  enough  to  admit 
the  hand. 

When  proper  precautions  against  hemorrhage  have  been 
taken  in  the  earlier  or  dilating  period,  and  danger  has  been 
successfully  averted  until  the  os  has  become  dilated  (or  at  least 
dilatable),  podalic  version  is  the  most  practical,  direct,  and 
effective  mode  of  delivery,  and,  during  the  performance  of  the 
act,  of  checking  the  bleeding.  The  hand  and  arm  of  the  ope- 
rator first  compress  the  bleeding  surface;  then  when  the  foot, 
and,  following  it,  the  leg  and  thigh,  are  brought  down,  this 
hemostatic  pressure  continued,  just  as  in  the  final  stage  of 
Braxton  Hicks'  method  of  bipolar  version.  There  can  be  no 
objection  to  this  method  when  the  circumstances  are  as  favor- 
able as  in  the  instance  just  mentioned.  But  a  more  important 
question  is,  Shall  we  resort  to  direct  version  at  an  earlier  stage 
of  labor,  before  the  os  is  sufficiently  dilated  or  dilatable  for  the 
introduction  of  the  hand  ?  To  accomplish  its  purpose  the  hand 
must  force  its  way  through  a  rigid  and  as  yet  undilated  os,  and 
unrelentingly  continue  its  pressure  until  it  wedges  its  way  into 
the  uterine  cavity,  seizes  the  foot  and  rapidly  brings  it  down. 
This  is  what  is  literally  meant  by  accouchement  force,  or  forced 
delivery.  However,  this  definition  has  been  somewhat  modi- 
fied, and  the  term  has  been  sometimes  applied  to  a  method  of 
procedure  much  less  brusque  than  might  at  first  sight  appear. 

The  question  of  propriety  or  impropriety  of  this  operation 
will  be  measured  entirely  by  the  degree  of  force  to  be  used,  and 
this  again  will  be  determined  by  the  period  of  its  attempt. 
The  term  admits  of  a  very  wide  interpretation  and  will  always 
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require  a  qualifying  explanation.  When,  therefore,  cases- 
are  recorded  as  having  been  delivered  in  this  manner,  a  de- 
scription of  the  permeability  of  the  os  is  always  in  order,  to 
determine  whether  the  method  was  applicable  in  the  given 
case  or  not.  It  is  with  this  understanding  that  I  proceed  to  ex- 
press either  my  approval  or  disapproval  when  I  at  one  time 
extol  and  then  again  condemn  this  method. 

Early  in  labor,  when  the  os  is  firm  and  unyielding,  when  a 
forcible  dilatation  would  be  apt  to  be  attended  with  laceration 
of  the  cervix  and  possibly  gangrene,  when  other  safer  means 
are  at  hand  to  check  the  bleeding  and  at  the  same  time  aid  the 
natural  course  of  labor,  accouchement  force  is  certainly  to  be 
condemned.  The  only  justification  for  such  a  course  lies  in 
such  a  state  of  affairs  that  no  time  is  to  be  lost,  when  the  bleed- 
ing is  so  enormous  and  uncontrollable  that  the  patient  is  sure 
to  die  unless  rapidly  delivered.  Here  the  question  hinges  upon 
the  point  whether  the  woman  shall  be  allowed  to  die  unde- 
livered or  be  given  the,  it  may  be  slender,  chance  of  recovery 
by  forced  delivery. 

When,  however,  the  cervix  is  not  very  rigid  and  gradually 
yields  to  the  manual  dilatation  effected  by  one  finger  following 
the  other  until  the  whole  hand  can  be  introduced,  and  then 
version  cautiously  but  unhesitatingly  performed,  this  method 
claims  advantages  over  any  of  the  others. 

In  the  first  place,  if  the  cervix  is  soft  but  not  friable,  the 
fingers  and  hand  form  the  best  dilator  and  intracervical  tam- 
pon. The  fingers  compress  the  bleeding  surface,  and,  as  more 
and  more  of  the  placental  surface  is  denuded  either  by  the 
retraction  of  the  womb  or  the  separation  of  the  placenta,  the 
conical  hand  follows  it,  continually  checking  the  hemorrhage 
until  the  whole  hand  is  in  the  cavity  of  the  uterus;  the  forearm 
then  continues  this  pressure  and  occludes  the  os  until  the  pro- 
cess is  reversed  by  the  withdrawal  of  the  hand  in  the  process 
of  extraction,  when  the  child's  limb  takes  the  place  of  the  ope- 
rator's arm.  Under  favorable  circumstances  it  takes  less  time 
than  any  of  the  other  procedures  before  mentioned,  but  can 
only  come  into  execution  when  labor  has  progressed  some 
considerable  time.  With  the  exception  of  the  early  tampon,  it 
may  supersede  all  other  measures  and  safely  terminate  a  des- 
perate case  that  would  baffle  all  other  means. 

^  The  majority  of  cases  in  consultation  that  I  have  seen  I  have 
delivered  in  this  manner,  and,  I  am  happy  to  state,  with  but 
one  death,  and  that  was  not  due  to  the  method,  but  to  other 
circumstances  (as  related  above).     In  all  of  these  labor  had 
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proceeded  to  such  a  degree,  although  the  loss  of  blood  had  been 
previously  very  copious,  that  I  could  at  once  check  further 
bleeding  and  rapidly  and  safely  terminate  labor.  In  two  or 
three  desperate  cases  I  thus  effectually  tamponed  the  cervix 
until  the  patient  could  be  placed  under  an  anesthetic,  and 
through  a  relaxing  os  I  could  then  penetrate  into  the  uterus 
without  the  slightest  injury  to  the  cervix. 

Although  there  are  exceptions,  the  cervix  in  placenta  previa 
is  more  soft  and  dilatable  than  in  ordinary  conditions — it  is 
true,  frequently  also  exceedingly  friable,  requiring  extreme 
caution  in  the  manipulation.  This  by  no  means  new  method 
is  fast  finding  favor  with  very  eminent  authorities,  and,  as 
may  be  seen  from  the  list  mentioned  in  the  beginning  of  this 
paper,  is  more  frequently  practised  than  any  other  one  method. 
When  speaking  of  accouchement  force  as  a  safe  procedure  the 
initial  manual  dilatation  should  always  be  understood. 

No  reference  has  been  made  so  far  to  separation  of  the  pla- 
centa as  a  distinct  method  of  treatment.  The  idea  that  total 
separation  of  the  placenta  would  arrest  the  bleeding  was  based 
upon  the  erroneous  theory  that  the  placenta  was  the  sole 
source  of  hemorrhage.  This  practice  of  Simpson  and  Radford 
has  therefore  fallen  into  disuse,  although  cases  might  occur 
in  which  such  a  course  would  be  necessary  when  it  would  be 
impossible  to  reach  the  fetus  for  the  purpose  of  delivery  by 
any  other  means.  Then  it  becomes  necessary  to  follow  imme- 
diately with  extraction  of  the  child,  which  would  otherwise 
surely  die  of  asphyxia,  and  also  to  compress  the  bleeding  ma- 
ternal placental  site  in  the  interest  of  the  mother. 

The  following  case,  in  which  this  was  unintentionally  prac- 
tised, shows  the  possibilities  and  indications  of  this  pro- 
cedure: 

A  few  months  ago  I  was  summoned  in  the  evening  to  attend 
a  case  which  was  reported  to  be  one  of  miscarriage.  The 
young  woman  was  little  over  20  years  of  age,  and,  according  to 
the  statements  of  her  husband,  had  three  abortions  in  rapid 
succession  and  one  labor  at  term;  the  child  died  soon  after 
delivery.  I  was  told  that  in  this  impending  miscarriage  she 
was  in  attendance  by  a  physician,  a  friend  of  mine,  who  had 
seen  the  case  in  the  morning  but  could  not  be  found  in  the 
evening.  The  hemorrhage  had  been  slight  all  day,  but  had 
become  much  more  profuse  in  the  evening,  and  hence  the 
alarm.  I  communicated  with  the  attending  physician  (who 
had  returned  .to  his  residence  by  this  time)  and  was  requested 
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by  him  to  visit  the  case  for  him  that  night,  with  the  promise 
that  he  would  see  it  in  the  morning. 

On  my  arrival  at  the  house  I  found  that  there  had  been  con- 
siderable hemorrhage,  and  I  prepared  to  tampon  as  for  abor- 
tion. After  the  vagina  had  been  plugged  with  iodoform  gauze 
I  found  that  the  blood  continued  to  ooze  and  that  the  patient 
showed  signs  of  syncope.  I  at  once  removed  the  tampon, 
passed  my  hand  into  the  cervix  and  found  it  covered  by  pla- 
cental tissue.  As  the  bleeding  now  was  becoming  very  profuse 
I  attempted  to  rupture  the  membranes,  but  found  that  I  could 
nowhere  reach  the  membranes,  the  case  being  one  of  complete 
placenta  previa.  I  then  endeavored  to  pierce  the  placenta 
through  its  substance  with  my  finger  in  the  hope  of  making 
bipolar  version.  I  could  not  succeed  with  this,  as  the  placenta 
seemed  to  yield  to  my  finger  and  was  simply  pushed  up  higher 
into  the  uterus,  the  bleeding  becoming  still  more  profuse.  I 
found,  however,  that  moderate  internal  pressure,  associated 
with  firm  counter-pressure  externally  upon  the  uterus,  momen- 
tarily checked  the  bleeding.  As  the  patient  was  very  unruly 
and  begged  me  not  to  proceed  any  further,  I  took  advantage  of 
this  temporary  respite  and  sent  for  assistance,  in  the  meantime 
maintaining  the  position  of  my  hands  in  the  attitude  of  internal 
and  external  pressure.  When  my  assistant  arrived  I  had  him 
anesthetize  the  woman,  so  that  I  could  penetrate  higher  up- 
ward into  the  cavity  of  the  uterus  through  the  thick  placenta. 
Suddenly,  to  my  great  surprise,  after  a  hard  expulsive  pain,  the 
whole  placenta  was  thrust  into  my  han,d  by  the  uterus  and  I 
delivered  it  en  masse.  By  this  time  the  cervix  was  sufficiently 
dilated  so  that  I  could  gradually  introduce  my  hand,  and  in  a 
few  minutes  extracted  the  child  by  podalic  version.  The  child 
was  alive,  of  about  six  months'  gestation,  but  died  in  about  one 
hour  after  delivery.  The  mother  made  an  uninterrupted  recov- 
ery, without  the  slightest  evidence  of  post-partum  hemorrhage 
or  rise  in  pulse  and  temperature.  The  cervix  had  not  been 
torn  in  the  least,  and  with  the  exception  of  an  old  laceration, 
which  had  occurred  in  the  first  delivery  and  undoubtedly  was 
the  cause  of  the  subsequent  abortions,  there  was  nothing  abnor- 
mal in  appearance.  At  a  later  time  I  curetted  the  uterus  and 
repaired  the  laceration  with  apparent  perfect  restoration  of  the 
organ  to  its  normal  condition. 

A  somewhat  similar  case  has   been   recently   reported   by 
Charles  A.  Whitney.'     A  multipara  was  suddenly  seized  with 

'  New  York  Polyclinic,  1896. 
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labor  pains  attended  with  great  hemorrhage.  During  one  of 
these  pains  the  whole  placenta  (which  had  also  been  central) 
was  expelled  and  hemorrhage  ceased.  As  the  labor  pains  had 
also  ceased  restoratives  were  applied  and  later  the  child  was 
extracted.     This  woman  also  made  a  good  recovery. 

The  other  methods  of  separating  the  placenta,  as  proposed 
by  Barnes,  Cohen,  Murphj^,  and  others,  chiefly  applicable  to 
lateral  implantations,  are  under  certain  conditions  valuable  as 
auxiliary  measures.  They  certainl}^  cannot  be  regarded  as  a 
mode  of  treatment  per  se,  for  clinical  experience  has  proven 
sufficiently  that  the  hemorrhage  frequently  continues  unabated 
in  spite  of  the  detachment. 

For  the  purpose  of  converting  a  central  into  a  lateral  implan- 
tation, pushing  the  placenta  aside  in  order  to  reach  the  mem- 
branes or  to  allow  the  head  to  descend  into  the  os,  this  method 
in  conjunction  with  the  others  previouslj^  mentioned  may  often 
serve  a  useful  purpose  if  the  anatomical  relations  of  the  pla- 
centa to  the  cervix  have  been  previously  well  studied. 

Before  concluding  this  chapter  it  might  be  of  interest  to 
describe  a  novel  procedure  by  Nyhoff,'  of  Amsterdam,  in  the 
treatment  of  placenta  previa  centralis.  After  having  made 
the  observation  that  the  amnion  is  but  loosely  attached  to  the 
placenta,  and  in  order  to  prevent  the  placenta  from  being 
drawn  away  during  the  process  of  retraction  of  the  uterus,  he 
proposes  to  pierce  the  placenta,  strip  off  the  amnion  during  the 
dilating  period,  and  thus  enable  it  to  follow  the  changes  in  the 
uterine  walls.  During  a  pain  the  amniotic  sac  bulges  into 
the  rent  of  the  placenta,  which  is  gradually  widened  until  the 
child  is  born  spontaneously.  If  the  amnion  is,  however,  very 
friable  or  too  firmly  adherent,  he  prefers  delivery  by  the  com- 
bined method  with  extraction  of  the  leg.  He  claims  for  it  the 
following  advantages:  (1)  it  does  not  interfere  with  the  natu- 
ral progress  of  labor,  as  do  rupture  of  the  membranes  and  com- 
bined version;  (3)  it  may  be  combined  with  aseptic  tamponing; 
(3)  no  anesthetic  is  necessary;  (4)  it  removes  the  temptation  of 
rapid  extraction,  (5)  and  hence  prevents  cervical  lacerations. 
It  is  indicated  in  placenta  previa  centralis  when  the  os  permits 
the  introduction  of  two  fingers  and  the  pains  are  not  weak. 
It  is  contraindicated  in  placenta  previa  lateralis  and  when  pains 
are  absent. 

Summanj. — The   tampon  is  indicated:  (1)   in  hemorrhage 
toward  end  of  pregnancy;  (2)  in  the  beginning  of  labor  when 
'  Monatsschrift  fiir  Geburtshiilfe  und  Gynakologie,  vol.  iv. 
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the  OS  is  closed;  (3)  in  moderate  dilatation  of  the  cervix — then 
use  cervical  tampon.  Contraindicated:  (1)  when  dilatation  is 
complete  or  nearly  complete;  (2)  when  it  fails  to  arrest  hemor- 
rhage, even  when  dilatation  is  not  far  advanced. 

Rupture  of  the  membrafies  is  indicated:  (1)  when  the  os  is 
well  dilated  and  either  spontaneous  labor  or  artificial  delivery- 
may  occur;  (2)  when  by  this  method  hemorrhage  is  better  con- 
trolled than  by  other  means;  (3)  when  in  the  absence  of  labor 
pains  it  will  be  followed  by  immediate  pressure  of  the  present- 
ing part.  Contraindicated:  (1)  when  os  is  undilated  and  pains 
good;  (2)  in  faulty  presentation  of  the  fetus,  unless  it  can  be 
followed  immediately  by  version. 

Version  is  indicated:  (1)  when  the  os  will  admit  two  fingers 
and  combined  version  can  readily  be  done — Braxton  Hicks^ 
method;  (2)  when  the  os  is  well  dilated  or  dilatable  and  hemor- 
rhage is  profuse — direct  or  internal  version;  (3)  in  desperate 
cases — accouchement  force.  Contraindicated:  (1)  when  with  a 
moderately  dilated  os  combined  version  cannot  be  skilfully 
done  (the  cervical  tampon);  (2)  when  with  a  well-dilated  os, 
after  rupture  of  the  membranes,  the  head  immediately  engages 
in  the  cervix. 

In  all  cases  strict  supervision  from  the  onset  of  labor  to  the 
end  of  delivery. 

733  Laurel  street. 


FIFTY-TWO  CASES  ILLUSTRATING  IklY  PERSONAL  EXPERIENCE 

WITH  THE   MEDICAL   AND  SURGICAL  TREATMENT 

OF  APPENDICITIS.' 


BY 

GEORGE  S.   PECK,  M.D., 

Consulting  Surgeon,  Youngstown  City  Hospital, 
Youngstown,  Ohio. 


Although  there  has  been  already  much  written  and  said 
upon  the  subject  of  appendicitis,  it  should  still  remain  open 
and  be  most  freely  and  thoroughly  discussed.  My  apology  for 
reporting  the  following  cases  is  that  I  believe  it  is  the  duty 
of  every  physician  to  report  his  cases  (unsuccessful  as  well 
as  successful),  in  order  that  individual  experience  may    give 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  nth  to  30th,  1897. 
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correct  statistics.  While  it  has  been  well  established  that  ap- 
pendicitis is  one  of  the  most  important  as  well  as  one  of  the  most 
treacherous  diseases  the  physician  has  to  encounter,  and  it  is  also 
undisputed  that  it  is  the  cause  of  more  deaths  than  any  other 
acute  abdominal  disease,  yet  a  fact  still  to  be  emphasized  is 
the  cry  of  inflammation  of  the  bowels,  which  part  of  the  pro-- 
fession  seem  so  slow  to  recognize  as  appendicitis.  The  diagno- 
sis should  not  be  dif3&cult.  There  are  four  cardinal  symptoms 
which,  if  occurring  in  the  order  given  below,  will  almost  in- 
variably insure  a  correct  diagnosis :  first,  sudden  severe  pain  in. 
the  abdomen,  generall}"  of  a  colicky  nature,  located  in  any  part 
or  extending  over  the  entire  abdomen;  second,  always  nausea 
and  frequently  vomiting;  third,  increased  temperature;  and 
fourth,  localized  tenderness  in  the  right  iliac  region.  Some 
patients  will  have  diarrhea;  others  may  be  constipated.  And 
it  is  not  essential  to  find  a  large  mass  or  rigidity  of  the  rectus 
muscle  in  order  to  confirm  the  diagnosis.  In  my  own  experi- 
ence I  have  never  failed  to  make  a  correct  diagnosis  when  the- 
four  cardinal  symptoms  were  present. 

That  an  earlj-  operation  is  to  be  advised  goes  without  saying. 
Surgeons  differ  in  the  methods  of  operating.  Some  advise,  in 
the  acute  suppurative  form,  simple  incision  and  evacuation  of 
pus.  If  the  appendix  cannot  be  easily  found,  leave  it,  drain: 
and  pack;  then  in  the  interval  between  attacks  remove  the 
appendix,  always  providing  one  can  get  the  consent  of  the 
patient,  which  I  have  found  to  be  extremely  diflQcult.  A  few 
surgeons  advise  the  liberating  of  all  adhesions  and  the  removal 
of  the  appendix  in  all  cases  of  acute  suppurative  appendicitis, 
and  they  report  good  results.  We  all  know  that  each  case  is  a 
law  unto  itself,  and  yet  I  believe  it  is  the  duty  of  every  surgeon 
to  make  a  complete  operation  in  the  vast  majority  of  cases.  We 
are  certainly  called  to  patients  at  the  eleventh  hour  where  it 
is  necessary  to  do  a  life-saving  operation,  but  they  are  becom- 
ing more  and  more  rare,  and  I  believe  the  time  is  not  far  dis- 
tant when  all  surgeons  will  advise  the  breaking-up  of  all  adhe- 
sions, the  removal  of  every  diseased  appendix,  and  the  closing- 
of  the  incision,  as  we  do  now  in  the  operation  for  pyosalpinx 
as  advised  by  Morris,  Price,  and  McMurtry.  In  my  last  three 
cases  I  have  followed  that  method  and  the  results  have  been 
far  beyond  my  expectations.  In  each  case  pus  was  evacuated^ 
the  cavity  cleansed  with  hydrogen  peroxide  and  distilled  water,, 
and  the  entire  abdominal  cavity  thoroughly  flushed,  a  glass 
drainage  placed  down  to  the  stump,  and  the  incision  closed. 
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Two  of  the  cases  were  discharg:ed  in  three   and  one  in  four 
weeks. 


iD^ 


Case  I. — E.  W.,  set,  6,  male,  residence  Youngstown,  Ohio. 
Was  taken  sick  May  19th,  1891  ;  sudden  severe  pain,  nausea 
and  vomiting,  increased  temperature,  and  localized  tender 
mass  in  right  iliac  region;  medical  treatment  for  eight  days. 
Operation  May  27th,  1891;  lateral  incision;  about  a  teacupful 
of  thick  pus  evacuated;  appendix  not  removed;  irrigation,  drain- 
age, and  gauze  packing;  discharged.    Recovered  in  five  weeks 

Case  II. — J.  G.,  male,  set.  17,  clerk  in  grocery  store,  resi- 
dence Youngstown.  Ohio.  After  lifting  a  barrel  of  sugar  Oc- 
tober 7th,  1892,  he  complained  of  sadden  severe  pain  in  the 
abdomen,  nausea  and  vomiting,  increased  temperature,  and 
localized  tenderness  in  the  right  iliac  region.  Was  treated  for 
typhoid  fever  until  October  24th,  when  I  was  asked  to  see  him 
in  consultation.  Patient  was  lying  in  bed  with  both  knees 
flexed,  abdomen  very  tympanitic,  temperature  102°,  pulse  100, 
with  a  well-defined  tender  mass  in  the  right  iliac  region.  Ope- 
ration advised  and  urged,  consent  withheld  until  October  27th; 
lateral  incision;  about  a  pint  of  fecal  smelling  pus  evacuated; 
appendix  not  removed;  cavitj^  irrigated,  drained,  and  packed 
with  gauze;  temperature  and  pulse  dropped  to  normal.  Fecal 
fistula  on  third  day.  The  eleventh  day  after  operation,  com- 
plained of  pain  in  left  iliac  region.  Continued  to  grow  worse 
until  the  sixteenth  day,  when,  with  the  abdomen  very  much 
distended,  temperature  103°,  pulse  180,  I  opened  the  abdomen 
with  a  median  incision  and  evacuated  about  a  quart  of  sero- 
purulent  fluid;  abdominal  cavity  thoroughly  irrigated,  drained, 
and  packed.  Reacted  well,  and  did  nicely  until  the  twenty-sec- 
ond day.  Death  on  the  twenty-fourth  day  after  the  first  ope- 
ration. 

Case  III. — F.  M.,  aet.  30,  married,  American,  residence 
Warren,  Ohio.  Patient  of  Dr.  Sherwood.  Sudden  severe  ab- 
dominal pain,  nausea,  increased  temperature,  and  localized  ten- 
derness in  right  iliac  region,  February  1st,  1893;  medical 
treatment;  was  able  to  be  out  and  attend  to  business  February 
15th.  February  18th,  severe  chill,  temperature  105°,  pulse  120. 
Seen  in  consultation  9  a.m.  February  19th;  temperature  nor- 
mal, pulse  80,  abdomen  slightly  distended,  and  there  was  a 
well-defined  tender  mass  in  the  right  iliac  region.  Operation 
2  P.M.  February  19th;  lateral  incision;  about  a  teacupful  of 
thick,  fecal-smelling  pus  evacuated;  appendix  not  removed; 
irrigated,  drained,  and  packed  with  gauze.  Fecal  fistula  on 
fourth  day.  Made  a  good  recovery,  with  fistula  closed,  in  six 
weeks. 

Case  IV. — Mrs.  C  R.,  set.  23,  residence  Girard,  Ohio. 
Patient  of  Dr.  Warren.  Pregnant  about  six  months.  Was 
taken  suddenly  ill  with  symptoms  of  appendicitis  April  8th, 
1893.  Seen  in  consultation  April  13th;  severe  pain,  with  a  well- 
defined  tender  mass  in  right  iliac  region;  temperature  102°, 
pulse  IIG.    Operation  4  p.m.  April  14th;  lateral  incision;  no  pus; 
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an  enlarged,  inflamed  appendix  removed;  incision  closed  with 
silkworm  gut;  premature  labor  on  tenth  day  after  operation. 
Good  recovery. 

Case  V. — S.  McC. ,  aet.  40,  married,  occupation  puddler,  resi- 
dence city.  June  23d,  1893,  sudden  severe  pain  over  entire 
abdomen,  nausea  vomiting,  increased  temperature,  and  local- 
ized tenderness  in  right  iliac  region.  I  was  called  June  27th. 
He  was  suffering  pain;  right  rectus  muscle  very  rigid;  tempe- 
rature 100°,  pulse  SO,  and  a  very  tender  mass  in  the  right  iliac 
region:  medical  treatment.  At  10  a.m.  June  29th  patient  seemed 
much  better;  temperature  99°,  pulse  60.  11 :30,  severe  chill  last- 
ing over  one  hour;  severe  pain  over  entire  abdomen;  abdomen 
tympanitic  and  tender  upon  pressure;  expression  anxious,  tem- 
perature 102°,  pulse  100;  removed  to  Citj'  Hospital.  Operation 
at  2  P.M.  June  29th;  lateral  incision;  fecal-smelling  pus  evacu- 
ated; appendix  not  removed;  irrigation,  drainage,  and  gauze 
packing.     Recovery  uneventful. 

Case  VI. — W.  B.,  set.  26,  male,  married,  steel  worker,  resi- 
dence Brier  Hill,  Ohio.  Patient  of  Dr.  H.  E.  Blott.  Was  ta- 
ken sick  at  3  a.m.  December  8th,  1893.  Sudden  severe  pain 
in  region  of  umbilicus,  nausea,  vomiting,  increased  tempera- 
ture, and  localized  tenderness  in  right  iliac  region ;  saline 
treatment.  I  was  asked  to  see  him  in  consultation  at  9  a.m. 
December  9th.  Abdomen  tympanitic,  with  rigidity  of  right 
rectus  muscle  and  exquisite  tenderness  in  right  iliac  region, 
temperature  101°,  pulse  100.  Continued  saline  treatment. 
Operation  at  City  Hospital  December  l-4th;  oblique  incision 
over  most  prominent  part  of  mass;  about  four  ounces  of  pus 
evacuated;  appendix  not  removed;  irrigation,  drainage,  and 
gauze  packing.  Pneumonia  in  right  lung  on  sixth  day.  The 
incision  was  reopened  twice,  and  from  two  to  four  drachms  of 
pus  evacuated  each  time.  Recovery  slow  but  good.  Was  in 
the  hospital  sixtj'-three  days.     Ventral  hernia  one  year  later. 

Case  VII. — B.  C,  set.  24,  male,  single,  laborer,  residence 
Niles,  Ohio.  Patient  of  Dr.  A.  J.  Leitch.  December  1st, 
1893,  usual  symptoms  of  appendicitis.  Medical  treatment  until 
December  21st,  when  I  saw  him  in  consultation.  A  large,  fluc- 
tuating mass  in  right  iliac  region,  extending  almost  to  the  um- 
bilicus; temperature  102°,  pulse  100.  Operation  4  p.m.  De- 
cember 21st;  incision  over  the  most  prominent  part  of  mass; 
about  three  pints  of  pus  evacuated;  appendix  not  removed; 
irrigation,  drainage,  and  gauze  packing.  Recovery  uninter- 
rupted. 

Case  VIII.'— L.  H.,  set.  26,  female,  single,  residence  War- 
ren, Ohio.  Patient  of  Dr.  Sabin.  Operation  during  inter- 
val between  attacks,  three  months  after  first  attack.  Opera- 
tion 10  A.M.  July  26th,  1894,  at  Youngstown  City  Hospital; 
incision  over  cecum;  appendix,  buried  in  mass  of  dense  adhe- 
sions, was  removed;  incision  closed  with  silkworm  gut.  Pa- 
tient did  well  until  sixth  day,  when  symptoms  of  obstruction 

"  Cases  8,  9, 10, 11,  and  12  were  reported  in  full  at  the  Toronto  meeting  and 
in  the  Annals  of  Gynecology  and  Pediatrics. 
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developed.  August  1st,  incision  reopened,  obstruction  liberated. 
Fecal  fistula  on  second  day.  Slow  but  good  recovery  after 
being  in  hospital  fifty-five  days.  September  1st,  1895,  fecal 
fistula  is  still  open. 

Case  IX. — D.  McN.,  set.  32,  male,  married,  puddler.  residence 
city.  Patient  of  Dr.  J.  J.  Thomas.  Was  taken  sick  at  3  a.m. 
July  23d.  1894.  Tj^pical  symptoms  of  appendicitis.  Opera- 
tion at  City  Hospital  5:30  p.m.  Julj"  2Gth:  oblique  incision; 
pus  evacuated,  appendix  removed;  irrigation,  drainage,  and 
gauze  packing.     Recovery  uninterrupted. 

Case  X. — G-.  H.,  set.  27,  male,  married,  painter,  residence 
city.  Patient  of  Dr.  A.  M.  Clark.  Tj'pical  symptoms  of  ap- 
pendicitis Jul}"  :i4th,  1894.  Operation  at  City  Hospital  10  a.m. 
July  27th;  oblique  incision  over  cecum;  a  ver}-  large  appendix, 
containing  pus,  was  removed;  gauze  drainage;  incision  closed 
with  silkworm  gut.     Recovery  uninterrupted. 

Case  XI. — G.  L.,  set.  13,  female,  single,  residence  city. 
Patient  of  Dr.  H.  E.  Blott.  I  was  asked  to  see  her  in  consul- 
tation at  10  P.M.  July  27th,  1894.  on  eighth  day  of  illness. 
She  had  a  severe  chill  during  the  night,  temperature  I00f°, 
pulse  112.  At  10  P.M.  temperature  102|,  pulse  120,  abdomen 
tympanitic,  face  flushed,  tongue  dry,  and  she  was  very  rest- 
less. Examination  revealed  a  fluctuating  tumor  in  right  iliac 
region.  Operation  at  midnight  at  City  Hospital;  oblique 
incision:  nearlj^  a  quart  of  pus  evacuated:  appendix  gan- 
grenous its  entire  length,  detached  froin  cecum  and  washed 
out  during  irrigation  ;  there  was  also  a  large  gangrenous  spot 
on  posterior  surface  of  cecum;  thorough  irrigation,  drainage, 
and  gauze  packing.  Death  from  septic  peritonitis  sixty-five 
hours  after  operation.  Autopsy:  extensive  adhesions  through- 
out the  abdominal  cavity;  cavity  filled  with  pus;  almost  the 
entire  posterior  surface  of  cecum  gangrenous. 

Case  XII. — L.  L.,  set.  33,  male,  single,  merchant,  resi- 
dence Girard,  Ohio.  Patient  of  Dr.  Brooks.  Sudden  severe 
pain  in  abdomen  at  10  a.m.  August  27th,  1894,  followed  by 
nausea,  vomiting,  increased  temperature,  and  localized  tender- 
ness in  the  right  iliac  region.  I  was  asked  to  see  him  in  con- 
sultation at  8  P.M.  August  29th.  He  was  slightly  delirious, 
had  an  anxious  expression,  dry  tongue,  and  slightly  accelerated 
respiration;  temperature  99f,  pulse  116;  abdomen  moderately 
flat  on  left  side,  with  some  fulness  and  exquisite  tenderness  in 
right  iliac  region.  Operation  at  midnight  August  29th;  lateral 
incision:  four  ounces  of  pus  evacuated;  appendix  removed; 
appendix  perforated  midway  between  distal  and  cecal  end, 
contained  pus  and  a  large  fecal  concretion;  irrigation,  drain- 
age, and  gauze  packing.  Death  from  septic  peritonitis  twenty- 
seven  hours  after  operation.  Autopsy:  intestines  matted 
together,  and  a  large  quantity  of  pus  in  the  abdominal  cav- 
ity. 

Case  XIII. — C.  L. ,  set  25,  male,  colored,  single,  residence 
city.  Case  occurred  in  the  practice  of  Dr.  M.  S.  Clark.  Pa- 
tient was  taken  suddenly  ill  with  severe  pain  in  the  abdomen 
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at  3  A.M.  September  10th,  1894.  There  was  nausea  aud  vomit- 
ing, and  during  the  afternoon  the  pain  became  locahzed  in  the 
right  iliac  region.  Dr.  Clark  was  called  at  5  p.m.  September 
12th.  At  2  P.M.  September  13th  I  was  asked  to  see  him  in 
consultation.  I  found  him  with  both  knees  flexed;  abdomen 
tympanitic  and  very  tender  upon  the  slightest  pressure;  expres- 
sion anxious;  tongue  heavily  coated  but  moist;  temperature 
102°,  pulse  128.  Operation  at  3  p.m.  September  13th;  lateral 
incision;  a  large  quantit}'-  of  pus  evacuated;  the  appendix,  gan- 
grenous its  entire  length,  was  removed,  adhesions  all  broken 
up,  cavity  thoroughly  irrigated,  drained,  and  packed.  Death 
four  hours  after  operation.  Autopsy  revealed  general  septic 
peritonitis,  a  large  portion  of  omentum  gangrenous  and  adhe- 
rent to  cecum. 

Case  XIV.— Mrs.  E.  P.,  set.  30,  residence  Niles,  Ohio. 
Patient  of  Dr.  C.  C.  Williams.  Right  pyosalpinx  involving 
the  appendix.  First  attack  of  appendicitis  September,  1891; 
was  confined  to  bed  about  two  weeks.  August  23d,  1894,  she 
complained  of  sudden  severe  pain  in  the  abdomen,  followed  by 
nausea,  increased  temperature,  and  localized  tenderness.  She 
improved  under  medical  treatment,  and  was  able  to  consult 
me  at  my  office  September  11th.  Examination  revealed  an  en- 
larged, retro  verted,  and  prolapsed  uterus  and  a  large,  sensitive 
mass  completely  filling  the  right  pelvis.  By  a  bimanual  exam- 
ination I  could  outline  a  large,  sausage- shaped  mass  connected 
with  the  uterus  on  right  side;  temperature  102°,  pulse  104. 
Diagnosis,  right  pyosalpinx  involving  the  appendix.  Operation 
at  City  Hospital  September  loth,  1894;  median  incision;  small 
intestines  matted  together  and  adherent  to  parietal  peritoneum. 
In  liberating  adhesions  a  sac  containing  about  eight  ounces  of 
pus  was  ruptured;  cavity  thoroughly  irrigated.  In  liberating 
the  matted  intestines,  which  involved  between  three  and  four 
feet,  I  discovered  a  complete  rupture  of  the  ileum  about 
fifteen  inches  from  the  iliac  cecal  valve;  an  end-to-end  anasto- 
mosis with  a  medium-sized  Murphy  button.  Neither  appendix 
nor  right  pyosalpinx  was  removed.  Thorough  irrigation,  drain- 
age tube  placed  in  position,  and  incision  closed  with  silkworm 
gut.  Shock  pronounced,  pulse  160.  Button  passed  on  the 
twenty-second  day,  and  patient  left  the  hospital  on  thirty-third 
day  after  operation. 

Case  XV. — A.  J.,  set.  18,  female,  single,  residence  Niles, 
Ohio.  Patient  of  Dr.  A.  J.  Leitch.  October  18th,  1894,  sudden 
severe  pain  in  abdomen,  nausea,  vomiting,  increased  tempera- 
ture, and  localized  tenderness  in  the  right  iliac  region.  Opera- 
tion October  22d;  lateral  incision;  appendix  enlarged,  inflamed, 
and  gangrenous  at  distal  end,  was  removed;  small  gauze 
drainage;  incision  closed  with  silkworm  gut.  Recovery  unin- 
terrupted. 

Case  XVI. — J.  E.,  set.  47,  male,  married,  residence  Hub- 
bard, Ohio.  Patient  of  Dr.  McMurray.  Was  taken  suddenly 
ill  November  oth,  1894.  Sudden  severe  pain  in  the  abdomen, 
nausea   and   vomiting,   temperature   103°,   pulse   120.     Usual 
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medical  treatment  until  November  12th,  when  I  saw  him  in 
consultation.  A  well  defined  tender  mass  in  the  right  iliac 
region,  temperature  normal,  pulse  SO.  Operation  3  p.m.  No- 
vember 12th;  lateral  incision;  about  a  teacupful  of  fecal-smell- 
ing pus  evacuated  and  a  gangrenous  appendix  removed ;  irri- 
gated, drained,  and  packed  with  gauze.  Fecal  fistula  on  fifth 
day;  fistula  entirely  closed  at  the  end  of  the  sixth  week. 
Patient  discharged  cured. 

Case  XVII. — W.  H..  set.  22,  male,  married,  residence 
city.  Patient  of  Dr.  J.  E.  Cone.  Was  taken  sick  January 
16th,  1895.  Typical  symptoms  of  appendicitis.  Operation  at 
Cit}^  Hospital  January  18th;  lateral  incision;  a  gangrenous, 
perforated  appendix  removed;  irrigated,  drained,  and  packed 
with  gauze.     Recovery  uninterrupted. 

Case  XVIII. — T.  D..  ?et.  14,  male,  residence  city.  Patient 
of  Dr.  B.  F.  Hawn.  June  13th,  1895,  typical  symptoms  of  ap- 
pendicitis ;  was  at  once  placed  upon  medical  treatment.  June 
17th,  tenderness  in  the  right  iliac  region  gradually  disappear- 
ing. June  18th,  could  outline  a  mass  in  right  iliac  region.  June 
21st,  a  second  mass  to  the  left  of  the  median  line  was  discov- 
ered. June  24th,  has  had  continued  high  temperature  ;  the 
mass  in  the  right  side  decreased  in  size,  while  the  one  in  left 
continued  increasing.  Seen  in  consultation  at  9  A.M.June  27th; 
mass  in  left  side  was  quite  large  and  fluctuating.  Operation 
at  City  Hospital  at  3  p.m.;  lateral  incision  over  cecum;  a  small 
quantit}'  of  fecal-smelling  pus  evacuated;  after  irrigation  the 
adhesions  were  liberated,  a  gangrenous  appendix  removed,  and 
about  a  pint  of  sero-purulent  fluid  evacuated  from  mass  in  left 
side;  thorough  irrigation,  drainage,  and  gauze  packing.  Made 
a  good  recovery;  discharged  five  weeks  after  operation. 

Case  XIX.— E.  B..  vet.  13,  male,  residence  Girard,  Ohio. 
Patient  of  Dr.  Williams.  Beginning  of  attack  July  4th,  1895; 
sudden  severe  pain,  nausea,  vomiting,  increased  temperature, 
and  localized  tenderness.  July  8th,  severe  chill;  Dr.  Williams 
was  called:  temperature  102°.  pulse  110;  bowels  had  not  moved 
for  five  da3^s,  and  there  was  a  well-defined  tender  mass  in  right 
iliac  region;  saline  cathartics  ordered;  evening  temperature 
103°,  pulse  124;  all  symptoms  much  worse.  I  saw  him  in  con- 
sultation at  6  A.M.  July  9th;  advised  and  urged  immediate 
opez'ation;  consent  withheld;  advised  medical  treatment,  but 
gave  an  unfavorable  prognosis  :  evening  temperature  103°, 
pulse  168.  6  A.M.  July  10th,  temperature  102°,  pulse  150;  abdo- 
men tympanitic;  general  symptoms  worse;  evening  temperature 
102\  pulse  152.  July  11th,  temperature  100°.  pulse  120;  bowels 
moved  freely  six  times  during  the  night  July  12th  to  20th, 
temperature  normal,  pulse  ranged  from  98  to  108.  abdominal 
symptoms  improved  every  day.  July  20th  to  2;)d.  pain,  tympa- 
nites, and  increased  temperature  returned.  At  4  p.m.  Jul}'  23d 
I  was  asked  to  see  him  again  and  to  come  prepared  to  operate. 
On  account  of  surroundings,  together  with  ignorance  of  parents, 
I  refused  to  operate  unless  he  be  sent  to  the  City  Hospital. 
Operation  at  9  p.m.  July  23d;  lateral  incision;  pus  evacuated. 
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adhesions  broken  up,  and  the  appendix,  gangrenous  and  per- 
forated, was  removed;  a  large  gangrenous  spot  in  the  ileum 
discovered,  about  six  inches  of  bowel  resected,  and  an  end-to- 
end  anastomosis  with  the  Murphy  button  was  made;  thorough 
irrigation,  drained,  and  packed.  Fecal  fistula  on  third  day, 
entirely  closed  on  twentieth  day;  button  passed  on  thirteenth 
day.     Recovery  slow  but  good ;  ventral  hernia. 

Case  XX. — F.  H.,  set.  10,  male,  residence  city.  Patient  of 
Dr.  H.  E.  Blott.  Was  taken  sick  September  8th,  1895  ;  pain, 
nausea,  vomiting,  increased  temperature,  and  localized  tender- 
ness in  right  iliac  region  ;  saline  treatment  ordered.  I  saw 
him  in  consultation  September  13th.  Found  typical  symptoms 
of  appendicitis;  a  well-defined  tender  mass  between  the  short 
ribs  and  crest  of  ilium,  its  lower  margin  on  a  level  with  the 
anterior  superior  spinous  process  of  ilium.  Operation  at  City 
Hospital  10  A.M.  September  14th  ;  incision  over  the  most  promi- 
nent part  of  mass  ;  fecal-smelling  pus  evacuated  and  two 
large  fecal  concretions  removed  ;  appendix  not  removed  ;  irri- 
gated, drained,  and  packed.     Good  recovery. 

Case  XXI. — E.  C,  £et.  18.  male,  residence  Hubbard,  Ohio. 
Patient  of  Dr.  McMurray.  Typical  symptoms  November  24th, 
1895  ;  medical  treatment  ;  saline  cathartics  until  free  catharsis  ; 
morphia  sulphate  to  relieve  pain.  Seen  in  consultation  Novem- 
ber 27th ;  localized  pain  in  right  iliac  region,  very  tender  upon 
pressure  ;  was  at  once  removed  to  the  Youngstown  City  Hos- 
pital. Operation  10  a.m.  November  28th;  lateral  incision;  a 
small  quantity  of  thin,  white  fluid  evacuated ;  gangrenous  ap- 
pendix removed;  irrigated,  drained,  and  packed.  Recovered, 
and  left  the  hospital  five  weeks  after  operation. 

Case  XXII. — M.  D  ,  set.  25,  widow,  occupation  bookkeeper, 
residence  Niles,  Ohio.  Patient  of  Dr.  A.  J.  Leitch.  Decem- 
ber 6th,  1895,  sudden  severe  pain  in  abdomen,  followed  by 
typical  symptoms  of  appendicitis.  Dr.  Leitch  was  called  De- 
cember 7th  Patient  placed  upon  medical  treatment.  Opera- 
tion 10  A.M.  December  16th;  lateral  incision;  a  teacupful  of  pus 
evacuated;  two  fecal  concretions  and  the  gangrenous  perforated 
appendix  removed.     Recovery  good. 

Case  XXIII.— Mrs.  S.  D.,  set.  24,  residence  Niles,  Ohio. 
Patient  of  Dr.C  C.  Williams.  History:  youngest  child  1  year 
old  ;  had  first  attack  two  months  before  birth  of  last  child  ; 
was  confined  to  bed  three  months  ;  has  nor  been  well  since 
November,  1894;  had  an  attack  of  severe  pain  in  the  abdo- 
men, followed  by  nausea,  vomiting,  increased  temperature, 
and  localized  tenderness  in  right  iliac  region,  January  14th, 
1896.  I  saw  her  in  consultation  January  17th;  there  was  a 
well-defined  tender  mass  in  the  right  iliac  region.  Vaginal 
examination:  a  large  mass  in  both  right  and  left  pelves.  Dia- 
gnosis, double  pyosalpinx  involving  the  appendix.  Operation 
at  her  residence  at  10  a.m.  January  19th;  median  incision;  a 
large  appendix,  bound  down  by  adhesions  and  containing  pus, 
was  removed  first:  the  appendages  were  bound  down  by  firm  ad- 
hesions, and  both  tubes  contained  a  large  quantity  of  pus.     I  had 
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just  cut  away  the  last  tube  and  ovary  when  the  patient  became 
pulseless  and  went  into  collapse;  the  abdomen  was  hurriedly 
flushed  with  hot  distilled  water,  a  dramage  tube  placed  in  posi- 
tion, the  pelvis  packed  with  gauze,  and  the  incision  closed  with 
three  silkworm-gut  sutures.  Patient  was  put  in  bed  almost 
pulseless,  external  heat  was  applied,  and  strychnia,  digitalis, 
and  nitroglycerin  freely  given  hy podermatically ;  she  reacted 
in  about  five  hours  and  made  a  slow  but  good  recovery. 

Case  XXIV. — A.  L.,  set.  30,  male,  residence  city.  Patient 
of  Drs.  J.  H.  Bennett  and  B.  F.  Hawn.  Severe  pain  in  right 
iliac  region,  with  nausea  and  slight  fever,  lasting  about  twelve 
hours,  December  1st,  1895.  January  29th,  1896,  had  a  severe 
chill  followed  by  pain  in  the  right  iliac  region;  vomiting, 
increased  temperature,  and  localized  tenderness;  medical  treat- 
ment ordered.  Patient  was  removed  to  the  Youngstown  City 
Hospital  Februar}^  9th,  and  I  was  asked  to  see  him  in  con- 
sultation February  10th;  abdomen  tympanitic  and  hard; 
marked  dulness  and  very  tender  in  right  iliac  region;  expres- 
sion anxious,  tongue  dry,  and  the  right  parotid  gland  as  large 
as  a  fair-sized  lemon;  temperature  101°,  pulse  13<'.  Operation 
at  12:30  p.m.;  lateral  incision  over  cecum;  a  large  quantity  of 
pus  evacuated;  appendix  not  removed;  irrigated,  drained,  and 
packed  with  gauze.  Discharged,  recovered,  six  weeks  after 
operation. 

Case  XXV. — E  H.,  set.  24,  male,  married,  residence  city. 
Patient  of  Drs  R.  H.  Montgomery  and  A.  M.  Clark.  First 
attack  August,  1893,  lasting  ten  days;  second  attack  October, 
1895,  lasting  one  week;  third  attack  December,  1895,  ten  days' 
duration.  February"  14th,  1890.  complained  of  slight  colicky 
pains  in  the  abdomen;  2  a  m.,  February  15th,  pains  severe,  nau- 
sea and  vomiting;  9  A.M.,  increased  temperature  and  localized 
tenderness  in  the  right  iliac  region.  Seen  in  consultation  at  2 
P.M.  February  16th;. temperature  99f°;  pulse 96.  full  and  bound- 
ing; tongue  heavily  coated;  upon  deep  pressure  a  very  tender 
mass  could  be  outlined  in  the  right  iliac  region.  An  immediate 
operation  was  advised,  bvit  the  family  would  not  consent.  He 
seemed  to  improve  until  February  20th,  when  all  symptoms  in- 
creased in  severity;  temperature  103°,  pulse  100.  Operation  at 
4  P.M.  February  20th;  usual  lateral  incision;  a  small  amount  of 
fecal-smelling  pus  evacuated;  a  large  fecal  concretion  removed; 
appendix  not  removed  ;  irrigated,  drained,  and  packed  with 
gauze.     Recovery  uninterrupted. 

Case  XXVI.— Mrs.  C.  B.,  set.  30,  residence  Girard,  Ohio. 
Patient  of  Dr.  Williams.  February  16th,  1896,  pain  in  region 
of  stomach,  nausea  but  no  vomiting,  temperature  normal, 
pulse  100;  salines  ordered.  February  17th,  had  a  severe 
chill  during  the  night,  pain  more  severe,  localized  tenderness 
in  the  right  side,  temperature  105",  pulse  160.  February 
18th,  bowels  moved  freely  during  the  night;  very  much  im- 
proved; temperatvire  101°,  pulse  100.  Seen  in  consultation 
February  22d.  Patient  was  lying  in  bed  with  both  knees 
flexed;  abdomen  very  much  distended  and  hard:  rigidity  of 
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right  rectus  muscle  and  exquisite  tenderness  in  the  right  iliac 
region;  temperature  100°,  pulse  lOS.  Operation  at  Youngs- 
town  City  Hospital  1  p.m.  February  33d;  lateral  incision  over 
cecum;  about  four  ounces  of  pus  evacuated;  adhesions  broken 
up,  liberating  a  quantity  of  sero-purulent  fluid;  appendix 
gangrenous  and  perforated,  removed;  cecum  gangrenous  in 
spots.  Thorough  irrigation  of  entire  abdominal  cavity,  drained 
and  packed.  Death  forty  hours  after  operation.  Autopsy  : 
abdominal  cavity  walled  off  by  recent  adhesions;  no  fluid 
in  the  cavit}-;  cecum  slightly  distended  and  gangrenous  near 
the  colon  extremity;  ascending  colon  dark  bluish  color,  extend- 
ing about  eight  inches  from  cecum;  stump  of  appendix  healthy 
and  in  good  condition. 

Case  XXVII. — M,  J.  A.,  set.  42,  male,  married,  occupation 
manufacturer,  residence  citj".  Patient  had  diarrhea  three 
weeks  preceding  attack.  Complained  of  some  pains  at  bed- 
time August  36th,  18^16.  I  was  called  to  see  him  at  4  a.m. 
August  37th;  complained  of  pain  over  the  entire  abdomen, 
not  acute  or  colicky,  but  more  like  a  heavj-  pressure.  Gave 
calomel  and  podophjdlin.  At  noon  pain  more  severe,  nausea 
and  vomiting,  pulse  7(3,  temperature  normal;  saline  cathartics 
ordered.  6  p.m.,  temperature  lOi.  pulse  76.  7  a.m.  August 
38th,  had  a  fairly  comfortable  night:  bowels  moved  freely; 
pain  in  the  abdomen  relieved;  slight  soreness  in  right  iliac  re- 
gion; deep  pressure  did  not  produce  acute  pain;  gave  two 
ounces  of  castor  oil:  four  large  fecal  passages.  6  p.m.,  tem- 
perature 103°,  pulse  80.  Diagnosis  :  catarrhal  appendicitis 
with  a  possibility  of  typhoid  fever.  He  was  placed  upon  the 
antiseptic  and  eliminative  treatment  of  typhoid  fever,  in  order 
to  be  on  the  safe  side  should  marked  typhoid  symptoms  de- 
velop. Positive  diagnosis  of  appendicitis  September  4th.  the 
ninth  day  of  illness  During  the  tenth,  eleventh,  and  twelfth 
days  all  symptoms  impi-oved,  and  it  looked  as  though  he  would 
recover  without  surgical  interference.  On  the  thirteenth  day 
all  symptoms  increased  in  severity,  and  patient  continued 
growing  worse  until  September  Uth.  when  Dr.  J.  B.  Murphy 
saw  him  in  consultation.  Operation  by  Dr.  Murphy  at  11  a.m. 
September  11th.  sixteenth  day  of  sickness;  incision  along  the 
outer  margin  of  rectus  muscle;  a  small  abscess,  deep  in  the 
pelvis,  over  the  psoas  muscle,  containing  about  four  ounces  of 
thick  pus,  was  evacuated;  the  appendix,  very  large,  pointing 
upward  and  outward  and  embedded  in  the  abscess  cavitj",  was 
not  removed;  no  irrigation:  drained  and  packed.  Recovery 
uninterrupted. 

Case  XXVIII. — B.  G.,  set.  5,  female,  residence  city.  Pa- 
tient of  Dr.  A.  M.  Clark.  Complained  of  slight  colicky  pains 
in  abdomen  September  18th,  1896,  but  attended  school  as  usual 
until  noon  of  September  33d,  when  the  pains  became  more 
severe;  nausea  and  vomiting.  Dr.  Clark  was  called  at  4  a.m. 
September  23d;  pains  severe,  abdomen  tj'mpanitic,  localized 
tenderness  in  the  right  iliac  region,  frequent  vomiting,  with 
increased  temperature  and  rapid  pulse.     This  condition   con- 
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tinned  increasing  in  severity  nntil  6  A.M.  September  25thy 
when  I  saw  her  in  consultation;  temperature  102°,  pulse  120. 
Operation  at  City  Hospital  10  a.m.  September  2oth;  lateral 
incision  over  cecum;  about  a  half -pint  of  sero-purulent  fluid 
evacuated;  appendix  not  removed:  drained  and  packed;  shock 
profound:  pulse  IGO.  Death  seventeen  hours  after  operation. 
Superficial  autopsy  revealed  a  second  abscess  cavity  in  the 
region  of  the  liver,  containing  about  a  pint  of  sero-purulent 
fluid;  intestines  matted  together;  appendix  gangrenous  and 
perforated:  general  septic  peritonitis. 

Case  XXIX. — S.  G.,  set.  40,  female,  single,  residence  city. 
During  the  night  of  September  24th,  1896,  complained  of 
sudden  severe  pain  extending  over  the  entire  abdomen.  Sep- 
tember 25th.  nausea  and  vomiting,  with  increased  tempera- 
ture: saline  cathartics  given  until  free  catharsis.  September 
2<ith.  localized  pain  in  right  iliac  region,  tender  upon  deep 
pressure:  has  been  up  attending  to  her  daily  work.  September 
2Tth  and  28th.  confined  to  bed;  small  mass  in  the  right  iliac 
region.  Operation  at  City  Hospital  8  p.m.  September  28th; 
lateral  incision  over  cecum:  appendix  removed,  found  to  be 
perforated  into  a  small  abscess  sac  in  the  meso-appendix  con- 
taining about  a  half -ounce  of  thick  pus:  irrigated,  drained, 
and  the  incision  partly  closed  with  silkworm  gut.  Recovery 
uneventful. 

Case  XXX. — E.  H  ,  set.  25.  male,  married,  residence  city. 
Patient  of  Dr.  A.  M.  Clark.  Recurrent  appendicitis  after  ope- 
ration and  evacuation  of  pus  sac.  Was  taken  ill  during  the 
night  of  Februarj^  12th,  1897:  sudden  severe  pain  in  abdomen; 
nausea  and  vomiting.  Seen  in  consultation  February  14th; 
increased  temperature  and  localized  tenderness  in  right  iliac 
region.  Operation  advised,  but  consent  withheld.  Patient 
continued  growing  w  orse  until  February  18th,  when  he  was 
removed  to  City  Hospital  and  operation  performed  at  4  p.m.; 
lateral  incision  in  line  of  old  cicatrix;  about  four  ounces  of  pus- 
evacuated;  search  made  for  appendix,  unsuccessful;  two  fecal 
concretions  removed;  irrigation,  drainage,  and  gauze  packing. 
Recovered. 

Case  XXXI. — F.  H.,  set.  11,  male,  residence  city.  Recur- 
rent appendicitis  after  operation  and  evacuation  of  pus  sac, 
September  14th.  1895.  I  was  called  to  see  patient  February 
21st,  1897.  Had  been  taken  ill  with  sudden  pain  in  the  abdo- 
men, with  nausea  and  vomiting,  February  14th,  1897.  The 
next  day  there  was  increased  temperature  followed  by  localized 
tenderness  in  the  right  iliac  region.  Operation  at  City  Hospi- 
tal at  10  A.M.  Februarj^  21st;  lateral  incision  in  line  of  old 
cicatrix:  pus  evacuated;  a  ver}^  large  fecal  concretion  removed; 
appendix  not  removed;  irrigation,  drainage,  and  gauze  pack- 
ing.    Discharged  from  hospital  in  five  weeks. 

Case  XXXII. — W.  K.,  set.  14,  male,  residence  Canfield, 
Ohio.  Patient  of  Dr.  Nash.  May  8th,  1897,  sudden  severe 
pain  in  the  abdomen,  nausea  and  vomiting,  temperature  101°, 
pulse  90,  abdomen  tympanitic  and  expression  anxious;  ordered 
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ice  bags  to  abdomen  and  gave  opium  freely.  May  9th,  all 
symptoms  improved;  temperature  100°,  pulse  85,  May  10th, 
about  the  same.  9  a.m.  May  11th,  increased  pain  in  the  right 
iliac  region,  temperature  103°;  pulse  95,  full  and  bounding;  hot 
applications  to  the  abdomen  and  opium  pushed  to  the  limit.  I 
saw  the  patient  in  consultation  at  5  p.m.  May  12th,  tempera- 
ture 100°,  pulse  104,  respiration  slow,  very  drowsy,  abdomen 
tympanitic,  and  a  very  tender  mass  in  the  right  iliac  region; 
•operation  advised.  During  the  preparation  for  operation  he 
became  quite  cyanotic  and  very  drowsy,  pupils  dilated,  respi- 
ration 12  per  minute,  and  pulse  144;  gave  strychnia  sulphate 
one-sixtieth  grain;  reaction  in  about  an  hour,  pulse  104,  full 
and  strong,  and  condition  looked  favorable  for  operation.  At 
8  P.M.  I  made  an  incision  along  the  outer  border  of  rectus 
muscle,  evacuated  a  small  amount  of  pus,  and  removed  a  gan- 
grenous appendix;  irrigation,  drainage,  and  gauze  packing. 
Maj^  13th,  reacted  well  from  the  operation.  At  2  p.m.  severe 
convulsions;  at  3  p.m.  vomited  a  large  quantity  of  bilious  mate- 
rial. The  convulsions  continued  at  frequent  intervals  until 
10  p.m.,  becoming  less  in  severity;  rested  well  until  3  a.m.  May 
14th,  when  he  had  a  severe  convulsion  lasting  several  minutes. 
Died  during  the  convulsion.  During  the  entire  sickness  the 
bowels  had  moved  freely  and  the  urine  had  been  examined 
three  times,  specific  gravity  1021,  no  albumin. 

Case  XXXIII. — R.  T.,  set.  37,  male,  married,  farmer,  resi- 
dence Rosemont,  Ohio.  Patient  of  Dr.  R.  C.  Faucett.  Date 
of  attack  June  14th,  1897:  11  a.m..  colicky  pains  in  abdomen 
and  slight  nausea.  June  15th,  severe  chill,  increased  tempera- 
ture, and  localized  tenderness  in  the  right  iliac  region.  Seen 
in  consultation  at  5  p.m.  June  16th;  temperature  102°,  pulse  96, 
abdomen  soft  and  flat,  and  a  well-defined  tender  mass  in  the 
right  iliac  region.  His  bowels  had  been  thoroughly  moved 
with  Rochelle  salts,  and  he  expressed  himself  as  feeling  much 
better.  Operation  at  10  a.m.  June  17th,  1897;  incision  along 
the  outer  border  of  the  rectus  muscle;  pus  evacuated;  cavity 
washed  out  with  hydrogen  peroxide  and  then  irrigated  with 
boiled  water;  adhesions  all  broken  up  and  a  perforated  appen- 
dix removed;  abdominal  cavity  thoroughly  irrigated,  a  drain- 
age tube  placed  in  position,  and  the  incision  closed  with  silk- 
worm gut.  Recover}^  rapid;  discharged  three  weeks  after  ope- 
ration. 

Case  XXXIV. — E.  H.,  a^t.  25,  male,  married,  residence 
city.  Patient  of  Dr.  A.  M.  Clark.  Case  of  recurrent  appendi- 
citis after  two  operations  for  the  evacuation  of  pus  sacs;  re- 
moval of  fecal  concretions  each  time  (see  Cases  25  and  30). 
Typical  symptoms  of  appendicitis  8  a.m.  June  17th,  1897.  I 
saw  him  in  consultation  at  2  a.m.  June  18th;  immediate  opera- 
tion advised;  consent  withheld;  the  symptoms  growing  worse, 
he  was  removed  to  the  Cit}-  Hospital.  At  4  p.m.  June  21st  I 
opened  the  abdomen  through  the  old  incision,  evacuated  a 
small  quantity  of  pus.  cleansed  the  abscess  cavity  with  hj'dro- 
gen  peroxide  and  distilled  water,  liberated  all  adhesions,  and 
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removed  a  perforated  appendix;  thorough  irrigation  of  the  en- 
tire abdominal  cavity;  glass  drainage  tube  down  to  stump  of 
appendix;  half  of  incision  closed  with  silkworm  gut,  balance 
packed  with  gauze.  Recovery  uninterrupted;  discharged  four 
weeks  after  operation. 

Case  XXXV. — F.  H.,  set.  11,  male,  residence  city.  Recur- 
rent appendicitis  after  two  operations  for  removal  of  pus  and 
fecal  concretions  (see  cases  Nos.  20  and  31).  Was  taken 
sick  at  6  p.m.  July  23d,  1897;  severe  pain  in  the  right  iliac 
region,  nausea,  vomiting,  and  increased  temperature.  I  saw 
him  at  8  a.m.  July  24:th;  tenderness  in  the  right  iliac  region, 
temperature  1 02°,  pulse  100.  Removed  to  City  Hospital.  Opera- 
tion at  11  A.M.  July  24th;  abdomen  opened  through  old  incision; 
a  small  amount  of  pus  evacuated;  abscess  cleansed  with  hydro- 
gen peroxide  and  distilled  water;  liberated  all  adhesions  and 
removed  a  perforated  appendix;  thorough  irrigation  of  entire 
abdominal  cavity;  drainage  tube  placed  in  position  and  incision 
closed  with  two  layers  of  catgut.  Recovery  rapid;  discharged 
three  weeks  after  operation. 

cases  treated  without  operation. 

Case  I. — R.  S.,  set.  23,  inale,  Swede,  occupation  tailor,  resi- 
dence city.  First  attack.  During  the  night  of  December  27th, 
1890,  he  complained  of  sudden  severe  pain  in  the  abdomen, 
nausea  and  vomiting.  December  28th,  tenderness  in  the  right 
iliac  region;  continued  vomiting;  temperature  102°,  pulse  100; 
bowels  constipated;  ordered  liquid  diet  and  saline  cathartics. 
December  29tli,  tender  mass  in  right  iliac  region;  bowels 
moved  freely ;  temperature  99°,  pulse  80.  December  30th, 
continual  vomiting;  temperature  normal,  pulse  76.  Operation 
had  been  advised.  Consultation  at  the  request  of  relatives. 
Operation  rejected  upon  advice  of  consultant.  December  31st, 
temperature  normal,  pulse  ^'0.  January  1st,  1891,  much  worse; 
sent  to  City  Hospital  at  1  p.m.;  5  p.m.,  suddenly  went  into  col- 
lapse, and  died  at  9  p.  m.  ,  fifth  day  of  illness.  Autopsy  revealed 
pus  in  the  abdominal  cavity;  intestines  matted  together;  ap- 
pendix gangrenous,  perforated,  and  containing  a  calculus 
which  had  as  a  nucleus  a  knotted  thread. 

Case  II. — Baby  T. .  set.  10  months,  female,  residence  city. 
Patient  of  Dr.  W.  C.  Stafford.  During  the  day  of  April  11th, 
1892,  patient  swallowed  several  shirt  buttons.  April  12th, 
three  buttons  were  found  in  the  soiled  diapers.  April  13th, 
sudden  severe  pain  in  the  abdomen,  nausea  and  vomiting.  I 
was  asked  to  see  the  patient  April  18th.  Physical  signs  : 
large  fluctuating  mass  in  the  right  iliac  region;  temperature 
103°,  pulse  120.  Treatment:  opium  and  hot  applications.  Ope- 
ration advised;  consent  withheld.  Died  April  20th,  seventh 
daj'  of  sickness. 

Case  III. — D.  A.,  set.  13,  male,  residence  city.  Patient  of 
Dr.  A.  M.  Clark.  First  attack;  date  of  attack,  June  1st,  1893. 
Pain,  nausea,  vomiting,  and  increased  temperature.  Treat- 
ment :    salines,  hot   applications,    and    liquid   diet.     Seen  in 
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consultation  June  5th  ;  large,  tender  mass  in  the  right  iliac 
region,  and  rigidity  of  right  rectus  muscle  ;  temperature  103°, 
pulse  100.  Discharged,  recovered,  June  2]st.  March,  1894, 
second  attack,  lasting  ten  days.  May  10th,  1894,  third  attack; 
appendix  removed  by  Dr.  W.  H.  Buechner  during  second  day 
of  attack.     Recovered. 

Case  IV. — G.  F.,  aet.  9,  female,  residence  city.  Patient  of 
Dr.  J.  E.  Cone.  Typical  symptoms  of  appendicitis  August 
11th,  1893.  Doctor  was  called  August  13th.  Treatment: 
opiuin,  salines,  and  hot  applications.  Seen  in  consultation  5 
P.M.  August  loth.  Abdomen  very  much  distended;  tender 
mass  in  the  right  iliac  region;  temperature  103°,  pulse  140. 
Died  at  9  p.m.  August  15th.  Autopsy  revealed  general  septic 
peritonitis;  appendix  gangrenous  and  perforated. 

Case  V. — J.  E.,  set.  13,  female,  residence  city.  Case  oc- 
curred in  the  practice  of  Dr.  J.  E.  Cone.  First  attack.  Typi- 
cal symptoms  during  the  night  of  October  3d,  1893.  Seen  by 
Dr.  Cone  at  10  p.m.  October  4th.  Treatment:  opium,  salines, 
and  hot  apphcations.  Seen  in  consultation  2  a.m.  October  7th; 
abdomen  tympanitic  and  very  tender;  temperature  99°,  pulse 
150;  patient  in  collapse.     Died  at  3  a.m. 

Case  VI. — M.  T.,  set.  8,  female,  residence  city.  Dr.  H. 
E.  Blott  was  called  to  see  patient  January  17th,  1894.  She  had 
been  ill  about  ten  days.  She  had  had  pains  in  the  abdomen, 
nausea,  vomiting,  and  increased  temperature.  Treatment : 
liquid  diet,  salines,  and  opium.  I  was  called  to  see  her  in  con- 
sultation on  January  21st ;  the  abdomen  was  tympanitic,  and 
there  was  a  large,  tender  mass  in  the  right  iliac  region  ;  tem- 
perature 103*^,  pulse  104.  Operation  advised  ;  consent  with- 
held. January  25th,  abscess  ruptured  into  the  bowels;  passed 
a  large  quantity  of  pus  per  rectum.  Recovered.  Has  had  fre- 
quent attacks  of  pain  in  the  right  iliac  region  during  the  past 
three  years. 

Case  VII. — Mrs.  S.,  set.  78,  residence  Lowellville,  Ohio. 
Patient  of  Dr.  R.  H.  Montgomery.  First  attack.  Typical 
symptoms  of  appendicitis  May  3d,  1894.  Treatment :  salines 
until  bowels  moved;  opium  to  relieve  pain.  Seen  in  consulta- 
tion May  6th  ;  large,  tender  mass  in  the  right  iliac  region; 
temperature  101°,  pulse  94.  Operation  advised  ;  consent  with- 
held. During  the  next  two  weeks  patient  improved;  was  able 
to  be  up  and  about  the  house.  May  26th,  travelled  twentj^-five 
miles  on  railroad;  returned  home  May  29th.  During  the  night 
she  complained  of  sudden  severe  pain  in  the  abdomen  ;  went 
into  collapse,  and  died  at  8  a.m.  May  30th. 

Case  VIII. — J.  G. ,  set.  10,  male,  residence  city.  Case 
occurred  in  the  practice  of  Dr.  B.  F.  Hawn.  First  attack; 
date  of  attack,  October  4th,  1894.  Pain,  nausea,  vomiting, 
and  increased  temperature.  Treatment:  salines,  opium,  and 
hot  applications.  Seen  in  consultation  October  11th ;  rigidity 
of  right  rectus  muscle;  large,  tender  mass  in  the  right  iliac 
region;  temperature  102°,  pulse  100.  Operation  advised;  con- 
sent withheld  and  another  physician  called.  Patient  made  a 
good  recovery. 
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Case  IX. — G.  W.,  set.  24,  male,  residence  city.  Patient  of 
Dr.  H.  A.  Zimmerman.  Second  attack;  date  of  attack,  Octo- 
ber 10th,  1894.  Typical  symptoms  of  appendicitis.  Treatment: 
liquid  diet,  salines,  and  enemas.  Seen  in  consultation  October 
loth  ;  rigidity  of  right  rectus  muscle;  tender  mass  in  the  right 
iliac  region;  temperature  10')°,  pulse  90.  Operation  refused. 
Discharged  October  2Gth.  Has  had  several  mild  attacks  during 
the  past  three  years. 

Case  X. — J.  S.,  set.  32,  male,  occupation  upholsterer,  resi- 
dence city.  Patient  of  Dr.  J.  E.  Cone.  First  attack;  date  of 
attack,  March  18th,  1805.  Typical  symptoms.  Treatment  : 
salines,  opium,  liquid  diet,  and  hot  applications.  Seen  in  con- 
sultation March  24th;  tender  mass  in  the  right  iliac  region; 
temperature  103°,  pulse  J  00.  Operation  refused.  March  2Gth, 
abscess  ruptured  into  the  bowels;  passed  a  large  tack  and  a 
quantity  of  pus  per  rectum.  Discharged,  recovered,  March 
31st.     Has  had  several  mild  attacks  during  the  past  two  years. 

Case  XI. — F.  F..  set.  35.  male,  residence  city.  Patient  of 
Dr.  C.  C.  Booth.  Admitted  to  the  City  Hospital  with  typical 
symptoms  of  appendicitis  May  2d,  1895.  Treatment:  salines, 
liquid  diet,  and  hot  applications.  Seen  in  consultation  May 
4th  :  rigidity  of  right  rectus  muscle;  tender  mass  in  right  iliac 
region  ;  temperature  100°,  pulse  96.  Operation  refused.  Dis- 
charged, recovered.  May  23d;  readmitted  during  third  attack, 
June  iOth,  1895.  A  perforated  appendix  removed  by  Dr. 
Booth.  June  20th.     A  good  recover3\ 

Case  XII. — J.  P.,  set.  70,  widow,  residence  cit}'.  Patient 
of  Dr.  R.  A.  Kerr.  First  attack;  date  of  attack.  July  lOtb, 
1895.  Pain,  nausea,  vomiting,  and  increased  temperature. 
Treatment :  opium,  liquid  diet,  and  hot  applications.  Seen  in 
consultation  July  13th  ;  abdomen  tympanitic;  tender  mass  in 
right  iliac  region  ;  temperature  102°,  pulse  106.  Operation 
refused.     Died  July  15th.  1895. 

Case  XIII. — L.  C  set.  41.  male,  residence  city.  Patient  of 
Dr.  C.  L.  Floor.  First  attack;  date  of  attack,  August  19th, 
1895.  Typical  s^'mptoms  of  appendicitis.  Admitted  to  the 
City  Hospital  August  20th.  Treatment:  opium,  liquid  diet, 
and  hot  applications.  Seen  in  consultation  August  27th  ;  no 
tenderness  in  the  right  iliac  region:  tender  mass  high  up  in 
region  of  kidne}'  and  gall  bladder;  temperature  normal,  pulse 
72.  Operation  advised;  consent  withheld.  August  29th,  tem- 
perature normal,  pulse  80.  At  11  a.m.,  while  sitting  up  in 
bed,  he  was  seized  with  sudden  severe  pain  in  the  region  of  the 
stomach;  went  iato  collapse  and  died  at  noon.  Autopsy 
August  30th:  appendix  pointing  upward  and  outward,  and 
gangrenous;  ruptural  abscess  cavity  located  back  of  stomach 
and  free  margin  of  the  liver;  abdominal  cavity  filled  with  pus. 

Case  XIV. — J.  F.,  set.  30,  male,  residence  city.  Patient  of 
Dr.  H.  A.  Zimmerman.  First  attack;  date  of  attack,  Novem- 
ber 13th,  1895.  Typical  symptoms.  Treatment:  salines,  liquid 
diet,  and  hot  applications.  Seen  in  consultation  November  1 7th, 
right  knee  flexed;  rigidity  of  right  rectus  muscle;  tender  mass 
in  the  right  iliac  region;  temperature  100°,  pulse  90.     Opera- 
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tion  advised.  Slow  recovery.  Several  slight  attacks  during 
the  past  eighteen  months. 

Case  XV. — W.  S.,  set.  27,  female,  residence  city.  Patient 
of  Dr.  H.  E.  Blott.  Date  of  attack,  November  23d,  1895. 
Severe  pain,  nausea,  continual  vomiting,  and  increased  tem- 
perature. Treatment:  opium  and  hot  applications.  Seen  in 
consultation  November  24:th  ;  abdomen  tympanitic,  very  ten- 
der in  the  right  iliac  region;  temperature  103°,  pulse  120. 
Operation  advised  and  patient  sent  to  City  Hospital.  Refused 
operation  after  consultation  with  friends.  Died  from  general 
septic  peritonitis  November  26th;  autopsy  refused. 

Case  XVI.— N.  D.,  set.  31,  female,  single,  residence  Hub- 
bard, Ohio.  Patient  of  Dr.  J.  McMurray.  Third  attack;  date 
of  attack,  June  20th,  1896.  Pain,  nausea,  and  increased  tem- 
perature. Treatment:  opium  and  hot  applications.  Seen  in 
consultation  June  22d  ;  abdomen  tympanitic  and  very  hard; 
tenderness  in  the  right  iliac  region;  temperature  100°,  pulse 
108.     Operation  advised;  consent  withheld.     Died  June  24th. 

Case  XVII. — L.  B.,  aet.  46,  male,  married,  residence  city. 
Patient  of  Dr.  A.  M.  Clark.  First  attack,  1885;  date  of  second 
attack,  May  25th,  1897.  While  away  from  home  he  was  taken 
with  sudden  severe  pain  in  the  abdomen,  followed  by  nausea 
and  vomiting.  Treatment:  morphia  sulphate  hypodermati- 
cally  until  he  reached  home,  then  salines,  high  enemata,  liquid 
diet,  and  hot  applications.  Seen  in  consultation  Maj^  29th; 
small,  tender  mass  in  the  right  iliac  region;  temperature  102°, 
pulse  loo.     Recovery  slow.     Discharged  June  15th. 

Summary. — Number  of  cases  treated  surgically:  males,  25; 
females,  10;  total,  35.  Deaths:  males,  4;  females,  3;  total,  7. 
Cause  of  death:  septic  peritonitis  present  before  operation,  5; 
convulsions,  1;  exhaustion,  1.  Cases  in  which  the  appendix 
was  removed,  22;  appendix  gangrenous  and  perforated,  15; 
cases  of  simple  incision  and  evacuation  of  pus,  13;  recurrent 
attacks  after  incision  and  drainage,  4.  All  cases  treated  surgi- 
cally, with  one  exception,  were  of  the  acute  suppurative  form, 
and  all  received  medical  treatment  for  a  period  of  from  two  to 
twenty  days. 

Number  of  cases  treated   without  operation:  males,  9;  fe 
males,    8;  total,    17.     Deaths:  males,    2;  females,    7;   total,    9. 
Cause  of  death:  septic  peritonitis,  4;  rupture  of  abscess  into 
abdominal  cavity,  4;  unknown,  1.     Of  the  eight  cases  recover- 
ing without  operation,  two  were  operated  on  during  subsequent 
attacks;  one  has  not  had  any  recurrence;  four  have  had  several 
slight  attacks  of  pain  and  tenderness  in  the  right  iliac  region : 
and  one  case,  occurring  last  May,  is  in  good  condition  August 
15th,  1897. 
26  West  Federal  street. 
35 
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CORRESPONDENCE. 


THE  TRENDELENBURG  POSITION   IN  TUIVIORS  OF  THE  PELVIS 

OBSTRUCTING  LABOR. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Dear  Sir: — I  have  been  very  much  impressed  with  the  simi- 
larity of  a  recent  case  of  my  own  and  the  one  narrated  by  Dr. 
Arch  Dixon,  of  Henderson,  Ky.,  which  appeared  in  the  August 
number  of  the  Journal,  entitled  "  Cesarean  Section  under 
Difficulties."  From  Dr.  Dixon's  graphic  description  of  the 
results  of  his  pelvic  examination,  the  two  cases  would  seem  to 
be  as  nearly  alike  as  it  is  possible  to  judge  without  actual 
demonstration;  but  by  a  simple  maneuvre,  which  I  shall  pre- 
sently state  (never  have  seen  it  published),  I  was  enabled  in  my 
case  to  push  up  the  obstructing  tumor  and  bring  down  the  os, 
thus  permitting  the  labor  to  proceed  in  the  natural  manner.  I 
do  not  want  to  be  understood  as  attempting  to  criticise  Dr. 
Dixon  in  the  management  of  his  case  in  any  particular,  but 
only  to  state  a  simple  procedure  that  resulted  most  happily 
in  a  case  which  at  first  appeared  as  hopeless  as  the  one  he 
narrates. 

On  August  2d,  1897,  I  was  called  in  consultation  to  see  a 
case  of  obstructed  labor  in  a  strong,  healthy  young  primipara. 
As  the  results  of  my  examination  were  so  identical  with  Dr. 
Dixon's,  and  his  description  is  such  an  accurate  one  in 
every  particular  of  my  own  case,  I  cannot  do  better  than  to 
quote  him  in  full:  "  Result  of  vaginal  examination  was  a  little 
perplexing.  Bulging  down  into  the  vagina  was  a  hard,  globu- 
lar mass  about  the  dimensions  of  a  fetal  head  at  term,  but  there 
were  no  indications  that  an  os  was  present  or  ever  had  been. 
I  at  first  thought  the  os  might  be  back  behind  the  cul-de-sac, 
but  my  fingers  only  met  a  solid  wall  with  no  sign  of  an  open- 
ing. Pulling  the  mass  downward,  my  index  finger  was  forced 
up  under  the  pubes,  where  I  found  the  mouth  of  the  uterus 
dilated  to  about  the  size  of  a  quarter  of  a  dollar.  The  fetal 
head  could  be  felt  above  this;  below,  and  filling  up  the  entire 
vaginal  outlet,  was  a  hard  and  solid  tumor  completelj'  obstruct- 
ing  labor.     The  tumor  extended   downward    and   backward, 
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occupying  a  space  equal  to  almost  one-third  of  the  pregnant 
uterus.  It  was  firmly  and  solidly  fixed  in  position,  and  no  safe 
degree  of  traction  was  able  to  move  it.  With  every  pain  the 
OS  was  drawn  upward  and  the  tumor  was  pushed  downward, 
completely  filling  the  vaginal  outlet.  My  opinion  was  that 
delivery  per  vias  naturales  was  impossible,  and  that  Cesarean 
section  or  Porro's  operation  offered  the  only  hope  for  the  mother 
or  child  and  should  be  done  as  quickly  as  possible." 

While  going  over  these  points  with  the  doctor  it  occurred  to 
me  that  by  putting  the  patient  in  the  Trendelenburg  position 
and  thus  relieving  the  tumor  of  the  pressure  of  the  gravid  ute- 
rus, it  possibly  could  be  pushed  out  of  the  way  and  the  cervix 
brought  down.  Accordingly  the  patient  was  anesthetized  and 
an  improvised  Trendelenburg  table  made  with  the  back  of  an 
inverted  chair.  While  the  patient  was  maintained  in  this  posi- 
tion, with  the  hand  in  the  vagina,  the  tumor  was  pushed  back- 
ward and  upward  with  comparative  ease,  thus  permitting 
the  cervix  to  slip  down  into  its  proper  position.  The  patient 
was  then  carefully  lowered  into  the  dorsal  position,  the  head 
engaged,  and  the  labor  proceeded  without  further  trouble.  My 
personal  experience  in  tumors  obstructing  labor  (uterine  con- 
tractions having  set  in)  has  been  limited  to  two  cases,  in  both 
of  which  I  was  enabled  by  the  aid  of  relaxation  and  position  to 
displace  the  tumor,  thus  permitting  the  labor  to  proceed  nor- 
mally. The  tumor  in  the  first  case  proved,  at  a  subsequent 
operation  for  its  removal,  to  be  a  large  dermoid  cyst,  while 
the  other  has  not  been  removed  as  yet,  but  from  its  consistence 
and  shape  I  feel  sure  that  it  will  prove  to  be  a  fibroma. 

Of  course  all  tumors  obstructing  labor  cannot  be  successfully 
dealt  with  by  this  method,  but  in  view  of  the  extreme  gravity 
of  the  condition  both  to  mother  and  child,  the  high  mortality 
attending  the  Cesarean  or  Porro  operation,  any  measure  offer- 
ing the  slightest  possibility  of  success,  particularly  one  that 
does  not  in  any  way  prejudice  the  chances  of  subsequent  ope- 
rative measures  should  they  be  required,  would  seem  not  only 
to  be  well  worth  attempting,  but  should  be  made  routine  prac- 
tice in  all  such  conditions. 

The  genu-pectoral  position  is  usually  advised  in  these  condi- 
tions before  labor  begins,  and  is  very  useful  as  a  prophylactic 
measure;  but  in  the  presence  of  the  actual  dystocia  it  is  much 
inferior  to  the  Trendelenburg  position  in  that  it  is  most  diflScult 
to  maintain  with  the  patient  under  an  anesthetic,  besides  being 
very   difficult  both  for  the  anesthetist  and  the  operator,  while 
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the  Trendelenburg  position  offers  all  of  the  advantages  of  the 

genu-pectoral  with  none  of  its  disadvantages. 

E.  Pierre  Mallett. 
65  "West  Sixty-kinth  street. 


COMPLETE    INVERSION  OF  THE  UTERUS  ON  THE   FIFTH 
DAY  AFTER  CONFINEMENT,  WITH  RECOVERY. 


To  THE  Editor  of  The  American  Jouenai,  op  Obstetrics,  etc. 


Dear  Sir: — Mrs. ,  primipara,  age  24,  confined  June  25th, 

1897.  Labor  and  presentation  normal,  lasting  from  9  p.m.  un- 
til 4  A.M.  Placenta  delivered  fifteen  minutes  later.  Chloro- 
form used  during  the  last  half-hour.  Hemorrhage  profuse  for 
two  days.  After-pains  unusually  severe,  so  that  morphine 
had  to  be  given  for  about  twelve  hours,  when  they  ceased. 
Patient  had  to  be  catheterized  for  three  days  every  eight  hours. 
Temperature  normal,  also  pulse  for  the  first  four  days.  Lac- 
teal secretion  began  slightly  on  the  third  day,  but  stopped  on 
the  fifth.  On  the  morning  of  the  fifth  day,  June  30th,  she  got 
out  of  bed  and  sat  on  the  slop  jar  two  different  times  about 
fifteen  minutes  each,  when  she  felt  a  terrible  pain  and  felt 
something  come  down,  which  she  thought  was  the  bowels  mov- 
ing. She  felt  faint,  but  was  able  to  call  the  nurse,  who  assisted 
her  back  to  the  bed  and  at  once  called  me.  I  arrived  in  about 
ten  minutes.  On  examination  I  found  the  uterus,  upside  down 
and  inside  out,  lying  between  the  thighs.  There  was  slight 
bleeding,  surface  was  covered  with  a  clot,  and  about  a  cupful 
of  clotted  blood  on  the  napkin.  Her  pulse  then  was  144,  lips 
colorless,  extremities  cold,  respirations  rapid.  I  at  once  gave 
a  little  chloroform,  sponged  off  the  uterus  and  returned  it  to  the 
vagina,  but  had  to  use  considerable  force  in  doing  so.  I  think 
I  could  have  reduced  it  altogether  at  this  time;  but  not  having 
seen  such  a  case  before,  and  there  being  much  shock,  I  concluded 
to  let  it  alone,  and  was  glad  I  did  so,  for  when  looking  up  the 
literature  on  the  subject  I  found  it  was  best  to  wait  for  invo- 
lution. For  the  next  four  days  I  kept  her  very  quiet,  pushed 
all  the  liquid  nourishment  I  could  and  a  lysol  douche  every 
two  hours,  besides  giving  her  strychnia  and  Gude's  peptoman- 
gan.  Her  temperature  varied  from  100 j°  a.m.  to  102i°  p.m., 
pulse  132  to  144.  July  3d  I  called  Dr.  F.  H.  Kimball,  of 
Rockford,  in  consultation.    We  decided  to  wait  ten  to  fourteen 
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days  longer,  get  her  in  as  good  condition  as  we  could,  and 
then  try  to  reduce  it. 

The  douches  were  continued  as  before,  besides  packing  with 
lamb's  wool  saturated  with  boroglyceride,  until  July  17th 
strength  and  appetite  much  improved,  pulse  dropped  to  99, 
temperature  to  99°. 

July  17th  Dr.  Kimball  and  myself,  after  administering  chlo- 
roform, attempted  reduction,  Emmet's  rapid  manual  method 
being  adopted.  We  had  to  alternate  about  every  ten  minutes, 
as  the  hand  would  become  so  numb  we  could  feel  nothing.  It 
took  fully  twenty  minutes  to  overcome  the  resistance  of  the 
lower  segment  of  the  uterus,  but  after  we  had  changed  off 
twice  the  fundus  snapped  back  under  moderate  pressure.  An 
intrauterine  douche  was  then  given,  the  vagina  packed  with 
wool,  which  I  removed  the  next  day.  She  had  no  hemorrhage 
afterward,  but  was  very  sore  over  the  abdomen,  where  coun- 
ter-pressure was  made,  and  was  troubled  severely  with  intesti- 
nal gases;  vomited  some  for  twenty-four  hours.  Hot  turpen- 
tine stupes,  with  enemata,  stopped  the  peritonitis  in  five  days. 
July  28th  she  sat  up,  and  after  that  her  recovery  was  unevent- 
ful. 

This  case  is  reported  because  of  the  rarity  of  the  occurrence, 
the  "American  System"  stating  that  it  does  not  occur  oftener 
than  once  in  one  hundred  and  forty  thousand  deliveries.  There 
was  no  evidence  of  gangrene,  and  involution  went  on  as  rapidly 
in  this  case  with  the  uterus  inverted  as  if  the  accident  had 
never  happened.  There  may  have  been  a  slight  cupping  of 
the  fundus  at  the  time  of  confinement,  but  there  was  nothing 
abnormal  about  the  case  during  the  four  days  preceding  the 
accident,  as  I  examined  her  on  the  third  day  and  found  the 
uterine  globe  in  the  right  place.  R.  H.  Burton,  M.D. 

Belvidere,  III.  ,  August  20th,  1897. 


ANOTHER  CASE  OF  PROLAPSUS  FUNIS. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Dear  Sir: — In  the  August  issue  of  your  Journal  I  noticed 
a  report  of  a  case  of  prolapsus  funis,  and  the  accompanying 
request  of  the  author  for  reports  of  similarly  unusual  cases. 
Having  met  with  the  same  negative  results  in  looking  over  the 


550  CORRESPONDENCE. 

literature,  and  believing  that,  while  a  rare  condition,  there  are 
many  isolated  cases  that  ought  to  be  collated,  I  beg  to  report 
the  following  case: 

Teresa  A.,  Italian,  set.  16,  married  eleven  months,  was  taken 
with  bearing-down  pains,  attended  with  slight  flow  of  blood, 
on  the  morning  of  July  12th,  1897.  She  was  in  the  third 
month  of  utero-gestation,  according  to  her  record.  A  midwife 
gave  her  laudanum.  Prof.  W.  Frank  Glenn  was  called  and 
referred  the  case  to  me.  I  saw  her  the  day  following,  and 
found  her  with  slight  pains  and  a  loop  of  the  umbilical  cord 
protruding  through  the  vulva  and  into  the  bed.  The  loop 
could  be  plainly  demonstrated  leading  up  to  an  undilated  os. 
The  circulation  in  the  cord  was  not  impeded.  I  cleansed  it 
carefully,  returned  it  to  the  vagina,  and  packed  lightly  with 
iodoform  gauze.  I  could  get  no  history  of  rupture  of  the  mem- 
branes I  recognized  the  futility  of  conserving  the  fetus ;  I 
reasoned  that  the  necessary  primary  discharge  of  the  amniotic 
fluid  and  the  prolapse  of  the  cord  would  alone  suffice  to  expel 
the  uterine  contents,  and  I  decided  to  encourage  that  termina- 
tion and  supplement  it  by  aseptic  environs.  Accordingly  I 
scrubbed  the  vulva  and  vagina  thoroughly  with  liquid  soap 
and  water,  and  afterward  with  bichloride  solution  1 :2000,  and, 
with  the  assistance  of  Prof.  W.  D.  Haggard,  Sr.,  introduced 
a  small  sterile  glass  irrigating  tip  in  lieu  of  the  cervical  plug 
advised  by  Thomas.  The  vagina  was  packed  tightly  with 
sterilized  gauze  to  hold  the  plug  in  the  cervix.  Pains  set  up 
shortly,  and  a  four  months'  embrj^o  was  expelled  with  mem- 
branes complete  in  ten  hours.  The  recovery  was  rapid  and 
unnoteworthy.  W.  D.  Haggard,  Jr.,  M.D. 

Nashville,  Tenn.,  August  26th,  1897. 


DR.   MCDOWELL'S  WORK   IN  OVARIOTOMY, 


To  THE  Editor  of  The  Americas  Journal  of  Obstetrics,  etc. 


Dear  Sir: — Inthe  July  issue  of  3-our  Journal  Dr.  Marv  Dixon 
Jones  falls  into  an  error  in  giving  the  record  of  Dr.  Ephraim 
McDowell's  work  in  ovariotomy.  On  page  75  she  says:  "In 
1809,  out  of  13  (ovariotomies),  he  saved  4  lives,"  whereas  the 
very  reverse  of  this  is  true.  He  operated  1 3  times  with  8  re- 
coveries, 1  incompleted  operation,  the  patient  surviving  four 
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years,  I  am  quite  sure  that  this  was  only  an  oversight  on  Dr. 
Jones^  part,  but  it  should  be  corrected  before  it  creeps  in  and 
vitiates  statistics  for  all  time  to  come. 

Very  respectfully, 

Fayette  Dunlap. 

Danville,  Ky.,  September  1st,  1897. 


MULTILOCULAR  CYSTS  IN   NEGRESSES. 


To  THE  Editor  op  The  American  Journal  op  Obstetrics,  etc. 


Dear  Sir:— The  undersigned  requests  information  in  refe- 
rence to  multilocular  ovarian  cysts  in  negresses.  In  his  experi- 
ence they  are  very  rare,  while  parovarian,  papillomatous,  der- 
moid, and  broad-ligament  cysts  are  occasionally  seen.  Letters 
have  been  addressed  to  nearly  all  the  members  of  the  Southern 
Surgical  and  Gynecological  Association,  who  should  have  by 
far  the  most  experience  in  treating  these  cases.  The  answers 
thus  far  received,  for  the  most  part,  agree  with  the  experience 
of  the  writer.  It  is  earnestly  requested  that  surgeons  generally 
will  aid  in  collecting  enough  information  to  be  of  value,  as 
there  seems  to  be  no  authentic  record  of  cases,  nor  even  of  an 
effort  to  investigate  the  subject.  Gentlemen  having  operated 
for  ovarian  tumors  occurring  in  negresses  will  please  state  the 
number  of  cases,  age,  size  of  tumor,  and  the  color  of  the  patient. 

I.  S.  Stone, 
1449  Rhode  Island  avenue,  N.  W., 

WASmNGTON,  D.  C,  September  6th,  1897. 


TRANSACTIONS  OF  THE  AMERICAN 

ASSOCIATION    OF    OBSTETRICIANS    AND 

GYNECOLOGISTS. 


Abstract  of  the  Proceedings  of  the  Tenth  Annual  Meeting,  held 
AT  Niagara  Falls,  N.  Y.,  August  17th,  18th,  19th,  and  20th,  1897. 

The  President,  James  F.  W.  Ross,  M.D.,  of  Toronto,  in  the 

Chair. 

The  Association  met  in  the  assembly  room  of  the  Cataract 
House,  and  after  the  transaction  of  some  preliminary  business, 
including  the  delivery  of  an  address  of  welcome  hj  Dr.  W.  R. 
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Campbell,  of  Niagara  Falls,  and  a  response  by  the   President, 
the  reading  of  papers  was  begun. 

Dr.  William  Warren  Potter,  of  Buffalo,  read  a  paper 
entitled 

THE  PRINCIPLES    OF   TREATMENT   IN   PUERPERAL   ECLAMPSIA.' 

Dr.  John  M,  Duff,  of  Pittsburg,  favored  the  induction  of 
premature  labor  in  cases  of  threatened  eclampsia  in  which 
albuminuria  is  present,  and  where  careful  attention  to  medici- 
nal treatment  will  not  cause  the  albumin  to  disappear.  He 
thought  the  best  results  could  be  obtained  from  milk  when 
administered  hot  with  a  spoon. 

Dr.  H.  W.  Longyear,  of  Detroit,  Mich.,  was  surprised  that 
the  essayist  did  not  mention  the  necessity  of  bringing  on  pre- 
mature labor  before  the  occurrence  of  eclamptic  symptoms. 
Other  treatment  appeared  analogous  to  snuffing  out  the  light 
of  a  fuse  after  an  explosion  had  taken  place.  Premature  labor 
should  be  induced  in  every  instance  in  which  a  daily  exami- 
nation of  the  urine  shows  a  constantly  increasing  amount  of 
albumin  with  prodromal  symptoms  of  toxemia.  He  had  in- 
duced premature  labor  twice  during  the  past  year  under  these 
circumstances,  the  patient  in  one  instance  being  seven  and  one- 
half  months  pregnant  and  in  the  other  eight  months.  He  would 
not  advocate  this  course  merely  because  albumin  is  present  in 
the  urine,  but  because  of  this  and  of  the  fact  that  the  amount  of 
urea  eliminated  is  constantly  decreasing.  As  to  there  being 
only  a  few  deaths,  he  thought  that  this  was  not  borne  out  by 
statistics.  He  knew  that  a  large  percentage  of  patients  suffer- 
ing from  eclampsia  die  when  the  convulsions  occur  before  labor 
has  commenced.  He  did  not  wish  to  be  understood  as  ad- 
vocating the  induction  of  premature  labor  simply  because  a 
woman  has  albumin  in  her  urine  during  pregnancy.  The  milk 
treatment,  as  recommended  by  the  essayist,  he  considered  very 
valuable,  and  advocated  pushing  it  to  its  fullest  extent. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  N.  Y.,  said  the  de- 
crease in  the  daily  amount  of  urea  was  a  most  valuable  indi- 
cation of  the  probable  occurrence  of  toxemia  in  these  cases. 
Unfortunately  many  eclamptic  patients  were  seen  for  the  first 
time  only  when  in  convulsions,  and  then  the  production  of  pre- 
mature labor  was  the  single  measure  that  could  be  relied  upon. 
There  were  certain  cases,  however,  in  which  the  urine  clears 
after  a  few  days,  and  in  these  it  is  unjustifiable  to  end  the 
period  of  gestation  prematurely.  Personally  he  thought  that 
the  best  method  of  stopping  the  convulsions,  especially  when 
arterial  pressure  was  high,  was  by  the  administration  of  verat- 
rum  viride. 

Dr.  W.  H.  Wenning,  of  Cincinnati,  O.,  differed  with  some 
of  the  speakers  as  to  the  advisability  of  producing  premature 
labor  under  all  circumstances  in  which  toxemic  symptoms 
developed.     In  many  instances,  if  the  os  was  rigid  and  not 

'  See  original  article  in  the  JouiiNAL  for  November. 
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dilated,  there  was  danger  of  inducing  convulsions  if  the  obstet- 
rician attempted  to  dilate.  He  gave  the  history  of  one  patient 
who  presented  no  symptoms  whatever  of  toxemic  infection, 
there  being  no  albuminuria  or  edema  present,  but  who  died 
shortly  after  the  birth  of  her  child  Another  patient  feared 
that  her  child  might  be  born  before  the  expiration  of  nine 
months  from  the  date  of  her  marriage,  and  was  in  a  state  of 
constant  nervousness  on  this  account.  When  labor  finally 
occurred  forceps  had  to  be  employed.  The  patient  soon  devel- 
oped a  condition  of  marked  apathy  and  would  pay  no  attention 
to  her  child.  On  six  different  occasions  she  had  a  convulsive 
seizure  immediately  after  the  physician's  visit  and  just  as  he 
was  leaving  the  house,  but  each  immediately  ceased  upon  his 
being  recalled.  The  patient  finally  died.  There  were  no  true 
symptoms  of  toxemia.  The  urine  was  carefully  examined  and 
no  albumin  found;  it  was  normal.  There  was  no  edema,  and, 
in  short,  nothing  in  her  physical  condition  to  account  for  the 
convulsions.  The  speaker  believed  there  is  another  element 
besides  uremia  or  albuminuria  which  causes  puerperal  eclamp- 
sia. 

Dr.  Charles  Stover,  of  Amsterdam,  N.  Y.,  said  that  the 
essential  thing  in  cases  of  puerperal  eclampsia  was  to  determine 
how  early  and  surely  we  could  diagnosticate  the  case  when  it 
presented  itself.  He  spoke  in  strong  terms  of  the  importance 
of  a  daily  analysis  of  the  urine.  If  called  to  see  a  patient  late 
in  the  progress  of  the  case  the  urinalysis  may  present  entirely 
different  features  from  that  in  the  beginning.  He  knew  of 
three  cases,  occurring  during  the  past  three  months,  in  which 
the  attending  physician  had  waited  for  more  marked  symptoms 
to  occur  after  albuminuria  had  developed,  and  each  of  the 
patients  died.  He  considered  the  method  of  Etheridge,  of  Chi- 
cago, of  estimating  the  amount  of  urea,  a  very  valuable  one. 
He  cited  a  case  which  came  under  his  own  observation,  in  which 
but  500  grains  of  urinary  solids  were  excreted  daily,  when 
there  should  have  been  1,300,  the  patient  developing  eclampsia. 

Dr.  James  F.  W.  Ross,  of  Toronto,  was  satisfied  that  in 
early  life,  during  attacks  of  the  exanthematous  fevers  in  girls, 
the  urine  should  always  be  examined.  Valuable  information 
was  often  obtained  at  this  time.  On  many  occasions  he  had 
been  able  to  trace  subsequent  renal  inadequacy  during  the 
pregnant  state  to  a  previous  attack  of  nephritis  following  either 
scarlet  fever  or  diphtheria.  He  had  unfortunately  seen  too 
many  of  these  cases.  A  young  woman  grows  up  to  woman- 
hood, marries,  and  during  her  first  pregnancy  is  suddenly 
seized  with  eclampsia.  At  this  time  the  physician  makes  some 
inquiries  and  finds  from  the  mother  that  the  patient  suffered 
from  some  indefinite  trouble  after  one  of  the  fevers  of  which  he 
had  spoken.  The  pathology  of  the  condition  is  still  shrouded 
in  darkness,  and  it  is  a  subject  that  will  well  repay  careful  study. 

Dr.  Longyear. — Would  you  advise  the  induction  of  pre- 
mature labor  in  a  patient  who  had  suffered  from  eclampsia  at  a 
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previous  pregnancy,  if  there  were  now  no  symptoms  of  renal 
insufiBciency  ? 

Dr.  Ross. — Yes  ;  and  I  desire  to  report  briefly  a  case  in 
which  this  was  practised.  A  womnn  who  had  lived  in  Toronto 
subsequently  went  West.  She  was  desperately  ill  and  uncon- 
scious during  her  first  labor,  and  made  up  her  mind  that  she 
would  have  no  more  children.  The  doctor  in  the  West  tele- 
graphed me  that  she  was  again  pregnant  and  wanted  to  know 
what  I  would  advise  in  the  matter.  I  telegraphed  him  at  once 
that  I  would  support  him  in  producing  a  miscarriage,  inasmuch 
as  she  had  such  a  terrible  struggle  for  her  life  in  the  first  con- 
finement. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  O.,  said  that  he  did  not 
expect  to  participate  in  the  discussion,  but  the  remarks  of  the 
President  had  brought  him  to  his  feet.  He  thought  it  was 
dangerous  doctrine  to  promulgate  that  the  members  of  the 
Association  advocated  producing  abortion  on  a  woman  because 
she  had  once  had  puerperal  convulsions,  unless  there  were  kid- 
ney lesions  of  a  serious  character,  and  for  one  he  opposed  it.       ' 

Dr  Ross  asked  Dr.  Hall,  if  another  physician  came  to  him 
and  said  that  he  was  afraid  to  have  his  wife  go  to  term  on 
account  of  her  having  had  eclampsia  during  a  previous  preg- 
nancy, would  he  advise  terminating  the  course  of  gestation  at 
once,  or  would  he  be  unwilling  to  back  him  up  ? 

Dr.  Hall. — I  would  never  countenance  such  advice  under 
the  circumstances,  and  I  think  such  a  course  is  unjustifiable. 
Symptoms  of  eclampsia  must  be  present  before  I  would  advise 
interference,  no  matter  what  the  previous  history  of  the  patient 
might  be. 

Dr.  Potter,  in  closing  the  discussion,  said  he  was  grateful 
to  find  his  position  in  the  main  sustained  by  such  distinguished 
authorities  as  Drs.  Duff,  Longyear,  and  Wenning.  He  had 
found  great  diversity  of  opinion  regarding  the  appropriate  treat- 
ment of  eclampsia.  Especially  was  the  profession  too  much 
inclined  to  accept  medical  treatment  until  it  was  too  late  to  in- 
voke radical  obstetric  measures.  Hence  he  had  introduced  the 
subject  for  discussion  at  this  time. 

Dr.  H.  W.  Longyear,  of  Detroit,  Mich.,  read  a  paper  en- 
titled 

PUERPERAL  DIPHTHERIA." 

Dr.  John  M.  Duff,  of  Pittsburg,  followed  with  a  paper  on 

THE   SOURCE   OF   PUERPERAL   SEPSIS."  J 

These  two  papers  were  discussed  jointly.  The  discussion 
was  opened  by  Dr.  Albert  Goldspohn,  of  Chicago,  who 
stated  that  such  a  paper  as  Dr.  Duff  had  read  was  calculated 
to  do  a  great  deal  of  good.  The  idea  seemed  to  be  prevalent 
that  puerperal  fever  was  something  specific.  This  was  a  mis- 
take.    The  cause  of  the  condition  was  thoroughly  settled  :  i^' 

'  See  original  article,  p.  489.  '^  See  original  article,  p.  483. 


4 
I 


ASSOCIATION   OF   OBSTETRICIANS  AND   GYNECOLOGISTS.      555 

was  due  to  septic  germs.  Exhaustive  researches  had  shown 
that  the  most  dangerous  germ  of  the  disease  was  the  strepto- 
coccus, and  it  was  found  in  about  four  per  cent  of  the  cases. 
The  principal  sources  of  infection  were  from  without.  Auto- 
infection  was  a  matter  of  doubt,  although  it  might  occur. 
Some  one  carries  the  infection  to  the  patient,  and  it  does  not 
come  from  the  surroundings.  He  would  venture  to  say  that  a 
woman  could  be  confined  in  a  barn  or  stable  by  a  surgeon  who 
has  a  good  record  in  abdominal  work,  and  that  everything 
would  proceed  normally. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky.,  emphasized 
the  importance  of  repeatedly  discussing  this  important  subject. 
Physicians  were  apt  to  think  that,  because  the  subject  was  dis- 
cussed a  number  of  times  and  so  much  had  been  written  about 
it,  professional  sentiment  was  crystallized  ;  but  if  the  members 
would  look  around  in  their  respective  localities  they  would 
find  that  the  number  of  deaths  from  puerperal  sepsis  was  still 
very,  very  large.  He  sometimes  thought  that  we  did  not 
realize  how  large  the  mortality  was  in  large  cities  and  in  coun- 
try districts  from  this  altogether  preventable  disease,  and  until 
the  mortality  was  materially  reduced  the  subject  should  be  dis- 
cussed and  the  duty  and  responsibility  of  practitioners  brought 
home  to  them.  As  to  the  cause  of  the  infection,  it  comes  from 
a  great  variety  of  sources,  and  is  to  be  dealt  with  from  the  same 
standpoint  that  the  surgeon  deals  with  infection  in  surgical 
cases. 

Dr.  Charles  G.  Cumston,  of  Boston,  in  1893  conducted  a 
series  of  experiments  with  reference  to  the  bacterium  coli  com- 
mune, and  among  the  autopsies  that  he  performed,  with  the 
view  of  ascertaining  the  virulence  of  this  organism,  he  had 
five  cases  of  puerperal  sepsis,  in  all  of  which  the  uterus  was 
carefully  examined.  The  folds  of  the  membrane  lining  the 
uterine  cavity  contained  the  bacterium  coli  commune,  as  was 
subsequently  demonstrated  by  cultures.  A  second  cause  of 
puerperal  sepsis,  and  a  very  potent  one  in  his  opinion,  was  the 
gonococcus.  It  was  potent  in  the  sense  that  it  prepared  the 
way  for  pus-producing  organisms  to  enter  the  uterine  cavity 
and  thus  set  up  infection. 

Dr.  James  F.  Baldwin,  of  Columbus,  O.,  said  if  the  pun- 
ishment would  always  fit  the  crime,  or  if  death  would  always 
result  after  exposure  to  filth,  physicians  and  surgeons  would 
cease  to  be  filthy.  It  is  unfortunate  that  so  many  physicians 
are  careless  and  foolhardy  and  continue  to  expose  their  patients. 
In  three  cases  of  so-called  puerperal  fever  that  he  had  seen  the 
infection  was  found  to  be  due  to  appendicitis.  Two  of  them 
were  operated  upon  by  himself  and  recovered,  while  the  third 
case  was  operated  on  by  another  surgeon  and  died. 

Dr.  William  Warren  Potter,  of  Buffalo,  called  attention 
to  the  fact  that  in  the  discussion  of  the  question  as  presented 
in  medical  societies,  and  even  in  magazine  articles,  there  was 
a  disposition  to  drop  from  the  literature  of  the  subject  the  old- 
fashioned  term    '"  puerperal  fever."     There  were  some  very 
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old-fashioned  things  that  the  profession  should  cling  to  because 
they  were  good,  but  puerperal  fever  was  no  longer  recognized 
as  a  distinct  entity.  It  is  a  term  that  misleads,  and  consequent- 
ly sets  up  an  erroneous  pathology  and  an  equall}"  erroneous 
treatment.  We  are  now  coming  to  regard  puerperal  sepsis  as 
a  distinct  entity,  and  it  should  be  so  named.  The  second  point 
to  which  he  would  direct  attention  was  that  the  obstetrician 
of  to-day  must  insist  upon  the  same  discipline  and  cleanliness 
from  beginning  to  end,  not  only  with  reference  to  himself,  but 
his  nurses  and  the  environments,  that  the  abdominal  surgeon 
insists  upon  in  his  separate  and  special  work. 

Dr.  Adam  H.  Wright,  of  Toronto,  considered  the  subject 
of  puerperal  septicemia  one  of  the  most  important  that  the 
Association  had  to  deal  with.  Puerperal  sepsis  could  be 
avoided.  The  poison  comes  from  without.  If  puerperal  sepsis 
occurs  it  is  because  the  nurse  has  been  uncleanly  or  the  sur- 
roundings have  been  at  fault. 

Dr.  Edwin  Walker,  of  Evansville,  Ind.,  said  there  was 
one  point  that  had  not  been  touched  upon — namely,  the  use  of 
water.  We  think  water  and  cleanliness  are  inseparable,  and 
when  we  wash  anything  we  feel  it  is  properly  clean;  but  if  we 
reflect  for  a  moment  we  will  know  that  this  is  impossible  in  the 
case  of  our  hands.  We  can  render  them  sterile  for  work.  A 
few  years  ago  douches  were  used  prior  to  labor,  but  the  results 
were  not  satisfactory  and  they  had  to  be  abandoned.  If  we 
have  a  cervix  affected  with  gonococci  no  amount  of  washing 
will  remove  these  germs.  It  therefore  seemed  to  him  much 
more  rational  to  dry  out  the  genital  tract,  inasmuch  as  it  could 
not  be  washed  out  successfully.  If  the  genital  tract  is  dried 
out  the  germs  are  deprived  of  their  nourishment.  But  if  a 
douche,  or  even  clean  water,  was  used  it  furnished  a  pabulum 
for  the  nourishment  of  the  germs.  Ho  had  used  the  dry  meth- 
od exclusively  in  uteri  following  abortions,  with  very  good 
results,  and  he  believed  that  equally  good  results  can  be  se- 
cured in  obstetrical  work. 

Dr.  James  F.  W.  Ross,  of  Toronto,  said  he  saw  a  number 
of  cases  of  puerperal  sepsis  in  consultation,  owing  to  the  fact 
that  they  had  pus  tubes  or  pelvic  abscess.  He  did  not  see 
cases  of  puerperal  sepsis  in  hospital  practice,  because  in  the 
hospitals  of  Toronto  they  rarely  occurred.  He  gave  the  causes 
of  puerperal  sepsis,  in  their  order  of  frequency,  as  follows: 
(1)  gonorrhea;  (2)  retained  placenta  or  membranes;  (3)  dirty- 
hands  and  instruments;  (4)  lacerations  of  the  cervix  and  peri- 
neum improperl)'  repaired  or  protected:  and  (5)  intra-abdomi- 
nal disease  or  tumors.  The  latter  cause  was  one  occasionally 
met  with.  He  had  had  one  case,  in  conjunction  with  Dr. 
Wright,  of  sepsis  produced  in  the  fourth  month  of  pregnancy 
by  a  strangulated  dermoid  tumor  of  the  ovary. 

Dr.  Albert  Vander  Veer,  of  Albany,  stated  that  while 
he  was  not  practising  obstetrics,  yet  he  was  quite  frequently 
called  in  consultation  to  see  cases  of  puerperal  sepsis  or  some 
other  pathological  condition  the  result  of  it.     It  was  sad  to  see 
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the  amount  of  ignorance  that  existed  in  regard  to  careful  asep- 
tic obstetrical  work.  Part  of  Dr.  Longyears  paper  interested 
him  very  much,  particularly  with  reference  to  making  an  early 
diagnosis.  This  is  possible  in  the  large  majority  of  cases  be- 
cause of  the  facilities  now  presented  in  cities  of  fair  size  for 
bacteriological  work.  If  the  serum  is  to  be  used  a  differential 
diagnosis  must  be  made.  He  thought  the  future  history  of 
this  work  would  be  in  the  direction  of  the  use  and  effects  of 
the  streptococcic  serum;  but  the  cases  must  be  seen  as  early  as 
possible. 

Relative  to  Dr.  Duff's  paper,  abdominal  surgeons  had  learned 
to  study  carefully  the  surroundings,  but  obstetricians  were  not 
as  far  advanced  in  this  direction,  and  hence  the  Association 
ought  to  be  grateful  and  thankful  for  the  advanced  views  that 
had  been  presented,  because  it  would  be  the  means  of  bringing 
obstetricians  up  to  the  point  of  doing  better  aseptic  obstetrical 
work. 

Dr.  Albert  Goldspohn,  of  Chicago,  was  not  disposed  to 
think  that  the  gonococcus  was  the  most  important  cause  of 
puerperal  sepsis.  It  was  not  the  exciting,  but  merely  the  pre- 
disposing cause.  There  was  no  case  on  record  of  puerperal 
sepsis  in  which  the  gonococcus  alone  was  present,  and  it  must 
be  remembered  that  other  pus  microbes  were  to  be  found — in 
other  words,  there  was  always  a  mixed  infection. 

Dr.  Adam  H.  Wright,  of  Toronto,  read  a  paper  entitled 

TOXEMIA   OF   PREGNANCY.' 

Dr.  John  M.  Duff,  of  Pittsburg,  referred  to  one  of  the 
cases  reported  by  the  essayist,  in  which  there  was  no  albuminu- 
ria yet  convulsions  ensued.  He  thought  a  careful  examination 
would  frequently  show  that  we  sometimes  apprehend  difficulty 
when  it  is  groundless,  and,  on  the  other  hand,  we  feel  safe 
when  we  are  in  great  danger.  Not  long  since  he  was  present 
at  the  delivery  of  a  woman  with  albuminuria;  there  were  tube 
casts,  she  had  headache,  premonitory  twitchings,  and  other 
indications,  the  physician  thinking  that  he  was  going  to  have 
trouble.  The  woman  went  into  labor  and  did  not  have  any 
trouble  at  all.  Her  kidneys  were  not  in  as  good  condition 
since  the  delivery  of  the  child,  but  she  made  a  comparatively 
good  recovery. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  la.,  referred  to  the 
work  of  Bouchard  on  "Auto-intoxication,"  saying  that  it  had 
thrown  a  good  deal  of  light  upon  the  causes  of  many  diseases. 

Dr.  H.  W.  Longyear,  of  Detroit,  wished  to  add  his  testi- 
mony against  the  exclusive  milk  diet  of  Dr.  Wright,  except 
when  combined  with  purgation. 

Dr.  Edward  J.  Ill,  of  Newark,  N.  J. ,  read  a  paper  on 

THE  TREATMENT  OF  PUERPERAL  ENDOMETRITIS  BY  THE 

CAROSSA  METHOD. 

The  writer  said  there  appeared  a  pamphlet  early  in  the  win- 

'  See  original  paper,  p.  456. 
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ter  of  1S96  which  seemed  to  him  of  sufficient  importance  for 
note  and  trial,  in  which  there  was  described  a  method  consist- 
ing in  the  use  of  alcohol  as  an  irrigating  material,  supple- 
mented bj"  gauze  packing  of  the  uterus  in  such  a  way  that  the 
alcohol  shall  find  its  way  into  the  most  distant  recesses  of  the 
uterus.  A  catheter  is  introduced  into  the  uterus  and  the  organ 
filled  with  absorbent  gauze  in  a  light  but  thorough  manner. 
At  the  external  end  of  this  catheter  a  funnel  is  attached, 
through  which  a  twenty-  to  twenty-five  volume  per  cent  of 
alcohol  solution  is  poured  so  as  to  flow  into  the  gauze  with 
which  the  uterus  is  filled.  The  quantity  to  be  used  is  from 
thirt}'  to  fifty  cubic  centimetres  every  hour,  day  and  night.  In 
from  three  to  six  days  the  gauze  is  removed.  The  author  of 
this  method  presents  some  fantastic  theory  of  the  evaporation 
of  alcohol,  with  which  the  essayist  could  not  agree,  and  to 
which  Dr.  Oarossa  attributes  his  results.  Dr.  Ill  has  used  this 
method,  slightly  modified,  with  good  results,  and  recommends 
it  for  further  trial,  especially  on  account  of  its  great  simplicity. 

Dr.  Albert  Goldspohn,  of  Chicago,  failed  to  see  the 
difference  between  the  Carossa  treatment  and  permanent  irri- 
gation. Alcohol  was  known  to  be  one  of  the  most  potent  ger- 
micides, and  was  available  for  systemic  use,  and  when  applied 
locally  was  more  energetic  than  if  distributed  over  the  system. 
He  could  see  the  good  of  permanent  irrigation  in  such  cases, 
in  opposition  to  the  remarks  made  by  one  of  the  members  in  a 
previous  discussion  relative  to  the  dry  method  and  boiling 
water — water  being  one  of  the  elements  that  germs  require 
for  their  growth.  But  he  would  remind  any  one  who  enter- 
tains such  ideas  that  germs,  in  order  to  make  use  of  water,  will 
have  to  have  it  for  some  length  of  time  in  order  for  them  to 
live  If  the  water  is  frequently  renewed,  then  it  affects  their 
structure;  they  cannot  live.  They  must  have  some  liquid  for 
some  length  of  time  in  order  to  subsist.  If  the  liquid  is  fre- 
quently changed,  as  by  frequent  vaginal  douches,  we  remove 
the  culture  medium  and  thereby  destroy  their  growth. 

Dr.  Ill,  in  closing,  said  that  the  method  described  was  not 
permanent  irrigation;  that  the  introduction  of  sixty  centi- 
metres of  an  alcohol  solution  did  not  make  permanent  irriga- 
tion. The  principal  point  was  that  the  solution  disseminated 
itself  among  the  gauze  and  touched  every  portion  of  the  uterine 
cavity  Permanent  irrigation  had  been  found  to  be  faulty;  it 
flowed  out  alongside  the  tube,  and  further  portions  of  the  ute- 
rine cavity  would  not  be  touched  by  the  solution. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  Ohio,  read  a  paper  en- 
titled 

SOME    OF    THE    SEQUELS    FOLLOWING    SUPRAVAGINAL 

HYSTERECTOMY.' 

Dr.  George  M.  Hughes,  of  Philadelphia,  followed  with  a 
paper  on 

'  See  original  article,  p.  447. 
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THE   SEQUELS   OF    DEAD    LIGATURES   AND   SUTURES,' 

These  papers  were  discussed  together,  the  discussion  being 
opened  by  Dr.  E.  W.  Gushing,  of  Boston,  who  said  that  the 
subject  was  of  the  greatest  importance.  He  would  make  an 
historical  criticism  that  it  is  the  Baer  operation  to  which  the 
first  speaker  alludes.  If  there  is  anything  that  Baer's  opera- 
tion does,  it  is  precisely  that  of  sewing  the  cervix  together. 
The  operation  of  supravaginal  hysterectomy,  tying  the  arte- 
ries, cutting  across  the  cervix  and  then  sewing  it  together,  was 
Chrobak's  operation. 

In  regard  to  suppuration  after  total  extirpation  of  the  uterus, 
he  saw  no  necessity  for  its  occurrence.  It  was  not  necessary  to 
leave  the  opening  in  the  vagina  patent ;  it  could  be  sewed  to- 
gether and  the  perineum  united  over  it.  He  had  seen  some  of 
the  ill  results  of  silk  ligatures.  He  had  never  tried  silkworm 
gut,  but.  speaking  a  priori,  he  would  not  leave  such  ligatures 
in  the  abdominal  cavity.  For  several  years  he  had  never  used 
catgut  in  the  abdominal  cavity.  He  wished  to  dissent  from  the 
position  that  there  is  no  danger  of  hemorrhage  from  using  cat- 
gut ligatures  on  vessels. 

Dr.  H.  W.  Longyear,  of  Detroit,  was  glad  to  hear  the 
members  confess  their  troubles  from  using  non-absorbable  liga- 
tures. There  were  two  or  three  of  the  members,  to  his  know- 
ledge, who  had  been  using  the  animal  ligature  for  several  years 
without  any  trouble  whatever.  The  Association  was  now 
gradually  getting  at  the  facts,  and  he  was  glad  to  hear  these 
confessions.  There  was  only  one  way  to  avoid  trouble,  and 
that  was  to  use  absorbable  animal  ligatures.  He  had  used 
kangaroo  tendon  for  eight  or  nine  years,  had  prepared  it  him- 
self for  the  last  two  or  three  years,  and  found  this  much  more 
satisfactory^  than  buying  it  already  prepared. 

Dr.  Albert  Goldspohn,  of  Chicago,  said  the  experience 
of  Dr.  Hall  and  the  cases  cited  by  Dr.  Hughes  showed  how 
extremely  desirable  it  is  to  use  absorbable  ligatures.  The  de- 
gree of  perfection  which  surgeons  have  attained  in  the  prepa- 
ration of  catgut  or  kangaroo  tendon  certainly  makes  it  un- 
necessary to  deal  with  silk,  silver  wire,  or  silkworm  gut  any 
longer,  unless  it  be  for  superficial  purposes.  Surgeons  use  silk- 
worm gut  possibly  in  uniting  the  skin  or  mucous  membrane, 
but  even  there  it  was  not  necessary. 

Dr.  Herman  E.  Hayd,  of  Buffalo,  stated  that  in  all  of  his 
earlier  operations  he  used  silk,  but  after  having  had  so  many 
unfavorable  experiences  with  it  he  had  practically  abandoned 
its  use.  He  was  satisfied  it  is  possible  to  sterilize  catgut  and  be 
absolutely  certain  that  it  is  safe.  It  was  an  easy  matter  for 
the  surgeon,  to  satisfy  his  own  feelings,  after  having  operated 
upon  a  patient  and  having  the  wound  suppurate  and  every- 
thing go  wrong,  to  say  the  trouble  was  due  to  the  catgut.  He 
was  satisfied  that  the  catgut  is  not  the  cause  of  the  trouble  or 
disturbance  in  many  instances,  but  it  is  usually  some  fault  of 

*  See  original  article,  p.  453. 
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the  technique.  He  did  not  want  to  disparage  the  work  of  the 
various  houses  in  which  ligature  material  was  made,  but  he  was 
satisfied  that  if  surgeons  wish  to  use  good  absorbable  ligature 
materials  they  should  prepare  their  own  sutures  and  be  respon- 
sible for  them. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  said  he  rejoiced  that 
so  many  Fellows  of  the  Association  had  abandoned  the  use  of 
non-absorbable  sutures.  Just  so  long  as  surgeons  continued  to 
use  such  material  for  buried  sutures,  just  so  long  would  there  be 
a  great  deal  of  trouble.  A  non  absorbable  suture  may  become 
encysted  and  cause  no  trouble,  but  material  like  silkworm  gut 
would  sooner  or  later  cause  a  good  deal  of  trouble.  One  of  the 
reasons  why  there  had  been  so  much  dissatisfaction  in  the  use 
of  catgut  or  kangaroo  tendon  in  the  ligation  of  vessels  in  the 
abdomen  is  that  they  have  been  improperl}^  applied.  With 
reference  to  securing  the  ovarian,  uterine  artery,  or  other  ves- 
sels, if  the  surgeon  will  take  particular  pains  to  tie  each  vessel 
separately  when  possible,  and  include  nothing  within  the  liga- 
ture but  the  vessel  itself,  the  original  hemorrhage  will  not  only 
be  materially  diminished,  but  the  size  of  the  ligature  also.  If 
surgeons  would  consider  what  ligatures  were  for,  it  would  be  a 
good  deal  easier  to  arrive  at  a  correct  conclusion. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  remarked  that  the 
rapidity  with  which  the  operation  of  hysterectomy  has  been 
evolved  is  such  that  necessarily  there  must  be  a  great  deal  of 
supplemental  work  to  do  in  perfecting  the  technique,  and  this 
was  apparent  from  the  discussion.  It  has  only  been  a  few 
years  since  hysterectomy  for  fibromata  was  an  operation  in  its 
infancy.  Now  it  has  been  placed  upon  a  basis  almost  equal  in 
accuracy  and  results  to  ovariotomy,  and  he  had  no  doubt  that 
in  a  short  time  the  operation  will  be  as  satisfactorily  carried 
out  and  that  its  results  will  be  as  good  as  those  from  ovari- 
otomy at  the  present  time.  But  there  is  considerable  work 
yet  to  be  done.  Dr.  Hall  has  indicated  in  his  paper  that  there 
are  three  methods  of  operating.  One  is  the  extraperitoneal 
method,  the  pedicle  being  treated  by  some  with  elastic  ligature, 
by  others  with  the  serre-neud — an  operation  that  he  wished  to 
assert  has  by  no  means  become  obsolete  ;  it  does  not  deserve  to 
become  obsolete,  and  the  results  reported  by  other  operators 
are  going  to  demonstrate  that  in  a  certain  class  of  cases  of 
fibromata  the  extraperitoneal  method  has  a  place  which  it  is 
going  to  retain  for  some  time  to  come  in  the  hands  of  good 
surgeons  when  skilfully  applied  in  the  treatment  of  these 
growths.  The  intraperitoneal  method  was  far  from  being  per- 
fected. Coming  to  the  third  method  of  operating —namely, 
total  extirpation — it  was  in  his  opinion  the  ideal  one,  in  that 
the  surgeon  left  none  of  the  tumor  behind.  The  uterus  is  en- 
tirely removed,  also  the  neoplasm,  a  perfectly  clean  field  being 
left,  with  nothing  behind  to  come  awaj'  and  nothing  to  give 
trouble  in  the  form  of  a  stump.  But  are  we  as  yet  prepared  to 
resort  to  this  method  in  all  cases  ?  Ideal  surger}'  is  the  sur- 
gery that  saves  lives  with  the  greatest  certainty  and  safety  and 
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with  the  most  perfect  results,  and  nothing  should  be  considered 
ideal  that  does  not  stand  the  test  of  an  ideal  operation.  Dur- 
ing the  past  year,  in  his  operative  work  before  his  class,  he  had 
made  it  a  rule  to  demonstrate  to  the  students  these  three 
methods  of  operating. 

Dr.  Montgomery  A.  Crockett,  of  Buffalo  (by  invitation), 
said  that  he  had  never  used  silk  ligatures,  but  he  had  taken 
out  many  that  had  been  used  by  other  surgeons,  and  perhaps 
these  gentlemen  had  congratulated  themselves  on  how  the 
ligatures  behaved.  On  ordinary  principles  it  seemed  to  him 
that  the  question  of  ligatures  was  almost  settled — that  is,  we 
have  no  use  for  a  ligature  after  it  has  done  its  work  inside  the 
body.  It  holds  a  vessel  or  mass  of  tissue  for  a  certain  length 
of  time,  and  after  that  time  we  have  no  further  use  for  it. 
There  were  two  objections  to  the  use  of  catgut.  In  the  first 
place,  it  could  not  be  sterilized;  secondly,  it  does  not  hold.  In 
other  words,  there  was  danger  of  hemorrhage. 

Dr.  James  F.  Baldwin,  of  Columbus,  O.,  had  used  silk 
very  largely  in  his  intra-abdominal  work  until  within  the  last 
year  or  eighteen  months.  He  could  not  understand  why  there 
was  so  much  trouble  from  abscesses.  He  had  had  no  trouble 
with  any  of  his  cases,  so  far  as  he  knew.  Possibly,  as  the  last 
speaker  said,  some  of  his  cases  may  have  gone  to  another  ope- 
rator to  have  the  silk  removed,  but  he  thought  not.  He  had 
had  an  experience  with  silk  that  had  led  him  to  give  up  its  use, 
and  cited  the  case.  He  had  always  used  silk  as  fine  as  he 
could  possibly  get  it,  that  had  the  necessary  strength.  One 
trouble  among  operators  who  have  trouble  with  silk  was  that 
they  used  silk  that  is  too  large.  He  had  seen  silk  as  large  as 
a  lead  pencil  which  he  had  removed  from  an  abscess  in  the 
abdomen  four  years  after  the  appendages  had  been  removed  by 
another  operator  ;  there  were  two  knots  of  silk  the  original 
size  of  a  chalk  line.  Since  his  unfavorable  experience  with  silk 
he  had  used  the  kangaroo  tendon  almost  entirely,  or  catgut. 

As  to  the  technique  of  the  intraperitoneal  method,  where  the 
cervix  is  unhealthy,  is  enlarged,  hypertrophied,  the  seat  of 
laceration,  and  where  there  is  danger  of  cancer  developing 
later  on,  he  thought  it  is  wise  to  remove  it  entirely.  It  is  true, 
it  makes  the  operation  a  little  longer,  it  opens  into  the  vagina, 
increases  the  danger  of  sepsis  somewhat,  and  leaves  a  larger 
surface  to  be  treated  subsequently;  nevertheless  he  thought  the 
cervix  should  be  removed. 

Dr.  Albert  Vander  Veer,  of  Albany,  said  that  about 
twelve  years  ago,  having  prepared  to  do  an  operation  for  the  re- 
moval of  a  good-sized  fibroid,  he  intended  to  make  use  of  the  wire 
and  resort  to  the  extraperitoneal  method.  But,  to  his  astonish- 
ment and  decided  embarrassment,  as  he  exposed  the  tumor  by  a 
free  incision  he  could  not  lift  it  out  of  the  pelvis.  He  went  at  it 
rather  deliberately,  with  his  knowledge  of  general  surgery,  and 
tied  the  vessel  as  he  came  to  it,  and  really  did  a  supravaginal 
hysterectomy.  He  emjjloyed  more  ligatures  than  he  would  use 
now  in  doing  the  same  operation.  The  patient  recovered.  In 
36 
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another  case  like  that  he  would  operate  similarh%  but  his  cases 
at  that  time  were  not  numerous.  He  had  never  done  more 
comfortable  work  in  the  removal  of  uterine  fibroids  than  by  the 
use  of  the  serre-neud  and  treatment  by  the  extraperitoneal 
method,  except  in  cases  where  the  pedicle  is  a  short,  thin  mass. 
Soon  after  Baer  called  attention  to  his  method  he  had  two 
operations  to  do  on  the  same  day,  one  of  which  he  performed 
by  means  of  the  serre-neud,  and  the  other  he  did  as  well  as  he 
could  b}"  the  Baer  method.  Both  patients  did  well.  He  is  not 
prepared  to  abandon  the  clamp  when  he  can  pull  out  through 
the  abdominal  cavity  a  uterine  fibroid  that  weighs  one  or  two 
or  five  pounds  and  remove  it.  He  has  had  good  results  from 
the  clamp  method;  the  recoveries  have  been  pleasant;  he  can 
do  this  operation  much  quicker  than  by  resorting  to  one  of  the 
other  methods.  A  word  in  regard  to  the  long  pedicle.  Where 
the  method  spoken  of  could  not  be  carried  out,  he  was  of  the 
impression  that  total  extirpation  was  to  be  the  operation  and 
commanded  thorough  attention. 

Dr.  James  F.  W.  Ross,  of  Toronto,  said  a  few  years  ago  he 
was  asked  to  give  his  statistics  in  connection  with  the  operation 
of  total  hysterectomy,  abdominal  or  vaginal  hysterectomy. 
This  he  refused  to  do,  because  he  was  then  in  the  experimental 
stage.  He  was  still  in  the  experimental  stage.  The  three 
methods  of  operation  described  all  had  their  disadvantages. 
On  two  occasions  he  had  seen  perforation  of  the  bladder  fol- 
lowing the  use  of  the  clamp.  In  one  of  these  cases,  occurring 
in  his  own  practice,  the  perforation  of  the  bladder  did  not  take 
place  until  the  sixteenth  day  after  operation,  showing  conclu- 
sively to  his  mind  that  the  bladder  was  not  pinched  in  the 
wire,  but  that  the  slough  extended  down  and  the  bladder 
became  perforated  subsequently  owing  to  the  tension  put  on 
the  tissues.  This  case  taught  him  the  lesson  that  the  bladder 
should  be  dissected  down  with  the  peritoneum,  so  as  to  get  it 
out  of  the  way  of  the  clamp.  If  this  had  been  done  vesical 
perforation  would  not  have  occurred. 

He  felt  some  timidity  in  placing  catgut  ligatures  on  ves- 
sels in  doing  a  hysterectomy,  although  he  might  overcome  this. 
Why  is  it  that  an  infected  silk  ligature  is  such  a  desperately 
horrible  thing,  while  an  infected  catgut  ligature  is  so  inert? 
If  we  have  infection  in  either  case  we  are  going  to  have  diffi- 
culty whether  catgut  or  silk  be  used.  If  we  have  a  dirty  pedi- 
cle, a  pus  tube,  we  will  have  trouble  with  the  ligature  whether 
it  is  silk  or  catgut.  He  felt  that  he  was  going  to  endeavor  to 
do  more  with  catgut  in  the  abdomen  than  he  had  done  in  the 
past. 

Dr  M.  Rosenwasser,  of  Cleveland,  Ohio,  read  a  paper 
entitled 

post-climacteric  conditions  that  simulate  advanced 

uterine  cancer. 

Irregular    hemorrhages    and    sero-sanguineous    discharges, 
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Avhether  occurring  during  the  parturient  stage  or  long  after 
the  menopause,  are  good  and  suflScient  reasons  to  suspect 
malignancy.  We  carefully  watch  for  early  symptoms,  and  by 
their  detection  occasionally  succeed  in  removing  the  disease 
while  it  is  still  local.  On  the  other  hand,  we  are  sometimes 
caught  off  our  guard  when  confronted  with  post- climacteric 
cases  presenting  all  the  classical  characteristics  of  advanced 
malignant  disease.  Without  the  same  circumspection  exer- 
cised in  the  early  stages,  we  thoughtlessly  pronounce  the  case 
beyond  remedy  or  hope,  specifying  even  the  extreme  possibility 
of  life.  The  text  books  are  deficient  in  not  sounding  a  note 
of  warning  against  possible  errors  in  the  late  stages.  The  so- 
called  classical  symptoms  may  be  due  to  other  (non-malignant) 
conditions  of  the  genital  tract.  Owing  to  effacement  of  the 
vaginal  portion  of  the  cervix  in  old  age,  the  differential  diagno- 
sis is  in  most  cases  limited  to  corporeal  diseases  of  the  uterus. 
Before  the  diagnosis  of  corporeal  cancer  can  be  made  other 
diseases  must  be  excluded. 

The  conditions  which  are  likely  to  simulate  advanced  cancer 
are  the  following  :  senile  vaginitis ;  foreign  bodies  in  the 
vagina;  gangrenous  fibroids;  atrophic,  senile,  or  post-climac- 
teric endometritis;  and  post  climacteric  pyometra.  Of  these 
conditions  the  last  is  especially  liable  to  lead  to  errors.  The 
writer  gives  the  details  of  a  case  of  pyometra  occurring  recently 
in  his  own  experience,  and  submits  abstracts  of  five  more  or 
less  similar  instances  found  scattered  in  the  literature  of  the 
past  seven  years.  In  all  these  cases  either  a  positive  or  a  pro- 
visional diagnosis  of  corporeal  cancer  had  been  made. 

In  conclusion  the  author  calls  attention  to  the  singular  fact 
that  in  the  presence  of  the  essential  predisposing  conditions — 
age,  low  vitality,  cicatricial  tissue,  adhesions,  chronic  inflam- 
mation, and  irritating  discharges — cases  of  transformation  into 
malignant  disease  are  either  unknown  or  exceedingly  rare. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  said  the  subject  under 
consideration  was  very  important,  for  he  believed  it  has  been 
often  overlooked,  and,  as  had  been  suggested  by  the  essayist, 
patients  suffering  from  other  than  malignant  disease  after  the 
menopause  have  been  neglected,  and  lives  which  might  have 
been  saved  have  perished.  Last  winter  a  woman  70  years  of 
age  consulted  him  who  had  been  under  the  care  of  several 
physicians,  and  her  case  was  regarded  as  one  of  malignant 
disease.  True,  the  patient  had  a  cachectic  look;  she  was  debil- 
itated, emaciated;  the  discharge  from  the  uterus  was  offensive 
in  character  and  precisely  that  usually  found  in  malignant 
disease  of  the  uterus.  He  was  in  doubt  regarding  the  true 
nature  of  the  case,  and  determined  to  resort  to  local  treatment, 
hoping  the  symptoms  might  be  dissipated  and  the  case  turn  out 
not  to  be  malignant  in  character.  By  careful  irrigation  of  the 
uterus,  with  slight  dilatation,  an  improvement  was  noted.  But 
the  discharge  continued.  He  then  used  a  mixture  of  water 
with  iodoform  as  the  irrigating  fluid,  knowing  that  a  portion 
of  the  iodoform  would  be  retained  in  the  uterine  cavity.     This 
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resulted  in  satisfaction.  Under  palliative  treatment  extending 
over  three  or  four  weeks  the  discharge  ceased,  the  woman  was 
restored  to  health,  and  there  has  been  no  return  of  the  symp- 
toms since  that  period.  The  utility  of  iodoform  in  these  cases, 
which  Dr.  Skene  called  attention  to  some  years  ago,  seems  to 
be  very  well  demonstrated.  Dr.  Chase  also  cited  an  interest- 
ing case  of  disintegrating  fibroid  which  came  under  his  obser- 
vation about  twenty  years  ago  in  a  woman  70  years  of  age. 

Dr.  John  M.  Duff,  of  Pittsburg,  within  the  past  four 
months  had  removed  a  uterus,  the  microscopical  examination 
showing  the  case  to  be  one  of  cancer.  But  after  its  removal 
he  found  a  disintegrating  fibroid  in  the  organ,  and  if  he  had 
made  a  diagnosis  of  fibroid  previoush',  not  having  made  a 
microscopical  examination,  he  might  have  permitted  the  woman 
to  die  without  treatment,  or  to  have  gone  on  to  a  point  when 
an  operation  would  not  have  been  advisable. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  said  that  while  we 
might  occasionally  have  malignant  disease  in  connection  with 
the  disintegration  of  fibroids,  yet  the  latter  condition  is  more 
frequently  mistaken  by  the  general  practitioner  for  malignant 
disease  and  patients  allowed  to  die  that  could  be  cured  by  a  very 
simple  operation.  In  this  connection  he  wished  to  place  on 
record  a  typical  case  that  came  under  his  care  early  in  the  fall 
of  last  year.  The  woman,  over  76  years  of  age,  was  sent  to 
him  from  Greenup.  Kentuck}^.  She  had  been  seen  bj^  four 
physicians  and  her  disease  pronounced  cancer.  She  had  a  con- 
tracted vagina,  and  the  cervix  apparentlj"  had  been  destroyed. 
The  whole  vagina  was  eroded,  bleeding  to  the  touch,  and  the 
external  parts  nearly  to  the  knees  were  more  or  less  raw  from 
the  discharge.  He  was  not  able  positively  to  exclude  cancer, 
but  after  an  examination  doubted  the  diagnosis,  and  under  an 
anesthetic  the  uterus  was  dilated  and  a  tumor,  apparently  the 
size  of  a  child's  head  at  birth,  was  found.  This  was  the  en- 
larged uterus  distended  with  pus,  there  being  no  fibroid  about 
it.  He  introduced  a  steel  dilator  and  more  than  a  pint  of  fetid 
pus  escaped  from  the  uterine  cavitj'.  Very  little  curetting  was 
done.  After  thorough  drainage  the  patient  made  a  beautiful 
recovery.  This  patient  weighed  formerly  one  hundred  and 
ninety  pounds,  but  when  she  came  to  the  city  she  weighed  less 
than  one  hundred  and  thirty. 

Dr.  J.  Henry  Carstens,  of  Detroit,  thought  Dr.  Hall 
struck  the  keynote  in  Dr.  Rosenwasser's  paper — namely,  that 
those  patients  who  had  passed  the  climacteric  and  developed 
symptoms  simulating  cancer  were  b}'  no  means  always  affected 
with  cancer,  and  he  agreed  with  him.  At  the  same  time  these 
cases  were  rare,  and  where  we  find  one  such  case  we  would 
find  fifty  cases  of  cancer.  If  the  doctrine  was  promulgated 
that  this  disease  was  comparatively  common  in  patients  who 
had  passed  the  climacteric,  he  thought  a  great  deal  of  tinkering 
would  be  done  by  inexperienced  general  practitioners,  and  the 
golden  opportunity  to  operate  on  cases  of  malignant  disease  in 
their  incipiency  be  passed  by.     If  he  understood  the  essayist 
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rightly,  the  main  point  of  the  paper  was   the  importance  of 
thoroughness  in  diagnosis. 

Dr.  E.  W.  Gushing,  of  Boston,  considered  the  subject  one 
of  great  importance,  and  recalled  one  or  two  cases  which  on 
reflection  might  have  been  senile  endometritis  simulating  can- 
cer and  in  which  he  had  removed  the  uterus.  He  was  rather 
inclined  to  agree  with  the  last  speaker  that  it  is  very  difficult 
to  make  a  negative  diagnosis  and  exclude  cancer.  But  there 
is  a  post-climacteric  condition,  beginning  somewhat  the  same 
way  as  an  adenoma  of  the  uterus,  where  scrapings  are  made 
and  subjected  to  microscopical  examination,  and  the  micro- 
scopist  will  tell  us  that  it  is  hypertrophic  endometritis.  He 
had  known  these  cases  to  occur  more  than  once,  but  it  is  not 
every  man  who  is  a  pathologist  to  a  hospital  who  is  up  on  the 
early  diagnosis  of  adenoma  of  the  uterus. 

Dr.  C.  N.  Smith,  of  Toledo,  Ohio,  thought  the  subject  a 
most  important  one.  AVithin  the  last  two  weeks,  by  depend- 
ing entirely  upon  the  clinical  picture,  he  had  been  led  to  re- 
move a  uterus  by  vaginal  hysterectomy  which  was  not  affected 
with  cancer.  The  patient  was  5G  years  of  age.  She  gave  a 
history  of  irregular  hemorrhages  extending  over  a  period  of 
seven  months,  with  a  continuous  slight  hemorrhage  for  the 
last  ten  weeks  She  had  pain,  severe  at  times,  for  several 
months,  and  for  the  past  four  months  there  had  been  a  disagree- 
able fetid  discharge  ;  the  odor  was  so  extremely  offensive  that 
the  woman  rarely  left  her  home  to  visit  her  most  intimate 
friends.  On  examination  he  found  the  uterus  considerably  en- 
larged, about  four  inches  in  diameter,  and  the  woman  cachec- 
tic. She  had  lost  flesh  and  strength  to  a  large  extent,  and  the 
evidences  of  cancer  of  the  body  of  the  uterus  being  so  strong, 
he  subjected  her  to  a  vaginal  hysterectomy  without  having 
previously  made  a  microscopical  examination.  Upon  opening 
the  uterus  after  it  had  been  removed  he  found  the  uterine  cav- 
ity, which  was  considerably  enlarged,  filled  with  dirty  material, 
all  of  which  he  readily  removed  by  a  curette  verj'  lightly  ap- 
plied. Had  he  used  the  curette  before  doing  the  vaginal  hyste- 
rectomy he  had  no  doubt  the  patient  would  have  been  entirely 
cured,  yet  the  clinical  picture  was  so  marked  of  cancer  of  the 
body  of  the  uterus  that  he  was  led  to  do  a  vaginal  hysterec- 
tomy. He  ought  not  to  have  done  so,  perhaps,  because  he  had 
had  two  other  quite  similar  cases,  one  occurring  four  years 
ago  in  a  woman  over  60  years  of  age,  where  a  diagnosis  by  the 
clinical  evidence  was  made  of  uterine  cancer  by  an  Ohio  spe- 
cialist. In  this  case  there  was  a  dirty,  fetid  discharge,  pain, 
and  hemorrhage  extending  over  a  period  of  some  months. 
The  uterus  was  curetted,  packed  lightly  with  gauze,  and  the 
woman  made  a  most  excellent  recovery.  It  is  now  four  years 
since  the  curetting  was  done,  and  she  is  perfectly  well. 

Dr.  James  F.  Baldwin,  of  Columbus,  Ohio,  thought  all 
specialists  were  agreed  from  experience  that  the  general  prac- 
titioner had  been  led  to  place  too  much  emphasis  upon  the  odor 
of  vaginal  discharges  in  making  a  diagnosis,  or  the  reverse,  of 
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cancer  of  the  uterus.  The  idea  was  quite  widespread  that 
cancer  conies  with  a  very  offensive  discharge — much  more  so 
than  any  other  diseased  conditions  of  the  uterus — and  there- 
fore, if  the  general  practitioner  has  a  patient  presenting  suspi- 
cious symptoms  but  not  a  bad  odor,  he  takes  it  for  granted 
that  it  is  not  cancer.  Tliere  is  no  dependence  to  be  placed  on 
that  symptom.  He  had  never  been  able  to  satisfy  himself  of 
any  odor  peculiar  to  cancer. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  the  instructive  point 
in  the  paper  was  not  to  lose  sight  of  the  differential  diagnosis 
and  the  proper  treatment  of  suspected  cases.  If  we  are  going 
to  deal  with  cases  that  are  simply  suspicious,  without  making 
an  exact  diagnosis  as  to  the  existence  of  cancer,  he  thought  we 
would  be  operating  upon  many  cases  of  endometritis,  and  he 
knew,  as  a  matter  of  fact,  that  this  was  being  done  to  a  large 
extent;  that  uteri  were  being  removed  which  were  healthy, 
simply  on  account  of  a  little  inflammation  of  the  lining  of  the 
organ  and  enlargement  of  its  natural  tissue. 

Dr  Albert  Goldspohn,  of  Chicago,  desired  to  say  a  word 
or  two  in  defence  of  the  microscope.  Certainly  it  was  a  very 
much  more  efficient  means  of  diagnosis  than  any  temporizing 
local  treatment,  whether  it  be  efficient  or  non  efficient.  This 
question  was  recently  discussed  by  the  members  of  a  prominent 
German  association,  and  likewise  written  about,  and  a  German 
author  made  the  significant  declaration  that  we  had  no  time  to 
delay  in  these  cases  and  that  if  early  operation  is  under- 
taken it  usually  results  in  a  cure  The  operation  means  not 
simply  the  removal  of  the  uterus,  but  things  higher  up  in  the 
body  which  can  be  gotten  at  early  but  which  the  surgeon  is 
not  able  to  reach  in  a  month  or  two.  Therefore,  if  the  clinical 
evidence  is  overwhelming,  operation  should  be  resorted  to  as 
early  as  possible. 

Dr.  Joseph  H.  Branham,  of  Baltimore,  thought  that  the 
profession  was  making  advances  in  the  treatment  of  local 
cancer  that  were  very  important.  He  called  attention  to  a 
notable  article  by  a  German  author  on  this  subject,  in  which  it 
was  claimed  that  within  a  short  time  seventy-five  per  cent  of 
all  cases  of  cancer  would  be  curable.  The  speaker  thought 
this  was  not  an  exaggeration,  but  if  the  subject  was  dis- 
cussed in  such  an  indefinite,  haphazard  manner  as  a  good 
many  of  the  members  had  done  this  morning,  they  would  re- 
cede from  this  position.  In  the  first  place,  he  thought  ma- 
lignant tumors  of  the  uterus  could  be  diagnosticated  with 
absolute  accuracy  b}^  the  clinical  picture  and  the  aid  of  the 
microscope.  The  microscopist  was  perfectly  competent  to 
diagnosticate  cancer  if  he  was  furnished  with  the  right  tissue — 
namely,  the  tissue  at  the  boi-der  line  between  adenoma  and  the 
normal  subjacent  tissue.  Of  course  there  were  undoubtedly 
cases  in  which  adenoma  was  present  but  infiltration  had  not 
taken  place,  and  then  the  case  was  doubtful. 

Dr.  Charles  G.  Cumston,  of  Boston,  remarked  that,  as  a 
pathologist,  he  had  had  a  number  of  specimens  or  scrapings  of 
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diseased  tissue  submitted  to  him  from  time  to  time  for  examina- 
tion, and  nearly  all  of  them  were  unsatisfactory.  He  thought 
that  of  100  specimens  presented  to  the  pathologist  he  (the 
pathologist)  could  come  to  a  definite  conclusion  in  about  60, 
while  in  the  other  40  it  remained  very  uncertain. 

Dr.  Rosenwasser,  in  closing  the  discussion,  said  that  his 
paper  excluded  entirely  a  discussion  of  the  early  diagnosis  of 
cancer;  that  it  was  limited  to  cases  of  apparently  advanced 
cancer  in  the  late  stage.  He  agreed  f  ull}^  with  those  who  had 
spoken  of  the  rarity  of  these  conditions,  and  that  most  of  the 
cases  advanced  to  that  period  were  really  cancer.  In  his  paper 
he  called  attention  to  the  exceptions,  and  while  in  the  majority 
of  cases  we  have  pathognomonic  symptoms  of  advanced  can- 
cer, there  were  other  cases  which  were  not  cancerous  which 
simulated  these,  and  which  ought  to  be  excluded  before  operat- 
ing or  arriving  at  a  decision  to  do  so. 

Dr.  Longyear  had  really  struck  the  note  that  he  wished  to 
draw  attention  to  —namely,  the  differential  diagnosis  between 
cases  of  apparently  advanced  cancer  and  other  conditions. 

Dr.  Richard  Douglas,  of  Nashville,  then  read  a  paper 
entitled 

CYSTS   OF   THE   URACHUS.' 

Dr.  Albert  Vander  Veer,  of  Albany,  considered  the 
paper  a  very  valuable  contribution  to  the  Transactions.  It 
attracted  his  attention  with  reference  to  pathology,  and,  from 
a  study  of  three  cases  that  he  had  had  since  he  reported  his  first 
case,  he  was  convinced  that  there  is  a  relation  betv/een  these 
cysts  and  branchial  cysts.  In  reference  to  the  time  of  life  at 
which  these  cysts  occur,  in  one  case  he  had  seen  it  in  a  young 
lady,  and  in  two  cases  the  symptoms  attracted  attention — par- 
ticularly the  nervous  train  of  symptoms,  there  being  a  disagree- 
able sensation  in  the  umbilicus  and  lower  segment  of  the  abdo- 
men. Another  symptom  which  presented  itself  in  two  of  his 
cases,  in  neither  one  of  which  was  there  a  large  cyst,  was  an 
extremely  offensive  and  disagreeable  discharge.  The  young 
women  were  debarred  from  going  into  society  on  this  account. 
Both  recovered  from  operation. 

In  another  case,  as  in  the  one  reported  by  the  essayist,  Dr. 
Vander  Veer  passed  through  a  somewhat  similar  experience. 
Although  his  patient  recovered,  yet  at  the  end  of  the  third 
week  there  was  a  high  temperature,  and  abscess  was  looked 
for  about  the  cavity  left  by  the  abdominal  cyst.  A  complete 
'enucleation  had  been  made,  and  he  was  of  the  impression  that  if 
he  encountered  another  case  like  it  he  would  try  and  make  use 
of  the  combined  method  of  bringing  down  the  omentum  and 
■stitching  it  to  the  peritoneum  resting  there  as  a  thin  veil.  In 
his  case  there  was  a  space  as  large  as  his  two  hands  with  little 
nourishment  left,  and  he  thought  his  patient  simplj'  escaped  a 
fatal  termination   by  the  fortunate  occurrence  of  adhesions, 

■  See  original  article,  p.  472, 
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but  that  the  peritoneum  ought  to  have  been  taken  care  of — 
either  removed  or  given  more  nourishment  by  means  of  the 
omentum  and  attaching  it  to  the  surface  of  the  abdominal 
wall. 

Dr.  Edward  J.  Ill,  of  Newark,  said  the  paper  of  the  essay- 
ist was  so  thorough  and  exhaustive  that  there  was  not  very 
much  to  be  said.  The  members  certainly  had  learned  one 
thing  from  the  experience  of  the  author — namely,  that  large 
cysts  of  this  kind  should  not  be  enucleated.  Within  a  short 
time  he  had  removed  a  cyst  of  the  urachus  as  large  as  his  two 
fists  without  any  difficulty.  At  the  time  he  thought  of  such  an 
accident  as  had  been  mentioned,  and  in  the  future,  should  he 
meet  with  so  large  a  cj^st  as  the  doctor  had  seen,  he  would  not 
think  of  enucleating  it,  but  would  open  it  widely  and  drain  with 
gauze.  In  that  way  he  should  hope  for  union  of  the  opposing 
surfaces.  There  was  a  point  about  the  technique  of  the  treat- 
ment of  those  cysts  that  are  connected  with  the  bladder  which 
he  thought  might  be  of  sufficient  interest  to  speak  of.  The 
case  he  had  referred  to  presented  this  peculiarit}^.  It  occurred 
in  a  woman  who  had  some  prolapsus  of  the  anterior  vaginal 
wall,  and  when  she  attempted  to  pass  her  urine  some  of  it 
passed  into  the  cyst  and  some  escaped  through  the  urethra. 
This  did  not  have  the  effect,  however,  of  producing  an  inflam- 
matorj''  condition  about  the  cyst.  Of  course  it  was  an  annoy- 
ance to  her,  because  she  had  to  pass  her  urine  in  instalments. 
The  operation  consisted  in  removal  of  the  cyst  and  of  ligation 
of  that  portion  of  the  duct  which  entered  the  bladder.  As  he 
was  closing  the  wound  he  said  to  himself.  This  is  a  dangerous 
procedure  ;  that  it  is  likely  that  his  ligature  would  not  destroy 
the  epithelium  and  that  it  would  open  in  a  short  time.  Some 
infiltration  of  urine  took  place.  So  he  removed  the  ligature, 
cut  the  duct  ver}^  short,  turned  the  edges  in,  and  closed  it  over 
as  a  surgeon  would  do  with  the  Lembert  suture. 

Another  point  was  this:  that  we  should  not  attempt  to  re- 
move an  inflamed  cyst,  as  the  adhesions  between  the  inflamed 
tissue  and  the  peritoneum  are  so  intimate  that  separation  is 
impossible,  and  that  when  the  cyst  is  inflamed  the  material  is 
highly  septic,  and  we  will  endanger  a  patient's  life  bj^  such 
manipulation.  In  those  cases  a  large,  wide  incision  from  the 
umbilicus  down  to  the  bladder  seems  to  be  the  proper  method. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  said  he  had  had 
considerable  experience  with  cj'sts  of  the  urachus,  and,  so  far 
as  his  experience  goes,  these  were  practicall}^  all  of  the  cysts 
encountered  in  the  abdominal  wall.  There  were  cysts  of  a 
sebaceous  character,  having  of  course  a  cutaneous  origin:  but 
large  cysts  are  essentially  those  of  the  urachus,  so  far  as  his 
limited  observation  went,  and  he  beheved  he  was  sustained  in 
this  position  by  the  general  literature  of  tlie  subject.  He  had 
encountered  a  few  of  these  dilatations  of  the  fetal  remnant,  and 
had  met  witli  some  difficulty  in  dealing  with  them  The 
greatest  difficulty  arises  from  the  fact  that  the  c,ysts  lie  imme- 
diately upon,  and  are  essentially  involved  in,  the  parietal  peri- 
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toneum.  When,  as  has  been  stated  by  Dr.  Ill,  the  cyst  is  in  a 
state  of  inflammation,  we  ought  to  proceed  with  extreme  cau- 
tion, and  yet  he  had  been  unable  in  two  cases  to  separate  even 
a  non  inflammatory  cyst  from  the  peritoneum.  In  his  efforts 
to  treat  the  first  of  these  cases  he  tried  to  enucleate  it  and 
found  that  he  was  removing  part  of  the  peritoneum.  The  area 
involved  was  perhaps  three  inches  across.  He  had  no  hesi- 
tancy in  boldly  removing  that  area  of  peritoneum.  To  secure 
peritoneal  approximation  he  simply  separated  the  peritoneum 
for  a  distance  of  two  inches  back  of  the  margin  of  the  incision  ; 
this  enabled  the  peritoneum  to  glide  over  the  abdominal  wall 
and  permit  of  ready  approximation.  He  had  no  difficulty 
whatever.  If,  however,  he  did  not  have  recourse  to  this  expe- 
dient— that  of  separation  of  the  remainingperitoneum  from  the 
abdominal  wall  so  that  it  would  glide  readily— it  would  have 
been  impossible  to  make  the  approximation.  The  endothelial 
side  should  be  the  focal  point  of  attention.  To  treat  these 
cases  successfully  he  thought  it  expedient  to  invaginate  the 
margins — not  approximate  the  endothelial  surfaces,  but  turn 
them  in — and  with  a  line  of  sutures,  like  the  Czerny  Lembert, 
simply  close  the  upper  margin  ;  putting  in  two  rows  of  these 
the  surgeon  is  reasonably  sure  against  a  reflux  or  escape  of 
urine,  and,  to  further  guard  against  this  accident,  he  puts  in  a 
permanent  catheter,  and  thus  had  cystic  drainage  from  the 
start.  He  had  had  no  accident  occurring  in  the  few  cases  he 
had  encountered,  and,  strange  to  say,  these  cases  came  in  a 
bunch.     He  had  not  seen  one  for  some  time. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  said  these  cases 
are  liable  to  appear  as  a  surprise  to  any  one  engaged  in  ab- 
dominal surgery.  The  essayist  had  alluded  to  those  cases 
which  are  always  recognized  as  congenital  conditions,  but  they 
may  assume  the  form  of  acquired  conditions.  The  essayist,  in 
passing,  alluded  to  the  influence  of  pregnancy  in  developing  a 
condition  which  really  is  congenital,  but  which  seems  to  be  ac- 
quired. Dr.  McMurtry  had  seen  cases  of  the  kind,  which  were 
interesting  and  very  puzzling,  where,  with  advancing  preg- 
nane}^ and  carrying  up  of  the  bladder,  symptoms  were  pre- 
sented which  were  due  undoubtedly  to  a  patulous  condition  of 
the  urachus,  but  which,  under  the  subsidence  of  the  normal 
changes  produced  by  the  termination  of  pregnancy,  would  dis- 
appear and  no  trouble  occur  afterward. 

A  second  point  suggested  by  Dr.  Douglas'  paper  was  the 
technique  of  the  operation,  and  he  would  only  make  one  sug- 
gestion for  consideration,  although  he  had  no  criticism  to  offer 
upon  the  operation  itself,  because  he  thought  Dr.  Douglas  in 
his  case  did  what  any  one  else  would  have  done  under  the  same 
circumstances — that  is,  enucleate  a  cyst  that  seemed  to  have 
had  no  pedicle  or  connections.  He  would  offer  this  suggestion : 
In  dealing  with  suppurative  conditions  in  the  pelvis  it  is  not 
uncommon  to  strip  the  parietal  peritoneum  over  an  extensive 
area,  and  after  healing  and  recovery  of  the  patient  he  had  never 
heard   of  any  sequelae   following  it;  and  in   this  case  of   Dr. 
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Douglas,  if  the  peritoneum  had  been  excised  and  a  bare  area 
left,  he  thought  he  might  have  had  a  good  result. 

Dr.  Willis  G.  Macdonald,  of  Albany,  directed  attention 
to  the  management  of  large  areas  of  peritoneum  which  have 
been  stripped  up.  The  surgeon  should  think  for  a  moment 
before  advising  its  extirpation,  it  seemed  to  him.  If  we  go  back 
and  think  of  our  experiences  with  the  peritoneum,  taking,  for 
example,  the  retroperitoneal  extirpation  of  the  kidney  and  ure- 
ter, where  an  incision  is  made  from  sixteen  to  nineteen  inches, 
and  where  frequently  we  strip  up  from  its  attachment  the  peri- 
toneum from  the  great  vessels  of  the  back  nearly  around  to  the 
median  line  in  front,  we  have  an  immense  cavity  in  there. 
This  has  been  repeatedly  done  and  yet  no  serious  effects  have 
been  experienced.  The  peritoneum  is  nourished  in  large  de- 
gree by  imbibition,  and  it  seemed  to  Dr.  Macdonald.  from  the 
experience  he  had  had  in  stripping  up  large  surfaces  and  f reelj' 
moving  the  peritoneum  from  the  pelvis,  covering  in  over  the 
stumps  of  broad  ligaments  and  stump  of  the  uterus,  that  sur- 
geons do  transplant  and  move  around  the  peritoneum  to  a  very 
great  degree.  In  the  case  reported  by  Dr.  Douglas  we  had  a 
cyst  containing  a  little  more  than  three  gallons  of  fluid,  and 
from  the  fact  of  opening  such  a  wide  area  of  cellular  tissue 
with  a  tumor  the  contents  of  which  were  necessarih^  infected, 
the  infection  was  doubtless  caused  by  absorption  from  the  large 
surface.  Infection  in  these  cases  behaved  in  the  same  way  as 
did  infection  when  the  cellular  tissue  was  opened  up  between 
the  broad  ligaments  and  the  pelvis.  Here  was  one  of  the  dan- 
gers of  enucleating  such  cysts.  It  was  not  so  much  the  dan- 
ger to  tlie  peritoneum  as  in  the  opening  up  of  great  surfaces 
of  cellular  tissue,  which  permits  of  the  absorption  of  infectious 
material  and  which  very  readily  leads  to  a  condition  of  sepsis, 
unavoidable  very  frequently,  particularly  when  the  surgeon 
has  to  deal  with  sacs  and  contents  such  as  the  doctor  had  to  do 
in  his  case. 

Before  taking  his  seat  there  was  one  other  point  concerning 
which  he  desired  to  speak — namely,  the  presence  of  gall  stones 
in  cysts  of  the  urachus.  He  could  not  account  anatomically 
in  any  way  for  their  presence  there,  but  he  believed  and  thought 
that  the  gall  bladder  sometimes,  after  a  suppurative  process 
within  itself,  fastens  itself  to  the  anterior  wall;  and  one  of  the 
favorite  seats  of  gall-bladder  abscess  is  at  the  urachus,  and 
gall  stones  come  out  in  this  way.  These  cases  of  gall  stones 
are  not  cj^sts  of  the  urachus. 

Dr.  E.  W.  Gushing,  of  Boston,  thought  it  was  a  good  gene- 
ral rule  to  simply  make  an  incision  and  let  the  cyst  contract, 
and  then,  if  necessary,  to  remove  the  urachus  to  prevent  fistula. 
It  would  be  safer  than  to  do  any  operation  involving  the  open- 
ing of  the  peritoneal  cavity,  where  we  get  such  material  as 
urine  to  soil  the  wound  and  set  up  sepsis. 

Dr.  Douglas,  in  closing  the  discussion,  said  the  appearance 
of  gall  stones  in  cysts  of  the  urachus  was  an  amusing  anomal}^. 
In  his  paper  he  alluded  to  the  fact  that  these  cysts  were  some- 
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times  mistaken  for  cysts  of  the  omphalo-mesenteric  duct.  If 
this  is  true,  then  we  could  account  for  the  probable  working 
backward  of  the  gall  stones  through  the  duct.  At  any  rate, 
this  is  an  explanation  which  is  given  for  their  appearance 
there,  and  when  the  gall  bladder  is  distended  we  expect  it  to 
attach  itself  near  the  urachus,  especially  in  women,  and  in  that 
event  the  cavity  or  cyst  when  opened  up  would  be  directed 
upward  and  not  downward  toward  the  symphysis. 

Dr.  Ill  used  a  very  appropriate  although  somewhat  com- 
mercial term  in  describing  the  evacuation  of  the  bladder  by 
instalments.  Certainly  this  would  be  a  very  characteristic 
symptom  of  urachal  cysts  having  vesical  connection,  and  could 
only  be  mistaken  for  hydronephrosis  that  occurs  in  the  case  of 
a  distended  kidney  due  to  distortion  or  displacement. 

Dr.  B.  Sherwood  Dunn,  of  Los  Angeles,  California,  read 
a  paper  entitled 

CONSERVATION   OP   THE   OVARY. 

He  stated  at  the  outset  that  Brown- Sequard  believed  and 
taught  as  a  principle  of  physiology  that  every  gland,  whether 
or  not  provided  with  excretive  ducts,  gives  to  the  blood  a  cer- 
tain useful  principle,  the  absence  of  which  is  felt  and  made 
apparent  after  their  extirpation  or  the  destruction  or  modifica- 
tion of  their  functional  activity  by  disease.  The  importance  of 
this  theory,  if  it  be  based  upon  a  fact,  could  not  be  overesti- 
mated, and,  if  its  truth  be  proven  and  generally  accepted, 
would  certainly  have  a  modifying  influence  upon  the  frequency 
with  which  the  ovaries  had  been,  and  in  some  localities  are, 
extirpated. 

The  recent  publication  of  researches  made  by  Mond  and 
Chrobak  of  Vienna,  Jayle  and  Lissac  of  Paris,  Mainzer  of 
Berlin,  and  Muret  of  Lauzanne,  had  given  definite  form  to 
certain  ideas  that  he  conceived  upon  this  subject,  born  of  a 
series  of  observations,  taken  in  his  hospital  service  in  Paris,  of  a 
variety  of  troubles  and  functional  disturbances  which  more  or 
less  constantly  follow  as  a  result  of  double  oophorectomy. 

From  observations  made  upon  K  0  cases  operated  upon  in 
Broca  and  St.  Louis  hospitals  in  Paris,  he  found  that  where 
the  woman  had  prematurely  lost  both  ovaries,  78  per  cent 
subsequently  suffered  a  notable  loss  of  memory;  60  per  cent 
were  troubled  with  flashes  of  heat  and  vertigo;  50  per  cent  con- 
fessed to  a  change  in  their  character,  having  become  more  irri- 
table, less  patient,  and  some  of  them  so  changed  as  to  give  way 
to  violent  and  irresponsible  fits  of  temper;  42  per  cent  suffered 
more  or  less  from  mental  depression,  and  10  per  cent  were  so 
depressed  as  to  verge  upon  melancholia.  In  75  per  cent  there 
was  a  diminution  in  sexual  desire,  and  some  of  these  claimed 
they  experienced  no  sexual  pleasure;  13  per  cent  were  not 
relieved  from  the  pain  from  which  they  suffered;  35  per  cent 
increased  in  weight,  and  some  became  abnormally  fat.  Some 
complained  of  a  diminution  in  the  power  of  vision;  12  per  cent 
noted  a  change  in  the  tone  of  their  voice  to  a  heavier,  more 
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masculine  qualit}'.  Some  15  per  cent  suffered  from  irregular 
attacks  of  minor  skin  affection;  25  per  cent  had  severe  head- 
aches, as  a  rule  increased  in  intensity'  at  the  catamenial  period. 
Equally  as  manj'  complained  of  nightmare  more  or  less  con- 
stant, while  about  five  per  cent  suffered  from  insomnia.  In  a 
few  cases  there  existed  a  sexual  hyperexcitabilitj^  not  present 
prior  to  the  castration.  He  particularly  noted  a  few  cases  pre- 
senting chiefly  gastric  reflexes,  where,  without  any  premonitory 
symptoms  or  apparent  cause,  the  stomach  would  reject  food 
or  refuse  to  prepare  it  for  intestinal  digestion,  and  the  conse- 
quent distress  following  the  fermentation  compelled  the  patient 
to  seek  relief.  It  should  be  noted  that  usually  these  troubles 
were  more  marked  in  women  under  30  or  33  years  of  age.  He 
thought  the  weight  of  opinion  now  supported  the  view  that  a 
simple  hysterectomy  which  leaves  the  ovary  in  place  is  fol- 
lowed by  much  less  functional  disturbance  than  the  removal 
of  the  ovaries  and  the  leaving  of  the  uterus. 

He  had  been  favorably  disposed  to  the  hypothesis  advanced 
by  Brown-Sequard  for  some  time,  and  anj^  scepticism  that  he 
may  have  entertained  of  the  theory  of  ovarian  secretion  and  its 
usefulness  and  necessity  to  the  equipoise  of  the  whole  system 
had  been  completely  dissipated  bj^  the  results  of  experiments 
made  with  ovarian  substance,  or  ovarine,  in  patients  who  have 
lost  both  ovaries,  or  were  suffering  from  troubles  which  in  a 
greater  or  less  measure  were  due  to  a  diseased  condition  of  the 
ovar}". 

Being  persuaded  that  the  ovary  is  as  much  a  secretory  gland 
as  is  the  thyroid,  he  believed  that  the  troubles  observed  follow- 
ing their  ablation  are  due  to  the  consequent  loss  of  their  secre- 
tion to  the  economy,  and  he  had  been  led  to  this  opinion  by  the 
following  accumulated  evidence: 

1.  Statistics  show  functional  troubles  to  be  more  constant 
and  intense  in  women  who  have  lost  both  ovaries  by  operative 
interference. 

2.  That  there  is  little  if  any  modiflcation  of  these  disturb- 
ances where  the  uterus  is  left  and  both  ovaries  removed. 

3.  That  these  troubles  are  notably  less  where  the  uterus  i& 
removed  and  the  ovaries  left  in  situ. 

4.  By  the  favorable  results  of  the  experiments  of  Jayle, 
Mainzer,  Mond,  Chrobak,  Muret,  as  well  as  his  own.  in  the  ad- 
ministration of  ovarine  to  patients  who  suffered  various  forms 
of  disturbance,  more  or  less  intense,  following  double  oophorec- 
tomy, and  equally  those  suffering  from  functional  difficulties 
due  to  ovarian  disease. 

In  the  observations  of  the  authorities  mentioned,  use  was 
made  of  (1)  the  ovary  in  its  natural  state;  (2)  the  desiccated 
and  powdered  organ;  (3)  glycerin  extract  of  the  ovary;  (4)  liq- 
uid ovarine. 

The  first  form  presents  two  objections:  difficulty  of  obtain- 
ing the  fresh  organ,  and  greater  difficultjMn  getting  the  patient 
to  take  it.  The  second  form,  of  powder,  has  been  the  one  most 
favored  by  all,  and  has  given  as  good  results  as  the  adminis- 
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tration  of  the  hashed  fresh  ovary  or  of  the  glycerin  extract, 
or  the  hypodermatic  injection  of  liquid  ovarine  prepared  after 
the  method  of  Brown  Sequard  and  preserved  in  sealed  tubes. 

The  essayist  has  so  far  used  only  the  powder  and  the  tablets, 
the  latter  in  only  one  case  which  did  not  respond  as  quickly  as 
the  others,  and  he  soon  changed  to  the  powder.  But  he  would 
not  say  that  one  is  better  than  the  other,  as  he  had  not  given 
the  tablets  a  fair  trial;  neither  could  he  expect  such  good  for- 
tune as  that  the  good  effects  observed  in  his  three  cases  will 
continue  in  those  that  may  follow.  Three  interesting  cases 
were  then  reported. 

In  closing  he  desired  to  say  a  word  about  the  operation  of 
ignipuncture,  which  was  equally  a  means  of  conserving  the 
ovary,  and  consists  in  destroying  the  diseased  portion  of  the 
ovary  by  the  use  of  the  thermocautery. 

Dr.  Matthew  D.  Mann,  of  Buffalo  (by  invitation),  in 
former  years  locked  upon  the  total  ablation  of  the  ovaries  in  a 
woman  who  had  not  reached  the  menopause  as  a  very  serious 
matter.  He  had  noticed  many  of  the  symptoms  mentioned  by 
the  essayist ;  he  had  seen  women  who  suffered  intensely  from 
nervous  perturbations  which  were  due  to  removal  of  the  ova- 
ries; and,  following  the  example  of  Polk  and  others,  he  had  for 
a  long  time  preserved  as  much  of  the  ovary  as  possible.  Prob- 
ably in  more  than  a  hundred  cases  he  had  practised  what 
might  be  called  conservative  surgery  upon  the  ovary,  where 
the  ovary  did  not  seem  to  be  normal,  of  cutting  it  in  two, 
longitudinally,  to  examine  it  and  see  the  condition  it  was  in. 
If  there  were  large  cysts  of  the  fibrous  variety,  limited  to  a 
portion  of  the  ovary,  he  would  remove  the  cysts  thoroughly,  or 
a  considerable  portion  of  the  ovary  if  it  was  generally  diseased. 
In  cases  where  there  were  hematomata  of  the  ovary  he  had  re- 
moved all  of  them,  leaving  only  a  third  or  a  quarter  of  an 
ovary.  He  had  done  this,  not  for  the  purpose  of  preserving  the 
secretion  of  the  ovary — because  that  was  a  new  matter — but 
rather  for  the  purpose  of  preventing  the  woman  from  under- 
going change  of  life.  Menstruation  is  a  function  which  we  do 
not  fully  understand.  It  was  put  there  for  a  good  purpose,  and 
every  woman,  he  thought,  should  menstruate  until  she  had 
reached  45  years.  If  she  ceases  to  menstruate  through  artifi- 
cial means  or  disease  she  will  suffer.  Menstruation,  therefore, 
should  be  preserved  as  long  as  Nature  intended  it  should  be. 
If  we  interfere  with  it  we  interfere  with  a  function  which  is 
important  and  the  stoppage  of  which  will  work  evil  to  the  wo- 
man. It  was  on  this  ground  that  he  practised  this  conservative 
procedure.  He  had  had  eminently  satisfactory  results  in  these 
cases.  In  a  number  of  instances  in  which  he  had  preserved 
perhaps  one  ovary  or  a  portion  of  one  ovary,  he  had  seen  the 
women  marry  and  afterward  bear  children. 

Dr.  Rufus  B.  Hall,  of  Cincinnati. — Will  you  please  tell  us 
whether,  in  the  hundred  operations  in  which  you  saved  a  por- 
tion of  the  ovary,  the  majority  of  them  were  operated  for  in- 
flammatory disease  of  the  appendages  or  not  ? 
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Dr.  Mann. — I  cannot  give  exact  statistics.  I  will  say,  how- 
ever, that  in  the  majority  of  cases  I  operated  for  inflammatory 
trouble,  displacements  with  adhesions,  and  conditions  of  that 
kind  requiring  opening  of  the  abdomen.  In  a  few  cases  of 
large  ovarian  cyst  I  have  found  a  small  portion  of  normal 
ovary  and  left  it. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  was  free  to  confess 
that  the  propositions  that  had  been  advanced  in  the  paper  were 
rather  new  and  striking.  The  general  principle  of  conserving 
organs  and  functions  was  one  with  which  he  was  not  unfamiliar. 
He  had  endeavored  to  approximate  that  line  of  practice  as  far 
as  possible.  He  was  sorry,  indeed,  that  he  had  been  less  for- 
tunate than  the  distinguished  gentleman  who  had  just  occu- 
pied the  floor  in  the  results  of  his  cases.  When  he  entered  for 
the  first  time  upon  the  discharge  of  his  service  at  the  Cincin- 
nati Hospital  a  year  ago,  he  was  confronted  with  a  big,  stout 
woman,  32  years  of  age,  who  was  complaining  of  extreme  pain 
in  the  right  side  of  the  pelvis.  Physical  examination  under 
anesthesia  failed  to  reveal  any  striking  pathological  change 
within  the  pelvis.  However,  in  response  to  her  repeated  im- 
portunities, he  operated  and  found  a  poh'cystic  condition  of  the 
ovary  and  removed  it.  Associated  with  this  condition  there 
were  general  microcysts  and  one  quite  large.  After  completely 
removing  one  ovary  he  inspected  the  other  organ,  and  it  seemed 
to  be  in  a  very  good  condition.  In  making  a  small  incision  he 
found  what  proved  to  be  a  follicle,  dropped  the  ovary,  and 
closed  the  incision.  At  the  end  of  three  weeks  the  patient  com- 
plained of  serious  pain  on  the  other  side.  He  then  removed 
this  ovarv  and  found  it  in  a  worse  state  of  degeneration  than 
the  first  one.  His  experience  with  reference  to  this  one  case 
was  repeated  in  five  other  consecutive  cases  during  his  term  of 
service,  and  all  of  them  had  a  recurrence  of  the  trouble  upon 
the  other  side.  He  had  operated  upon  the  last  case  within  the 
last  three  weeks,  removing  the  remaining  ovary  from  the  other 
side. 

Dr.  J.  Henry  Carstens,  of  Detroit,  said  if  there  was  any- 
thing that  made  his  heart  ache,  it  was  to  have  a  young  girl, 
18  or  20  years  of  age,  come  under  his  care  with  a  large  ovarian 
tumor,  and,  after  removing  it,  to  find  another  on  the  other  side 
about  the  size  of  two  hands,  and  then  be  obliged  to  remove 
that  also.  He  dreaded  to  operate  on  such  a  case,  but  he  had 
to  do  it.  We  should  not  leave  the  other  ovary  and  tumor  and 
subject  the  woman  to  another  operation  in  six  months  or  at 
the  end  of  a  year,  but  take  it  away.  We  had  all  done  these 
operations,  and  what  has  become  of  the  girls  that  were  ope- 
rated on  ten  or  fifteen  years  ago  ?  Have  they  all  the  train 
of  symptoms,  the  weak  mental  condition,  etc.,  referred  to  by 
the  essayist  ?  Personally,  he  thought  not.  No  one  could  make 
him  believe  that  a  small,  shrivelled-up,  dry,  hard  ovary,  such 
as  he  had  removed  a  short  time  since  in  doing  a  vaginal  hys- 
terectomy for  cancer,  should  be  saved. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  said  that  while  all 
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the  Fellows  were  agreed  as  regards  conservatism,  they  perhaps 
differed  a  little  as  to  what  it  really  is.  Conservatism  meant 
saving  of  life  and  the  conservation  of  health.  An}'  operation, 
however  radical  it  might  be,  that  saves  life  and  conserves 
health  was  a  conservative  operation.  A  radical  operation  was 
at  times  a  conservative  procedure.  He  thought  the  paper  of 
Dr.  Dunn  was  in  the  line  of  true  conservatism.  The  so-called 
conservative  school  of  surgery  operated  upon  a  class  of  cases 
that  another  school  of  surgery  did  not  operate  on.  He  did  not 
consider  it  fair  to  discuss  inflammatory  lesions  of  the  uterine 
appendages  from  the  standpoint  of  operations  upon  the  ovaries. 
It  was  a  totally  different  class  of  cases.  We  had  a  number  of 
operations  of  that  kind,  and  when  this  principle  of  conservatism 
is  brought  into  operation  his  contention  is  that  conservatism 
ought  to  look  to  the  immediate  restoration  of  the  health  of  the 
individual  with  the  preservation  of  all  tissues  possible,  as  well 
as  the  restoration  and  usefulness  of  functions.  Any  other  view 
of  conservatism  than  this  was  not  conservatism. 

Dr.  Edwin  Walker,  of  Evansville,  Ind.,  said  it  had  been 
the  custom  to  discuss  nervous  phenomena,  that  were  more  or  less 
associated  with  genital  trouble,  in  a  very  vague  and  general 
way,  and  he  was  sorry  to  note  that  the  essayist  had  done 
the  same  thing.  He  thought  that  if  a  hundred  healthy  women 
had  their  ovaries  examined  such  pathological  conditions  as 
had  been  described  would  be  found ;  and  he  was  more  certain 
that  if  we  take  a  hundred  patients  that  have  been  in  the  hands 
of  various  gynecologists,  and  especially  if  we  select  cases  of  low 
morale — degenerates — we  would  find  all  the  nervous  symptoms 
given  by  the  essayist  in  his  cases.  He  thought  the  essayist 
failed  to  point  out  a  single  disease  that  any  one  of  the  patients 
had.  The  detailing  of  nervous  symptoms  was  not  a  diagnosis, 
and  it  was  unfortunately  a  habit  among  many  gj-necologists  to 
treat  nervous  diseases  in  a  general  way.  Dr.  Walker  empha- 
sized the  importance  of  greater  thoroughness  and  care  in  dia- 
gnosis in  the  cases  under  discussion. 

Dr.  Albert  Goldspohn,  of  Chicago,  said  he  felt  con- 
strained to  take  a  more  defensive  stand  than  the  preceding 
speaker  and  some  of  the  other  gentlemen  who  had  discussed 
the  paper.  In  the  first  place,  he  thought  the  efforts  of  the 
essayist  were  highly  commendable,  in  that  he  attempted  mea- 
sures to  save  women  from  being  no  longer  women  in  the  strict 
scientific  sense.  The  castration  of  women  by  gynecologists 
ought  to  be  regarded  in  each  case  as  a  loss,  and  all  measures  to 
save  the  ovaries  should  be  looked  at  with  much  commendation. 
Conservative  work  on  the  ovaries  should  be  commended.  In 
the  generative  organs  pus  germs  did  not  linger  long:  their 
expanse  was  limited.  The  only  germs  that  we  know  to  linger 
long  in  the  uterus  and  tubes  are  the  gonococcus  and  the  tuber- 
cle bacillus.  Pus  microbes  and  other  germs  die  Whatever 
the  merits  of  the  Brown-Sequard  treatment  may  have  been  in 
the  past,  the  glandular  theory  had  much  to  speak  for  it  clini- 
callv. 
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Dr.  John  M.  Duff,  of  Pittsburg,  said  that  in  the  cases  in 
which  he  had  removed  the  ovaries  he  had  not  witnessed  subse- 
quent ill  effects  to  any  great  extent.  On  the  other  hand,  he 
had  had  good  results  from  the  removal  of  the  ovaries.  Every 
case  must  be  studied  by  itself  and  all  of  the  conditions  taken 
into  consideration.  He  thought  many  of  our  statistics  were 
erroneous  because  the}"  did  not  deal  with  like  cases. 

He  reported  before  the  American  Medical  Association,  this 
year,  the  case  of  a  woman  upon  whom  he  did  a  vaginal  hyste- 
rectomy, removing  the  uterus  and  ovaries.  The  woman's  men- 
tal condition  prior  to  the  operation  was  perfect,  but  shortly 
after  it  she  became  hysterical,  then  maniacal,  developing  a 
suicidal  tendency,  and  had  to  be  watched  for  a  considerable 
time.  About  one  year  elapsed  before  she  recovered  sufficiently 
to  attend  to  her  ordinary  household  duties.  This  was  the  only 
case  in  which  he  had  had  such  a  result. 

Dr.  E.  W.  Gushing,  of  Boston,  said  he  had  given  the  subject 
of  conservative  surgery  a  good  deal  of  attention  from  time  to 
time  and  had  certain  convictions  derived  from  experience.  To 
be  accurate  about  the  matter  we  should  not  impute  to  a  woman 
feelings  in  regard  to  the  loss  of  her  organs  which  are  derived 
from  what  we.  as  men,  would  think  of  a  similar  operation  on  a 
man.  Women  do  not  feel  that  they  are  unsexed.  and  they  are 
not  unsexed.  He  had  questioned  more  than  two  hundred  of 
them  on  this  point  and  they  did  not  consider  themselves 
unsexed. 

As  to  the  effects  of  the  removal  of  the  ovaries  on  the  mind 
and  disposition  of  patients,  he  had  failed  to  see  them.  He  had 
seen  manj"  women  who  had  suffered  after  a  laparatomy,  but 
this  was  because  the  uterus  was  not  removed  also,  or  because 
there  were  adhesions,  or  lumps  of  silk  ligatures,  or  something 
else.  With  good,  clean  surgery  and  thorough  removal  of  all 
disease,  these  women  do  not  suffer  from  mental  and  nervous 
symptoms  afterward. 

In  regard  to  the  ovarine  treatment  he  had  had  no  personal 
experience,  although  Dr.  Cumston,  who  was  present,  had  had 
experience  in  that  line  with  satisfactory  results. 

Dr.  Albert  Vander  Veer,  of  Albany,  remarked  that  to 
conserve  and  save  all  that  was  possible  is  one  of  the  best  rules 
that  a  gynecologist  could  live  up  to.  When  he  began  his  work 
in  pelvic  surgery  he  had  in  mind  to  develop  as  carefully  as 
possible  the  same  line  of  conservative  work,  and  in  operations 
upon  the  ovaries  and  tubes  particularly  he  was  anxious,  if 
possible,  not  to  remove  anything  more  than  was  absolutely 
necessaiy;  but  in  many  cases  he  had  been  compelled  to  reopen 
the  abdomen  and  remove  ovaries,  as  they  seemed  to  present 
evidences  of  disease,  and  because  the  patients  had  not  been 
relieved  of  their  symptoms  by  the  primary  operation. 

Dr.  Willis  G.  Macdonald,  of  Albany,  said  he  knew  of 
three  surgeons,  members  of  the  Association,  who  have  had 
during  the  last  year  to  reopen  more  than  twenty  abdomens  to 
undo  and  remove  portions  of  ovaries  that  had  been  treated 
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conservatively.  It  was  the  experience  of  man}'-  surgeons,  par- 
ticularly in  the  last  few  years,  that,  unless  there  was  palpable 
disease  of  the  organs  of  generation,  laparatomies  for  the  re- 
moval of  the  uterine  appendages  did  very  little  good.  Dr. 
Macdonald  said  there  were  good  general  practitioners  who  had 
treated  patients  for  neurasthenia,  headaches  and  backaches, 
and  retroversions,  with  very  little  success;  that  these  patients 
fell  into  the  hands  of  neurologists,  were  treated  by  the  rest 
cure,  but  finally  returned  to  g;^"necologists  for  treatment.  The 
removal  of  the  uterine  appendages,  vaginal  fixation,  the  Alex- 
ander operation,  did  very  little  for  these  women.  They  get 
better  after  the  operation,  but  in  six  months  they  are  as  bad 
as  before.  It  was  in  this  class  of  cases  that  Dr.  Battey  insti- 
tuted what  is  termed  normal  ovariotomy. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  said  the  subject  had 
been  so  thoroughly  discussed  that  he  would  not  rise  to  dis- 
cuss it,  were  it  not  that  the  paper  and  the  facts  set  forth  in  it 
were  at  such  wide  variance  from  his  own  experience  in  connec- 
tion with  this  line  of  work.  His  experience  led  him  to  be 
strongly  inclined  to  believe  that  in  inflammatory  pelvic  diseases 
requiring  operation,  where  an  ovary  is  left,  it  is  a  good  deal 
more  likely  to  require  a  secondary  operation  for  its  removal 
than  where  an  operation  is  made  simply  for  a  cystic  tumor  or 
any  inflammatory  condition  in  the  pelvis  and  a  portion  of  the 
other  ovary  is  removed.  He  had  had  occasion  to  operate  upon 
some  four  or  five  cases  within  a  j^ear  where  the  ovary  had 
been  left  in  the  supposed  conservative  work  of  treating  disease 
of  the  uterine  appendages. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  la.,  cited  a  case  in 
which  he  had  removed  one  ovary  and  the  patient  recovered; 
but  at  the  end  of  a  year  or  more  she  came  back  and  insisted 
upon  having  the  other  ovary  removed.  At  this  time  she  stated 
that  she  got  along  nicely  for  five  or  six  months.  Menstruation 
was  established,  but  became  very  painful.  The  remaining 
ovary  became  very  tender  and  sensitive.  He  made  a  second- 
ary operation  and  removed  it.  This  case  was  reported  to  show 
that  many  cases  in  which  only  one  ovary  was  removed,  or  a 
portion  of  an  ovary,  required  a  secondary  operation. 

Dr.  James  F.  W.  Ross,  of  Toronto,  said  the  cases  supposed 
to  require  ignipuncture  and  resection  he  considered  scarcely 
required  any  immediate  operation.  Such  patients  could  be 
operated  on  later  when  there  was  some  gross  pathological 
change  that  had  taken  place  and  could  be  found  with  the 
finger  and  with  the  eye.  He  constantly  refused  to  operate  for 
the  removal  of  supposed  disease  of  the  ovary,  unless  he  could 
find  some  enlargement  in  the  pelvis  with  the  finger  on  exami- 
nation under  an  anesthetic.  In  cases  in  which  a  certain 
amount  of  fever,  pain,  and  ill  health  are  present  we  afterward 
have  an  enlargement,  a  tumor.  These  are  the  cases  of  in- 
fected tube  or  ovary,  and  there  is  plenty  of  time  for  operation 
after  gross  pathological  changes  have  taken  place.  If  sur- 
geons operated  on  these  cases  before  that  period  they  were 
doing  more  than  they  were  called  upon  to  do. 
37 


578  TRANSACTIONS  OF  THE   AMERICAN 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  said  he  thought 
it  would  be  unfortunate  for  the  statement  to  go  out  from  the 
Association  that  the  members  approved  of  the  removal  of 
healthy  ovaries  simply  because  the  appendages  on  one  side 
were  necessarily  diseased  and  removed.  He  believed  if  Mr. 
Tait  had  practised  what  is  generally  practised  now — namely, 
curettement  of  the  uterus  before  removing  the  ovary  and  tube 
on  one  side — he  would  not  have  had  so  man 3'  cases  of  disease 
on  the  other  side.  Dr.  Davis  thought  that  we  could  save 
many  cases  at  a  subsequent  operation  by  curetting  the  uterus 
before  removing  the  tubes  and  ovaries  on  both  sides.  He  be- 
lieved that  there  were  a  good  many  cases  of  puerperal  pus  tubes 
and  ovarian  abscesses  where  patients  can  be  cured  by  simply 
incising  the  abscesses.  It  is  true,  a  number  of  them  would 
come  back  for  a  subsequent  operation  for  the  removal  of  the 
appendages,  but  this  procedure  was  simple  and  devoid  of  dan- 
ger, and  young  women  should  be  given  the  benefit  of  it.  His 
experience  warranted  him  in  resorting  to  vaginal  section  in 
cases  of  peritubal  and  tubal  abscesses  of  puerperal  origin. 

Dr.  Edwin  Walker,  of  Evansville,  Ind.,  read  a  paper  en- 
titled 

THE    TECHNIQUE    OF   THE   DRY  METHOD.' 

Dr.  Joseph  M.  Mathews,  of  Louisvile  (Honorary  Fellow), 
opened  the  discussion  and  said  that  the  mere  fact  that  the  dry 
method  has  never  been  universal]}^  adopted  by  the  profession 
was  sufiicient  to  condemn  it.  He  believed  the  two  greatest 
words  to-day  in  surgical  practice  were  drainage  and  irrigation. 
There  was  no  objection  in  any  cavity  or  wound  to  getting  it  as 
perfectly  dry  as  possible  after  having  used  irrigation.  Surely 
it  could  not  be  said  that  in  a  pus  cavity  the  surgeon  could 
reach  the  spaces  or  interstices  and  mop  or  dry  it  out  as  well 
with  a  dry  sponge  as  by  irrigation.  He  could  not  conceive  in 
abdominal  cases  where  it  would  be  possible  to  mop  out  with  a 
drj^  sponge  the  micro-organisms  that  were  the  cause  of  the  in- 
fection or  sepsis.  Irrigation,  in  his  opinion,  was  the  greatest 
agent  that  is  used  b}"  the  surgeon  of  to-day. 

Dr.  H.  W.  Longyear,  of  Detroit,  thought  there  were  two 
sides  to  the  question,  and  in  certain  cases  he  would  agree  with 
the  essayist.  Irrigation  in  a  case  of  appendicitis  where  the 
peritoneal  cavity  had  been  opened  was  a  very  dangerous  pro- 
cedure, for  the  reason  that  he  did  not  believe  it  was  possible  to 
wash  properly  the  lai'ge  surface  that  we  have  in  the  peritoneal 
cavity.  The  surgeon  was  in  danger  of  washing  those  germs 
which  were  onlj^  around  the  seat  of  disease,  throughout  the 
whole  peritoneal  cavity  where  it  was  not  possible  to  get  rid  of 
them. 

Dr.  James  F.  Baldwin,  of  Columbus,  heartily  approved  of 
the  suggestion  of  the  essayist  that  gauze  sponges  should  be 
moistened  with  water,  wrung  out  as  dry  as  the  nurse  can  wring 

'  See  original  article,  p.  498. 
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them,  and  then  used  ;  in  that  way  contamination  of  surfaces 
not  exposed  was  avoided.  In  ordinary  cases  of  appendicitis  he 
thought  we  could  accomplish  all  we  need  by  wiping  out  the 
pus.  It  was  very  seldom  necessary  to  drain,  although  in  a  case 
such  as  the  essayist  had  described,  where  there  was  stinking 
pus  with  feces,  he  should  feel  safer  to  wipe  out  and  introduce 
a  gauze  drain. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  la.,  thought  in  some 
cases  the  dry  method  was  good.  In  cases  of  localized  infective 
appendicitis  the  surgeon  may  contaminate  the  entire  abdominal 
cavity  by  flushing.  On  the  other  hand,  cases  occurred  in 
which  the  surgeon  had  to  deal  with  diffuse  septic  material,  and 
in  these  he  thought  it  was  impossible  to  sponge  or  dry  out  the 
cavity. 

Dr.  Albert  Goldspohn,  of  Chicago,  was  glad  to  hear  the 
results  of  the  dry  method.  For  aseptic  cases  it  was  certainly 
the  ideal  thing,  and  he  practised  the  method  in  many  instances. 

Dr.  Walter  B.  Chase,  of  Brooklyn,  read  a  paper  on 

SURGICAL  SHOCK   AND   HEMORRHAGE,    WITH   REFERENCE   TO 
PREVENTION  AND   TREATMENT.' 

Dr.  W.  B.  Dorsett,  of  St.  Louis,  regarded  the  treatment 
of  shock  by  strychnia  previous  to  operation  as  very  important. 
The  prophylactic  use  of  strychnia  in  this  way  was  worth  a 
great  deal  more  than  the  injection  of  strychnia,  codeia,  nitro- 
glycerin, digitalis,  or  anything  else,  and  it  had  been  his  cus- 
tom for  some  time  to  place  his  patients,  previous  to  an  ope- 
ration, upon  strychnia,  giving  it  before  the  anesthetic  is 
commenced.  He  did  not  give  it  if  the  heart  is  failing  or  where 
he  may  have  to  use  transfusion  of  normal  salt  solution. 

Dr.  Charles  G.  Cumston,  of  Boston,  spoke  of  the  use  of 
artificial  serum  in  the  treatment  of  shock  and  hemorrhage. 
He  had  taken  a  good  deal  of  pains,  both  experimentally  and 
clinically,  to  perfect  a  serum  which  could  be  used  in  emergency 
cases  where  everything  would  be  sterile  and  prompt  action 
could  be  derived  from  the  serum,  and  he  believed  he  had  been 
successful  in  this  regard. 

Dr.  J.  Henry  Carstens,  of  Detroit,  emphasized  the  im- 
portance of  making  a  distinction  between  the  different  kinds  of 
shock.  The  purely  nervous  variety,  of  which  the  essayist  had 
spoken,  was  not  looked  into  sufficiently — namely,  the  constant 
fear  of  the  patient.  There  was  a  great  deal  in  the  way  in 
which  patients  were  managed  during  an  operation.  He  did 
not  consider  it  wise  for  surgeons  to  tell  a  patient  all  about 
an  operation  and  what  is  to  be  done,  although  this  was  fre- 
quently done  by  many  surgeons. 

Dr.  H.  W.  Longyear,  of  Detroit,  said  there  was  one  point 
upon  which  the  essayist  did  not  enlarge — namely,  the  conser- 
vation of  the  body  heat.  As  far  as  his  observation  went,  this 
had  more  to  do  with  the  production  of  shock  than  any  one 

'  See  p.  324  of  the  Journal  for  September. 
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thing  in  operations  upon  the  abdomen.  Some  two  or  three 
years  ago,  when  the  American  Surgical  Association  met  in 
Detroit,  Dr.  Dudley  P.  Allen,  of  Cleveland,  read  an  extremely 
valuable  paper  on  this  subject ;  he  had,  at  great  expense, 
done  considerable  experimental  work.  Since  that  time  Dr. 
Longyear  had  been  using  rubber  water  bags  filled  with  water 
at  a  temperature  of  about  110°,  upon  which  the  patient  lies 
during  the  operation.  He  believed  this  one  measure  will  pre- 
vent to  a  large  extent  the  shock  in  these  operations.  It  was 
not  alone  the  operation  itself  that  produced  shock,  but  it  was 
the  refrigerating  effect  of  the  anesthetic. 

Dr.  M.  Rosenwasser,  of  Cleveland,  drew  attention  to  some 
experiments  on  dogs  that  had  been  made  by  Dr.  George  W. 
Crile,  of  Cleveland,  in  which  he  demonstrates  the  fact  that 
shock  is  not  an  entity,  but  that  it  varies  with  the  organs  that 
are  being  disturbed;  that  it  will  vary  in  intensity  in  the  cranial 
cavity,  it  will  be  different  in  the  thoracic  cavity,  different  in 
operations  upon  the  throat,  and  different  in  operations  in  the 
abdominal  cavity.  He  said  that  Dr.  Crile  had  further  shown 
by  experimentation  that  the  remedies  which  would  prevent  one 
form  of  shock  would  be  no  good  for  another  form. 

Dr.  Charles  N.  Smith,  of  Toledo,  said  that  while  we  all 
recognized  the  depressing  effect  produced  upon  a  patient  by  a 
knowledge  of  an  impending  operation,  he  did  not  believe  that 
a  patient  should  ever  be  operated  upon  (unless  it  be  an  emer- 
gency case)  without  a  knowledge  of  the  operation.  He  also 
believed  the  surgeon  should  give  the  patient  a  candid,  straight- 
forward statement  of  her  case,  believing  that  it  is  better  for 
her  than  to  allow  her  to  undergo  an  operation  concerning 
which  she  knows  very  little  or  nothing. 

Dr.  Thomas  J.  Maxwell,  of  Keokuk,  la.,  spoke  of  differ- 
entiating between  different  forms  of  shock,  and  shock  resulting 
from  hemorrhage.  Of  course  there  were  mental  conditions  of 
shock,  and  these  were  curable  by  mental  processes.  He  cited 
^n  illustrative  case. 

Dr.  Chase,  in  closing  the  discussion,  said  that  every  con- 
scientious surgeon  must  recognize  the  fact  that  in  most  condi- 
tions the  patient  should  be  informed  of  the  probable  outcome 
of  an  operation.  As  to  informing  a  patient  of  every  detail  and 
the  dangers  of  an  operation,  this  was  simply  a  matter  of  indi- 
vidual judgment  of  the  surgeon." 

Dr.  W.  H.  Wenning,  of  Cincinnati,  read  a  paper  entitled 

PLACENTA  previa,  WITH  SPECIAL  REFERENCE  TO 

TREATMENT.' 

Dr.  W.  B.  Dorsett,  of  St.  Louis,  spoke  of  the  tamponade. 
When  we  consider  this  matter,  he  thought  we  frequently  lost 
sight  of  our  anatomy.  In  placenta  previa  centralis  or  lateralis 
the  placenta  is  supplied  by  blood  vessels  near  the  uterine  neck, 
therefore  there  must  be  the  uterine  arteries;  and  simply  push- 

'  See  original  article,  p.  513. 
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ing  gauze  or  cotton  into  the  vagina  against  the  neck  was  not 
following  the  teaching  of  Nature,  nor  was  it  following  our 
knowledge  of  anatomy.  Gauze  was  not  always  the  best  mate- 
rial to  use.  If  we  tampon  with  a  view  to  producing  pressure 
upon  the  uterine  arteries,  he  thought  we  met  the  indications 
better  than  by  passing  a  large  amount  of  gauze  tampons  irre- 
spective of  the  location  of  the  bleeding  site. 

Dr.  Joseph  H.  Branham,  of  Baltimore,  Md.,  read  a|  paper 
on 

COMPLETE   HYSTERECTOMY   AFTER    INJURY   DURING   PARTURI- 
TION  AND    CESAREAN   SECTION,    WITH   REPORT   OF  CASES. 

The  following  is  a  report  of  the  first  case:  Mrs.  L.  T.,  age 
24,  white,  married,  pregnant  for  the  third  time.  When  a  child 
8  years  of  age  she  was  run  over  by  a  large  wagon  and  was 
severely  injured  about  her  pelvis.  This  injury,  which  no  doubt 
was  a  fracture,  resulted  in  a  diminution  in  the  size  of  the  pel- 
vic bones,  and  was  of  such  extent  that  there  was  a  great  deal 
of  irregular  pelvic  contraction.  The  essayist  attended  her  first 
in  a  confinement  in  1894  and  she  was  delivered  of  a  well- 
developed  child.  In  1895  she  again  became  pregnant  and  was 
delivered  after  great  diflQculty.  Early  in  the  spring  of  1896 
the  doctor  refused  to  attend  her  during  labor  unless  she  would 
consent  to  have  the  child  delivered  by  operative  procedure, 
as  the  pelvic  contracture  was  so  marked  that  there  was  no 
hope  of  a  living  child  being  born  naturally.  On  the  night  of 
July  14th  he  was  sent  for,  the  woman  having  been  in  labor 
about  eighteen  hours,  and  early  on  the  morning  of  the  15th  the 
child  was  delivered  by  Cesarean  section.  The  patient  lost  con- 
siderable blood  per  vaginam  after  the  operation  and  rapidly 
developed  symptoms  of  septic  infection.  She  died  two  days 
and  a  half  after  the  operation.  The  question  arose  at  the  time 
as  to  whether  Cesarean  section  or  symphyseotomy  was  the 
better  procedure.  He  thought  symphyseotomy  would  have 
given  a  better  chance  for  recovery,  but,  as  infection  had  already 
taken  place,  in  all  probability  the  final  result  would  have  been 
the  same,  and  even  craniotomy  under  the  circumstances  would 
likely  have  proved  fatal.  Had  the  patient  consented  to  the 
operation  at  first,  so  that  she  could  have  had  proper  preparation 
and  good  nursing,  he  believed  her  life  would  have  been  saved. 

The  second  case  was  one  of  rupture  of  the  uterus.  Complete 
rupture  of  the  uterus  he  considered  one  of  the  most  serious  con- 
ditions with  which  the  obstetrician  has  to  deal.  The  mortality 
was  about  eighty  per  cent.  The  accident  may  occur  at  any 
time  from  the  third  month  of  gestation  until  the  termination  of 
pregnancy. 

The  causes  of  rupture  of  the  uterus  were  then  given.  Among 
the  prominent  symptoms  are  sudden  cessation  of  pain  with 
receding  of  the  presenting  part,  usually  beginning  with  a 
sharp,  agonizing  pain  and  a  sense  of  something  giving  way, 
followed  rapidly  by  symptoms  of  shock  and  hemorrhage. 
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Treatment. — When  symptoms  of  uterine  rupture  occur,  de- 
livery should  be  completed  as  rapidly  as  possible  by  the  use  of 
whatever  means  may  best  bring  about  the  result.  The  child 
nearly  always  dies  in  a  few  minutes,  so  that  only  the  life  of  the 
mother  should  be  considered.  If  the  child  has  escaped  into  the 
abdominal  cavity  immediate  laparatomj'  is  indicated.  After 
the  child  has  been  delivered  two  methods  of  procedure  are 
recommended  by  authorities.  One  is  closing  the  tear  hy  pack- 
ing with  iodoform  wicking  and  drainage  of  the  parts  with 
gauze.  The  other,  which  in  complete  ruptures  is  often  more 
popular,  is  to  do  a  laparatomy,  cleansing  the  peritoneal  cavity. 
In  suitable  cases  the  tear  should  be  closed  by  the  Sanger 
method.  If  the  tears  are  very  extensive  and  there  is  a  strong 
probability  of  infection  of  the  uterus,  Porro's  operation  or  com- 
plete hysterectomy  is  undoubtedly  the  best  method.  The  pre- 
ventive method  consists  in  the  earlj^  relief  of  difficult  labor  by 
suitable  operative  interference,  instituted  before  the  uterus  has 
become  very  thin  and  damaged  b}"  long-continued  pressure 
between  the  presenting  part  and  the  bones  of  the  pelvis. 

The  case  reported  by  the  author  probably  occurred  from  an 
abnormal  condition  of  the  uterus,  which  is  liable  to  occur  in 
women  who  have  borne  a  large  number  of  children  in  rapid 
succession.  In  all  of  her  labors  operative  interference  was 
necessary  on  account  of  the  narrow  pelvis. 

The  uterus  was  too  weak  to  stand  the  strain.  The  case  was 
treated  under  verj^  unfavorable  circumstances,  the  surround- 
ings being  decidedly  unhygienic,  the  uterus  very  probably 
havnng  been  infected  before  the  operation  had  been  done. 
Under  these  circumstances  the  essayist  was  persuaded  that  the 
operation  selected  was  the  very  best  for  the  patient;  that  any 
other  procedure  would  probably  have  resulted  in  death.  He 
believed  that  in  the  near  future  laparatomj^,  with  or  without 
hysterectomy,  will  be  considered  the  best  procedure  in  all  cases 
of  complete  rupture  of  the  uterus. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  said  a  wide  distinction 
should  be  made  in  the  cases  selected  for  Cesarean  section  and 
a  Porro  operation.  A  Porro  operation  should  be  made  only  in 
well- selected  cases,  in  which  the  operator  should  have  consent, 
and  operate  before  rupture  of  the  membrane,  on  account  of  the 
great  danger  of  infection  following  the  operation.  He  thought 
the  case  reported  should  have  had  a  Porro  or  total  extirpation, 
and  not  a  Cesarean  section.  The  patient  died  of  sepsis  which 
was  not  attributable  to  any  fault  in  the  technique  of  the  ope- 
ration, but  to  a  faulty  selection  of  which  operation  should  have 
been  made. 

Dr  Frederick  Blume.  of  Allegheny,  Pa.,  said  the  oppo- 
nents of  the  Porro  operation  had  conceded  that  this  operation 
was  preferable  in  cases  where  labor  had  been  in  progress  for 
some  time,  in  cases  complicated  by  tumors,  and  in  cases  with 
disease  of  the  pelvic  bones.  In  the  last  few  years  the  mortal- 
ity following  the  Porro  operation  in  competent  hands  was  only 
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ten  per  cent,  whereas  in  Cesarean  section  it  was  fifteen  per 
cent. 

Dr.  Branham,  in  closing  the  discussion,  said  that  the  case 
of  which  Dr.  Hall  had  spoken  had  no  forceps  interference. 
The  patient  was,  however,  examined  by  a  woman  who  was  not 
a  trained  nor  a  good  midwife,  and  sepsis  might  have  occurred 
from  this  source.  If  he  had  another  such  case  in  the  future  he 
believed  he  would  do  a  Porro. 

Dr.  X.  O.  Werder,  of  Pittsburg,  read  a  paper  on 

TONIC   AND   SPASMODIC   INTESTINAL   CONTRACTIONS,  WITH 

REPORT   OF   CASES, 

in  which  he  reviewed  five  cases — one  of  Dr.  Murphy's,  two  of 
Dr.  Long's,  and  two  of  his  own  reported  by  Dr.  Long  at  the 
Richmond  meeting  of  the  Association  last  year — and  added  some 
additional  cases  of  a  similar  condition  that  he  had  observed 
subsequently.  He  referred  to  cases  reported  by  L.  Heidenhain, 
and  applied  the  term  enterospasm,  dividing  the  cases,  accord- 
ing to  their  nature  and  severity,  into  spasmodic  and  tonic  or 
tetanic  forms.  He  considered  that  they  are  perversions  of  nor- 
mal peristalsis,  due  to  a  reflex  chemical  or  mechanical  irritation 
exerted  at  the  seat  of  contraction  (either  on  the  mucous  or 
serous  surfaces  of  the  bowel)  or  elsewhere  in  the  alimentary 
canal  or  abdomen,  and  showed  that  they  assume  surgical  im- 
portance when  in  the  spasmodic  varieties  they  simulate  neo- 
plasms, as  in  three  cases  of  that  variety  reported,  or  when  they 
cause  obstruction  to  the  fecal  current,  becoming  true  cases  of 
dynamic  ileus,  as  in  the  five  cases  above  referred  to. 

Regarding  the  accuracy  of  diagnosis  in  these  cases  there 
could  be  but  little  doubt.  Dr.  Long's  cases  had  undoubted 
symptoms  of  intestinal  obstruction  that  varied  in  intensity 
over  quite  a  long  period.  Operation  revealed  firm  contractions 
of  bowel.  Careful  search  failed  to  show  any  other  cause  for 
the  symptoms.  Dr.  Murphy's  case  was  treated  for  several  at- 
tacks of  lead  colic  and  operated  on  for  intestinal  obstruction 
of  several  days'  duration.  Nothing  found  but  firm  contrac- 
tion of  bowel.  It  relaxed  after  exposure  to  air.  Three  hours 
later  spontaneous  bowel  movements  occurred. 

Dr.  Werder's  first  case  gave  a  history  of  previous  attacks 
following  the  ingestion  of  articles  of  diet  made  of  milk.  Sim- 
ple salpingo-oophorectomy  for  small  sarcoma.  Clean  case. 
Excellent  condition  for  first  six  days.  Onset  of  attack  sudden, 
and  followed  ingestion  of  egg-nog  in  an  hour  or  so.  Symp- 
toms of  partial  intestinal  obstruction,  which  later  became  com- 
plete, plus  the  depressing  effects  of  some  toxic  agents,  were 
noted  Especial  attention  was  called  to  two  rational  but  mis- 
leading symptoms — namely,  the  occasional  expulsion  of  gas  for 
the  first  three  days  (that  is,  till  patient  was  in  collapse  two  days 
before  death),  and  an  abdomen  that  was  soft,  flat,  and  not  tense 
or  tender.  Violent  peristalsis  persisted  till  death.  Autopsy 
four  hours  later  showed  peritoneum  everywhere   glistening. 
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normal.  Pedicle  covered  with  normal  endothelium  ;  no  adhe- 
sions, no  exudate.  Nothing  abnormal  could  be  found,  except 
firm  contraction  .of  lower  fifty  five  centimetres  of  ileum  and 
whole  large  intestine,  and  sacculation  of  section  of  bowel  next 
above  it.  Cause  of  contraction  attributed,  as  a  probability,  to 
tyrotoxicon  absorption:  death  of  patient  to  intensified  absorp- 
tion of  tyrotoxicon  and  other  toxins  forcibly  retained  in  bowel. 

His  second  case  followed  vaginal  hj'sterectomy  for  small 
fibroids.  Symptoms  of  obstruction  began  earlier  and  were 
more  pronounced  than  in  the  preceding  case.  Peristalsis  per- 
sisted till  death,  which  occurred  at  the  end  of  the  fourth  day. 
Autopsy  two  hours  later  showed  sigmoid  and  ileum  adherent 
to  vaginal  wall  for  an  extent  of  three  inches.  All  peritoneum 
visible  from  above  and  normal  in  appearance.  No  exudate. 
Bowel  extending  from  seat  of  adhesion  of  ileum  to  valve,  and 
from  adhesion  of  sigmoid  to  anus,  firmly  contracted.  Saccu- 
lated bowel  above.  Plastic  lymph  at  seat  of  adhesions  and  at 
the  parts  exposed  to  vaginal  gauze  and  clamps;  two  cubic 
centimetres  of  fluid  found  there.  No  pus  visible  to  naked  eye. 
No  microscopic  examination.  Cause  of  contraction,  chemical 
and  mechanical  irritation  applied  to  serous  surface;  cause  of 
death,  possibility  of  mild  sepsis  combined  with  absorption  of 
toxins  from  intestinal  canal. 

Of  the  spasmodic  variety  the  first  case  showed  a  sausage- 
shaped  mass  three  inches  long  and  one  inch  thick  at  pylorus, 
with  limited  mobility,  and  mapped  out  at  each  examination  by 
several  careful  observers ;  not  present  when  under  ether  and 
abdomen  cleansed.  The  abdomen  was  opened,  pylorus  and 
duodenum  delivered;  looked  and  felt  normal.  On  manipula- 
tion they  contracted  firmly  and  were  as  hard  as  a  finger,  but 
only  to  relax  in  two  or  three  minutes.  This  was  repeated  seve- 
ral times  in  full  view  of  all  present.  In  the  second  case  con- 
traction found  accidentally  when  doing  a  suspensio  uteri. 

In  the  third  and  fourth  cases  the  essayist  was  consulted  for 
the  presence  of  a  tumor.  He  found  firm  contractions  of  the 
bowel  near  the  umbilicus  that  resembled  a  neoplasm.  They 
relaxed  and  contracted  again  several  times  during  an  examina- 
tion that  lasted  fifteen  or  twenty  minutes,  always  reappearing 
at  the  same  place.  The  condition  was  recognized  and  opera- 
tion not  advised.  These  patients  were  all  neurotic  and  com- 
plained of  quivering  and  commotion  at  the  seat  of  trouble,  as 
well  as  of  dyspepsia  and  obstinate  constipation. 

Dr.  Frederick  Blume,  of  Allegheny,  Pa.,  followed  with 
a  paper  on 

DYNAMIC   ileus   FOLLOWING   OPERATIONS   INVOLVING   THE 
ABDOMINAL  CAVITY,    WITH  REMARKS   ON   A   DYNAMIC   ILEUS, 

in  which  he  said  that  decided  progress  in  this  direction  was 
made  when  Olshausen  in  1H87,  in  an  article  read  before  the 
Berlin  Obstetrical  and  Gynecological  Society,  called  attention 
to  a  form  of  intestinal  obstruction  which  had  not  yet  been 
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recognized — a  paralysis  of  the  intestine  not  dependent  upon 
septic  peritonitis.  The  symptoms  in  these  cases  were:  tempe- 
rature normal  or  but  slightly  elevated,  in  some  instances  even 
subnormal;  pulse  rate  increased,  and  some  vomiting.  On  the 
second  or  third  day  after  operation,  or  even  later,  the  symptoms 
of  collapse  manifested  themseWes.  The  pulse  was  rapid  and 
feeble;  the  abdomen  became  more  and  more  distended  and 
retching  and  vomiting  more  frequent.  Neither  gas  nor  feces 
were  expelled  by  the  rectum.  The  general  condition  of  the 
patient  during  the  first  few  days  appears  to  be  good.  Nothing 
is  observable  by  which  the  development  of  so  serious  a  compli- 
cation can  even  be  suspected  until  the  abdominal  symptoms 
become  more  pronounced.  Death  ensues  between  the  fourth 
and  tenth  days  after  the  operation  and  results  from  intoxication 
from  the  decomposed  intestinal  contents.  Post  mortem  exami- 
nation reveals  the  absence  of  peritonitis.  Olshausen  sees  in  pro- 
longed eventration  of  the  bowels  an  important  etiological  factor 
of  this  condition. 

Notwithstanding  the  fact  that  competent  observers  have  con- 
firmed the  investigation  of  Olshausen,  there  was  still  difference 
of  opinion  relative  to  the  causes  of  this  variety  of  adynamic 
ileus  The  opponents  of  this  theory  were  not  satisfied  with  the 
ordinary  post-mortem  examination;  they  insisted  on  bacterio- 
logical examinations  to  exclude  sepsis. 

The  essayist  then  briefly  referred  to  an  interesting  article  by 
Engstrom,  published  this  year,  in  which  this  author  relates  his 
experience  of  four  cases  of  intestinal  paralysis  following  abdo- 
minal operations.  Every  one  of  the  patients  died,  although  in 
two  of  them  a  secondary  operation  was  performed.  Post-mor- 
tem examination  showed  the  absence  of  peritonitis.  In  the 
last  case  a  careful  bacteriological  examination  was  made,  with 
negative  results.  Reviewing  the  investigations  of  other  obser- 
vers, he  (Engstrom)  arrives  at  the  conclusion  that  paralysis  of 
the  intestines  can  and  does  occur  after  operations  involving 
the  abdominal  cavity,  without  infection  at  the  time  of  the  ope- 
ration. Eventration  and  prolonged  manipulations  of  the  bowels 
were  the  most  potent  etiological  factors,  causing  irritation  of 
the  nerves  of  the  mesentery  and  gut  wall,  and  leading  to 
changes  in  the  circulation.  From  his  own  experience  he  could 
confirm  the  statements  of  other  observers  that  a  paresis  of  the 
intestinal  wall  can  be  produced  by  strong  saline  purgatives, 
and  it  appeared  to  be  by  no  means  impossible  that,  as  a  conse- 
quence of  their  use,  a  weakened  condition  of  the  intestinal 
walls  was  created  before  the  operation.  He  looks  upon  the  in- 
creased susceptibility  of  the  nervous  system,  often  so  marked 
in  patients  before  operation,  as  a  predisposing  etiological  factor. 

There  was  hardly  a  surgeon  who  could  not  recall  a  case  in 
which  the  symptoms  described  above  presented  themselves, 
where  the  prognosis  seemed  to  be  favorable  during  the  first  few 
days,  and  which  ended  fatally  from  intestinal  obstruction  be- 
fore a  week  had  passed  by.  The  diagnosis  remained  uncertain; 
even  the  autopsy  did  not  give  a  satisfactory  explanation.    Such 
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a  case  came  under  the  observation  of  the  essayist  in  April, 
1896.  The  patient,  from  whom  lie  had  removed  a  right  pj^osal- 
pinx,  was  very  restless  after  operation  and  could  scarcely  be 
managed.  The  general  condition  was  good  on  the  second  and 
third  days.  In  the  middle  of  the  fourth  da}^  the  symptoms  of 
intestinal  obstruction  developed  ;  the  temperature  was  99°, 
pulse  130.  Peristalsis  was  perceptible  from  the  second  to  the 
fourth  day;  collapse  in  the  morning  of  the  fifth  daj^  tempe- 
rature 99|°,  pulse  142;   death  toward  the  end  of  the  fifth  day. 

Autopsy  showed  the  intestines  to  be  enormously  distended, 
their  peritoneal  covering  slightly  injected,  but  otherwise  nor- 
mal in  appearance.  No  adhesions;  no  evidence  of  peritonitis. 
This  post-mortem  examination  made  a  deep  impression  upon 
him. 

He  had  presented  this  brief  sketch  of  one  type  of  adynamic 
ileus  to  bring  out  certain  points  and  conditions  which  were 
more  or  less  associated  with  every  form  of  intestinal  obstruc- 
tion. 

The  essayist  then  invited  attention  to  a  study  of  dynamic 
ileus,  saying  that  the  first  case  of  dynamic  ileus  following  ope- 
ration which  he  had  been  able  to  find  in  the  literature  at  his 
disposal  occurred  in  1887  in  the  clinic  of  Olshausen.  It  was  a 
case  of  vaginal  hysterectomy  for  cancer  of  the  cervix  uteri. 
The  patient  did  well  the  first  day;  no  rise  of  temperature,  no 
nausea,  no  vomiting.  The  pulse  rate  remained  above  normal 
and  increased  to  140  on  the  third  day;  abdomen  distended; 
marked  peristalsis  visible  through  the  thin  abdominal  walls; 
no  gas  or  feces  expelled  by  the  rectum.  Enemata  and  stomach- 
washing  gave  no  relief.  The  abdomen  was  opened  on  the  sev- 
enth day;  the  small  intestines  were  greatly  distended,  their 
serous  coat  strongly  injected  but  smooth  and  glistening.  The 
lower  part  of  the  ileum,  about  five  inches  from  the  ileo-cecal 
valve,  and  a  portion  of  the  mesentery,  were  adherent  to  the 
vaginal  wound.  On  separating  the  adhesions  three  to  three 
and  a  half  inches  of  this  part  of  the  bowel  were  found  to  be 
firmly  contracted,  resembling  a  solid  cord.  All  efforts  to  move 
the  intestinal  contents  along  by  compression  and  thus  dilate 
the  contracted  portion  failed.  The  patient  died  on  the  table. 
He  had  found  but  two  more  cases  recorded  which  illustrated 
the  dynamic  variety  of  ileus  following  operation — the  cases  of 
Dr.  Werder.  Dr.  Blume  then  submitted  for  consideration  a 
report  of  a  case  of  dynamic  ileus  which  he  saw  early  last  fall. 

These  papers  were  discussed  briefly  by  Drs.  Cushing  and 
RosENWASSER,  both  agreeing  with  the  essayists. 

Dr.  W.  B.  Dorsett,  of  St.  Louis,  read  a  paper  entitled 

THE  ADMINISTRATION   OF   PHOSPHATE   OF   STRYCHNIA    DURING 

GESTATION.* 

Dr.  John  M.  Duff,  of  Pittsburg,  added  his  testimony  to 

'  See  original  article,  p.  503. 
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the  effectiveness  of  strychnia  during  pregnancy.  He  had  used 
it  for  a  long  time.  He  used  it  continuously  in  the  hospital 
with  which  he  is  connected,  as  do  also  his  colleagues.  He 
wrote  an  article  on  this  subject  several  years  ago,  which  was 
published  in  the  Therapeutic  Gazette,  July  15th,  1892,  p.  439. 
Since  then  he  had  corroborated  his  former  opinions  on  this 
subject. 

Dr.  Dorsett,  in  closing  the  discussion,  said  he  had  very 
little  to  add,  except  that  possibly  in  his  paper  he  did  not  lay 
enough  stress  upon  the  advantage  of  the  phosphate  over  the 
sulphate.  He  had  found  it  a  very  much  better  laxative  than 
the  sulphate  of  strychnia.  He  wished  also  to  say  that  it  is 
common  practice  in  the  West  for  physicians  in  general  practice 
to  place  their  patients  upon  the  well-known  aloin,  strj'chnia, 
and  belladonna  pill,  and  he  only  spoke  of  it  to  condemn  it. 

Dr.  Herman  E.  Hayd,  of  Buffalo,  read  a  paper  entitled 

SOME   OBSERVATIONS  UPON  VENTRAL    FIXATION.' 

Dr.  C.  C.  Frederick,  of  Buffalo,  IST.  Y.,  read  a  paper 
entitled 

WHICH   IS   THE   PREFERABLE   OPERATIVE   METHOD   OF 
HOLDING  THE  UTERUS   IN   POSITION  ? 

All  retroversions  do  not  produce  symptoms,  but  a  certain 
proportion  are  accompanied  by  hypertrophy  of  the  uterus,  en- 
dometritis, leucorrhea,  pain,  backache,  menorrhagia,  metror- 
rhagia, or  general  malaise.  Constitutional  treatment  fails  to 
relieve  a  large  proportion  of  these  without  restoration  of  the 
uterus  to  a  normal  position,  and  a  cure  of  the  accompanying 
hypertrophy  and  endometritis  by  reposition.  The  large  fac- 
tors in  the  continuance  of  the  ill  effects  of  retroversion  are 
torsion  of  vessels,  infection  of  the  endometrium,  and  defective 
drainage  of  the  uterine  cavity.  Retroversion  is  the  first  stage 
of  prolapse,  and  the  uterus  ought  for  that  reason  alone  to  be 
replaced  and  held  in  position.  Sterility  is  one  frequent  result 
of  retroversion.  Results  of  treatment  are  good  by  operation, 
or  by  holding  the  uterus  in  position  by  a  pessary,  if  possible, 
together  with  general  tonic  treatment,  Weir  Mitchell  rest 
treatment,  etc.  A  large  proportion  of  cases  are  cured  and 
eventually  get  strong  and  well  again.  Ventrofixation  had 
been  discontinued  by  the  writer  in  women  liable  to  bear  chil- 
dren. He  used  it  only  to  hold  up  the  uterus  in  operations  for 
prolapse,  and  in  those  cases  where  he  had  removed  both  tubes 
and  desired  to  hold  the  uterus  in  position,  time  being  an  ele- 
ment in  the  operation.  The  writer  had  seen  no  ill  results 
during  labor  and  knew  of  none  occurring  in  his  cases,  al- 
though several  have  borne  children.  He  had  seen  no  recur- 
rence of  retroversion,  even  in  those  who  have  borne  children. 

His  preference  was  given  to  the  Alexander  operation  or  some 
of  its  modifications  in  cases  of  women  who  have  borne  chil- 

'  See  original  article,  p.  506i 
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dren  and  there  are  no  adhesions  or  disease  of  the  adnexa. 
Women  who  have  never  been  pregnant  are  liable  to  have 
poorly  developed  round  ligaments  that  are  apt  to  tear  away 
from  the  anchoring  sutures.  In  these  he  opens  the  abdomen 
and  shortens  the  round  ligaments  by  one  of  the  methods  de- 
vised by  Mann,  Dudle}',  or  Wylie.  He  gave  Mann's  method 
the  preference.  Several  of  his  patients  have  borne  children 
both  after  the  internal  and  external  shortening  of  the  round 
ligaments,  with  good  results.  He  now  used  absorbable  liga- 
tures or  sutures,  always  using  plain  catgut,  or  chromicized 
catgut  when  a  suture  should  hold  for  a  long  period.  He  had 
never  used  any  of  the  vaginal  methods  of  fixation,  not  being 
pleased  with  them. 

The  uterus  will  now  appear  as  far  forward  in  either  of  the 
methods  of  shortening  the  round  ligaments  as  it  is  in  normal 
anteversion,  but  the  pressure  upon  the  posterior  surface  of  the 
uterus  will  force  the  body  into  extreme  anteversion,  and  in  a 
few  months  it  will  appear  perfectly  normal  in  position. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  O.,  said  he  knew 
of  no  question  that  was  of  more  practical  interest  to  gynecolo- 
gists than  the  one  of  operative  procedures  for  the  relief  of  dis- 
placements of  the  uterus.  The  normal  position  of  the  uterus 
was  that  of  anteversion,  and  any  deviation  from  the  normal 
axis  was  pathological.  Frequently  these  cases  produced  symp- 
toms and  were  the  initial  factors  in  the  production  of  a  long 
chain  of  difficulties  that  could  not  be  relieved  until  the  dis- 
placement was  cured. 

A.S  to  ventrofixation,  it  possibly  had  a  practical  field  of  appli- 
cation in  cases  of  descensus  uteri  in  the  earlj'  degrees,  but 
having  resorted  to  this  operation,  which  resulted  in  failure,  he 
thought  it  eliminated  the  one  remaining  field  of  application. 
He  thought  ventrofixation  had  no  field  of  application.  He 
did  not  believe  it  had  any  relation,  particularly  in  cases  of 
descensus,  to  the  primary  pathological  condition.  He  did  not 
think  it  wise  nor  rational  practice  to  establish  one  pathological 
condition  for  the  relief  of  another,  particularly  where  the  sec- 
ondary pathological  condition  was  more  painful  than  the  one  for 
which  we  operate. 

Dr.  J.  Henry  Carstens,  of  Detroit,  said  there  were  women 
who  had  retroversion  of  the  uterus  and  had  no  symptoms,  and 
they  never  knew  that  thej^  had  any  trouble  unless  some  physician 
found  out  that  they  had  retroversion  and  told  them  so,  and 
then  they  were  miserable.  He  believed  many  cases  of  retro- 
version of  the  uterus  can  be  easily  remedied  by  the  adjustment 
or  application  of  a  retroversion  pessary — particularly  those 
cases  of  retroversion  occurring  shortly  after  confinement.  He 
believed  ventrofixation  is  good  in  some  cases,  but  in  his  expe- 
rience he  very  rarely  saw  a  common,  ordinary  retroversion  of 
the  uterus  produce  any  trouble. 

Dr.  Willis  G.  Macdonald,  of  Albany,  thought  that  ven- 
trofixation for  procidentia  uteri  was  not  a  failure.  It  was  the 
best  operation,  in  his  experience,  that  he  knew  of  for  certain 
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cases,  particularly  in  women  who  were  beyond  the  child-bear- 
ing period. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  said  that  he  had  done 
the  operation  of  ventrofixation,  but  there  were  many  objec- 
tions to  it.  In  ventrofixation  for  prolapsus  of  the  uterus,  as 
long  as  the  silver  sutures  remained  in  place  the  uterus  would 
stay.  Many  cases  of  ventrofixation  get  complications  or  post- 
operative sequelae  that  were  serious  in  character,  and  he 
thought  this  operation  had  had  its  day.  He  had  on  two  or 
three  occasions  operated  to  undo  a  ventrofixation,  two  of  them 
being  cases  of  intestinal  obstruction.  A  third  case  had  intes- 
tinal obstruction  due  to  ventrofixation  and  died,  a  coil  of 
bowel  being  found  between  the  uterus  and  the  bladder. 

Dr.  W.  B.  Dorsett,  of  St.  Louis,  related  an  interesting 
case  of  post-partum  hemorrhage  following  ventrofixation. 

Dr.  X.  O.  Werder,  of  Pittsburg,  said  there  were  cases  of 
displaced  uteri,  small,  without  complications,  without  endome- 
tritis, which  required  no  treatment,  especially  displaced  uteri 
in  single  girls  and  virgins.  Again,  there  were  cases  in  which 
endometritis  was  the  principal  complication  and  produced  all 
the  symptoms,  and  if  it  was  treated  and  the  displacement  let 
alone  the  patient  could  be  invariably  cured.  Still  other  cases 
of  retroversion  could  be  materially  benefited  or  cured  by  the 
application  of  pessaries.  Judgment  was  required  in  every 
case. 

Dr.  Joseph  H.  Branham,  of  Baltimore,  spoke  of  the  round 
ligaments,  and  thought  they  played  an  important  part  in  main- 
taining the  uterus  in  its  position.  Some  years  ago  he  tested 
the  effect  of  the  round  ligament  on  cadavers  and  its  effect  on 
the  uterus. 

Dr.  Albert  Goldspohn,  of  Chicago,  in  speaking  of  the 
relief  of  retroversion  of  the  uterus,  said  it  made  very  little  dif- 
ference what  the  function  of  the  round  ligament  was.  There 
was  no  doubt,  however,  that  it  helps  to  correct  or  retain  the 
uterus  in  anteversion  when  it  was  temporarily  displaced  by  the 
overfilled  bladder  or  rectum.  At  any  rate,  it  was  the  most 
serviceable  structure  available  for  correcting  the  displacement, 
and  the  slight  puckering-up  effect  the  surgeon  produced  on  the 
round  ligament  by  shortening  it  was  not  to  be  compared  with 
the  stultifying  results  of  ventrofixation. 

Dr.  James  F.  Baldwin,  of  Columbus,  differed  from  Dr, 
Hall,  believing  that  ventrofixation  had  come  to  stay.  Unfor- 
tunately, like  many  other  operations,  it  had  been  taken  up  in 
the  way  of  a  fad  by  the  gynecological  part  of  the  profession, 
but  it  serves  in  some  cases  an  excellent  purpose  and  will 
therefore  stay.  He  had  not  done  the  operation  as  man}^  times 
as  some  of  the  Fellows,  because  he  had  not  seen  so  many  cases, 
but  he  thought  forty  cases  would  cover  his  experience  and  he 
had  had  no  failures  following  it. 

Dr.  M.  Rosenwasser,  of  Cleveland,  found  very  little  use  for 
these  operative  measures  in  his  work,  and  he  was  surprised 
to  see  how  men  came  across,  in  a  year  or  two,  two  hundred 
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suspensio  uteri.      It  was  his  custom,  when  he  found  a  heavy 
uterus  early  after  confinement,  to  see  that  it  was  reduced  in 
size,  to  use  tampons  early,  and  to  adjust  a  well-fitting  pessary. 
There  were  many  practitioners  who  could  not  place  a  pessary 
which  would  hold  the  uterus  in  position  sufficiently  long  to  re- 
tain it  there  "^vitbout  operative  measures.     He  was  not  called 
upon  to  do  a  ventrofixation  operation  more  than  five  or  six 
times  in  a  year.     He  believed  that  his  patients  got  along  just 
as  well  without  the  various  operations,  under  other  treatment. 
Ur.  Frederick,  in  closing  the  discussion,  thought  it  was 
remarkable  that  Drs.  Carstens  and  Rosenwasser  saw  cases  of 
retroverted   uteri    that  needed    no  operative  treatment.     He 
could  not  understand  it.     He  saw  a  goodly  portion  of  cases  of 
retroversions  that  had  complications  and  required  operative 
treatment.    He  treated  many  cases  with  pessaries,  but  in  others 
it  was  necessary  to  resort  to  operative  treatment. 

Dr.  a.  Goldspohn,  of  Chicago,  read  a  paper  entitled 

THE   FATE   OF    OVARIES  IN   CONNECTION  WITH   RETROVERSION 
AND   RETROFLEXION  OF   THE   UTERUS.* 

At  this  juncture  there  was  an  exhibition  of  pathologic  speci- 
mens, with  histories  and  photographs  of  the  same.  Specimens 
were  exhibited  by  Drs.  Dorsett,  Macdonald,  Hughes, 
McMuRTRv,  Chase,  Rosenwasser,  Ross,  and  Smith. 

Dr.   Thomas  J.  Maxwell,  of  Keokuk,  la.,  read  a  paper 


on 


senile  irritable  uterus." 


Dr.  George  S.  Peck,  of  Youngstown,  O.,  followed  with  a 
paper  on 

FIFTY-TWO   cases    ILLUSTRATING   MY   PERSONAL  EXPERIENCE 
WITH  MEDICAL  AND  SURGICAL   TREATMENT  OF   APPENDICITIS.' 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky..  followed  with 
a  paper  entitled 

THE   OPERATION   ITSELF   IN   APPENDICITIS. 

He  considered  the  subject  under  the  following  headings: 
1.  The  incision.  2.  Dealing  with  adhesions  and  with  abscesses. 
3.  Removal  of  the  appendix.  4.  Drainage  and  isolation  of  the 
peritoneum  by  gauze. 

Concerning  the  incision  three  important  considerations  must 
be  observed:  1.  To  obtain  easy  access  to  the  caput  coli  with 
sufficient  working  space.  2  To  secure  all  natural  advantages 
to  faciUtate  drainage.  3.  To  do  the  least  damage  possible  to 
the  parietal  structures  incised,  in  order  that  firm  union  may  be 
secured  and  hernia  thereby  prevented.  The  early  operations 
for  appendicitis  were  mostly  in  extreme  cases,  wherein  suppu- 

'  See  original  article,  p.  439.  *  See  original  article,  p.  510. 

*  tjee  original  article,  p.  530. 
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ration  had  obtained,  and  consisted  in  cutting  down  into  an 
abscess  and  evacuating  and  draining  the  same.  For  this  pur- 
pose the  vertical  incision  was  adopted,  and  is  yet  practised  by 
many  surgeons.  This  incision  does  not,  however,  give  as  easy 
access  to  the  appendix  and  to  the  outer  and  posterior  areas 
adjacent  thereto,  which  are  so  frequently  involved,  as  does  the 
oblique  incision.  A  method  of  dividing  the  abdominal  wall 
by  a  combination  of  incision  and  blunt  dissection  has  been 
described  by  McBurney  and  commended  by  many  writers  on 
the  surgery  of  the  appendix.  This  incision  was  described  at 
length. 

Dealing  with  Adhesions  and  Abscesses. — In  dealing  with 
adhesions  and  abscesses  the  same  general  rules  of  surgical 
treatment  should  be  observed  in  appendicitis  as  in  similar  con- 
ditions affecting  other  organs  within  the  peritoneum.  When- 
ever practicable,  adhesions  should  be  separated,  abscesses  emp- 
tied, disintegrated  structures  composing  foci  of  infection  re- 
moved, and  cleansing  and  drainage  secured  by  measures  of 
assured  efficiency. 

Removal  of  the  Appendix. — In  his  early  operations  he 
ligated  the  appendix  with  the  meso-appendix,  using  fine  steril- 
ized silk,  cut  away  the  appendix,  and  applied  pure  carbolic  acid 
to  the  stump.  Later  he  adopted  the  modern  method  of  trans- 
fixing the  meso-appendix  at  its  base,  cutting  it  away,  stripping 
back  a  cuff  of  peritoneum  from  the  appendix  down  to  its  junc- 
tion with  the  cecum,  ligating  the  appendix  with  fine  silk  and 
cutting  it  away,  sterilizing  the  stump,  invaginating  the  stump 
into  the  cecum,  and  covering  with  peritoneum  by  careful  stitch- 
ing after  the  Lembert  method.  Nothing  in  the  progress  of 
healing  or  in  the  ultimate  results  indicated  any  advantage  of 
the  latter  method  over  the  former  simple  ligature,  exeision, 
and  cauterization. 

Finally,  Dr.  McMurtry  discussed  drainage  and  isolation  of 
the  peritoneum  by  gauze. 

These  two  papers  were  then  discussed  together,  the  discussion 
being  opened  by  Dr.  J.  Henry  Carstens,  of  Detroit,  who 
demonstrated  his  method  of  making  the  incision  on  the  black- 
board. If  he  had  a  case  of  suppurative  appendicitis  to  deal 
with,  he  believed  with  Dr.  McMurtry  that  the  surgeon  should 
cut  as  far  as  possible  toward  the  crest  of  the  ilium,  so  as  to  get 
behind,  and  then  separate  the  muscles  without  doing  very 
much  cutting.  If  there  was  anything  he  dreaded  it  was  to  cut 
a  large  part  of  the  oblique  muscles,  for  two  reasons:  first,  the 
muscle  was  soft  and  vascular,  and  there  was  the  liability  of  the 
absorption  of  pus  through  this  channel,  consequently  the  sur- 
geon could  have  secondary  infection  of  the  muscle;  secondly, 
the  muscle  being  soft  and  sloughing,  there  would  be  great  loss 
of  tissue,  and  consequently  more  liability  to  hernia  than  if 
cutting  of  the  muscle  was  avoided. 

He  had  found  that  men  with  little  experience  try  to  do  too 
much  in  operating  for  appendicitis.  In  a  great  many  cases  the 
appendix  should  be  let  alone  at  the  primary  operation  and  a 
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secondary  operation  done.  If  he  had  a  patient  in  the  hospital, 
with  all  of  his  assistants  and  facilities,  he  would  go  a  great 
deal  further  and  possibly  remove  the  appendix,  but  in  operating 
upon  a  case  in  the  country,  without  such  facilities  and  the 
proper  assistance,  he  would  not  think  of  removing  the  appendix; 
he  would  leave  it  and  try  to  save  the  patient's  life,  resorting 
to  a  secondary  operation  if  necessary. 

Dr.  Charles  N.  Smith,  of  Toledo,  agreed  with  Dr.  Car- 
stens  as  to  the  site  of  the  incision.  However,  where  there  was 
an  abscess  cavity  he  preferred  to  keep  as  close  as  possible  to 
the  spine  of  the  ilium,  and  in  cases  of  large  abscess  he  made 
an  incision  in  three  directions.  He  did  this  to  avoid  the 
danger  of  hernia  of  which  the  essayist  spoke.  The  first  was  a 
skin  incision,  the  next  was  an  incision  through  one  of  the 
oblique  muscles,  and  then  a  third  was  made  with  the  point  of  a 
sharp  knife,  the  three  incisions  crossing  one  another.  With 
retractors  the  surgeon  could  get  a  good  field  for  turning  out 
the  appendix  or  evacuating  the  abscess  cavity. 

Dr.  Rufus  B.  Hall,  of  Cincinnati,  spoke  of  removal  of  the 
appendix  at  the  primary  operation  in  suppurative  cases,  and 
he  thought  operators  in  general  were  working  along  this  line. 
However,  there  were  cases  coming  under  observation  of  acute 
suppuration  where  search  for  and  removal  of  the  appendix 
would  practically  mean  death  of  the  patient.  It  would  not  do, 
therefore,  to  let  it  go  out  from  the  Association  that  in  all  cases 
the  appendix  must  be  removed. 

With  reference  to  irrigation  in  cases  of  appendicitis,  he  had 
come  to  look  upon  it  as  a  source  of  danger.  Of  course  in  those 
cases  where  the  pus  was  walled  off  it  was  well  enough  to 
drain.  If  the  surgeon  breaks  up  adhesions,  opens  up  the  gene- 
ral peritoneal  cavity,  unless  he  has  flooded  it  with  pus,  he 
doubted  the  advisability  of  irrigation. 

Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala.,  spoke  of  the 
use  of  gauze  in  suppurative  cases,  and  said  its  use  was  to  be 
advised.  In  those  cases  where  the  surgeon  gets  into  the  gene- 
ral peritoneal  cavity,  where  it  is  necessary  to  wall  off  the  in- 
testines, he  thought  we  should  be  careful  not  to  remove  the 
gauze  before  the  end  of  the  fourth  or  fifth  day;  but  in  packing 
the  gauze  be  sure  to  put  a  strand  in  the  abdominal  incision 
which  can  be  removed,  a  part  of  it  at  the  end  of  twenty-four 
and  the  other  part  at  the  end  of  forty-eight  hours.  This  leaves 
the  opening  patent  and  there  will  be  no  obstruction  to  drainage. 
After  fort^^-eight  hours  the  surgeon  did  not  need  to  drain  ;  by 
this  time  the  cavity  will  have  been  sufficiently  walled  off  and 
the  fluid  will  flow  over  it  and  out. 

Dr.  B.  Sherwood  Dunn,  of  Los  Angeles,  spoke  in  refe- 
rence to  irrigation.  sa3'ing  that  for  the  past  three  years  in  all  of 
his  work  he  had  practically  abandoned  it.  He  did  not  irri- 
gate after  curetting  the  uterus,  and  his  results  had  been  a 
great  deal  better.  He  would  rather  sponge  out  cavities  than 
irrigate  them  in  cases  of  appendicitis. 

Dr.  Edwin  Walker,  of  Evansville,  said  he  always  tried  to 
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break  into  the  peritoneal  cavity  when  he  had  an  infected  area^ 
and  the  rule  he  followed  usually  depended  on  the  location  of  the- 
abscess.  If  the  abscess  was  far  in  and  could  not  be  reached 
without  entering  the  peritoneal  cavity,  then  he  went  ahead  and! 
found  the  appendix  at  all  hazards.  If  the  abscess  should  be 
low  down,  in  a  few  instances  he  had  gone  underneath  the- 
peritoneum  and  drained  the  abscess  from  below. 

Dr.  Walker  called  attention  to  the  differential  diagnosis  be- 
tween appendicitis  and  typhoid  fever,  and  referred  to  the  test 
of  Dr.  Wyatt  Johnston,  of  Montreal.  Three  cases  were  men- 
tioned of  what  was  supposed  to  be  appendicitis  which  subse- 
quently proved  to  be  typhoid  fever.  He  thought  the  test  was 
a  good  thing. 

Dr.  James  F.  W.  Ross,  of  Toronto,  said  that  a  little  over- 
a  week  ago  he  operated  on  a  lady  suffering  with  appendicitis. 
He  saw  her  about  ten  days  before  a  diagnosis  of  appendicitis 
was  made,  but  it  was  not  considered  wise  to  operate  at  the 
time.  The  physician  who  was  attending  her  began  to  think: 
that  she  was  suffering  from  typhoid  fever  and  changed  his- 
opinion  regarding  the  diagnosis.  Johnston's  serum  blood  test 
was  tried  and  gave  a  distinct  typhoid  reaction,  and  the  conclu- 
sion was  reached  that  this  settled  the  matter.  Dr.  Ross  againi 
saw  the  patient,  in  consultation  with  the  attending  physician,, 
and  expressed  himself  as  strongly  of  the  opinion  that  the  pa- 
tient had  appendicitis.  He  accordingly  operated  and  had  his 
diagnosis  verified. 

Dr.  John  M.  Duff,  of  Pittsburg,  said  the  remarks  of  Dr. 
Ross  recalled  to  his  mind  a  case  of  what  was  thought  to  be  a 
synchronous  attack  of  appendicitis  and  typhoid  fever.  This, 
was  several  years  ago,  before  as  much  was  known  as  at  pre- 
sent of  appendicitis.  At  the  time  there  was  an  epidemic  of 
typhoid  fever  prevailing  in  Pittsburg,  and  in  one  family  there 
were  three  cases  of  undoubted  typhoid  fever.  In  one  of  these 
appendicitis  occurred  and  was  not  recognized  until  an  abscess 
had  formed  and  opened  externally. 

Dr.  Charles  G.  Cumston,  of  Boston,  had  been  impressed 
with  the  number  of  autopsies  made  on  subjects  who  had  died 
from  diseases  other  than  appendicitis,  in  which  he  had  found  the 
appendix  normally  situated  under  the  liver,  so  that  it  occurred 
to  him  that  if  these  patients  had  been  subjects  of  appendicitis 
a  diagnosis  of  abscess  of  the  liver  could  almost  absolutely^ 
have  been  made. 

Dr.  W.  B.  Dorsett,  of  St.  Louis,  said  the  question  of  dia- 
gnosis had  not  received  the  attention  that  it  should.  One  case 
had  taught  him  that  the  diagnosis  was  by  no  means  easily- 
made  in  some  instances. 

Dr.  Albert  Goldspohn,  of  Chicago,  recalled  a  very  unique- 
case  that  emphasized  difficulty  in  diagnosis,  and  reported  it  at 
length. 

Dr.  Peck,  in  closing  the  discussion  on  his  part,  said  he- 
thought  the  diagnosis  of  appendicitis  ought  not  to  be  difficulty 
and  he  still  believed  it  would  not  if  the  surgeon  would  follow 

38 
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or  remember  the  four  cardinal  symptoms.  Surgeons  all  knew 
that  cases  of  appendicitis  were  frequently  treated  for  typhoid 
fever  for  a  certain  length  of  time,  but  how  this  could  occur 
in  the  hands  of  careful  practitioners  he  did  not  understand. 

In  regard  to  opening  into  the  peritoneal  cavity,  in  his  former 
cases  of  appendicitis  he  had  frequently  done  this  in  one  or  two 
instances  by  accident.  In  these  cases  he  flushed  the  abscess 
cavity,  packed  it  with  gauze  and  drained,  and  after  he  had 
removed  the  appendix  his  patients  got  well.  The  fatal  cases 
he  had  had  were  from  septic  peritonitis,  with  the  exception 
of  two. 

Dr.  McMurtry,  in  closing  the  discussion,  said  he  was  im- 
pressed with  the  magnitude  of  the  subject  under  discussion. 
No  discussion  that  has  ever  been  held,  no  symposium  of  papers 
that  has  ever  been  written,  no  text  book  or  brochure  that  has 
issued  from  the  press,  has  ever  yet  encompassed  the  subject  of 
appendicitis.  Whenever  we  have  an  obscure  inflammatory 
condition  about  the  abdomen  in  the  male  it  could  reasonably 
be  presumed  to  be  appendicitis.  During  the  last  year  he  had 
•operated  in  a  case  of  perforative  suppurative  appendicitis  in 
^vhich  the  most  conspicuous  symptom  was  difficult  breathing, 
the  inflammatory  lesions  being  masked  by  accidental  condi- 
tions. Pus  was  found  underneath  the  liver.  In  another  case, 
that  had  been  under  treatment  for  over  a  year,  various  dia- 
•;gnoses  had  been  made,  such  as  perirenal  abscess,  tubercular 
disease,  and  various  other  conditions.  Finally  a  fluctuating 
point  appeared  in  the  lumbar  region.  On  opening  it  and  pass- 
ing in  his  finger  it  led  right  over  the  crest  of  the  ilium  and  to 
the  appendix.  These  conditions  impressed  one  with  the  difii- 
culty  of  diagnosis,  as  indicated  by  Dr.  Dorsett  and  others  in 
the  discussion.  In  regard  to  the  time  of  operation,  his  expe- 
rience had  brought  him  to  the  point  that  whenever  a  diagnosis 
of  appendicitis  is  made  the  operation  should  be  done.  This 
was  a  very  radical  position  to  take,  but  he  would  call  attention 
to  the  case  related  by  the  President  and  by  others  in  the  dis- 
cussion. He  would  remind  the  Fellows  that  in  his  paper  he 
did  not  advocate  in  all  cases  the  breaking-up  of  adhesions  and 
doing  a  thorough  and  ideal  operation,  but  whenever  it  is  prac- 
ticable it  is  best  to  do  so.  In  regard  to  drainage,  as  well  as  the 
isolation  of  the  uninfected  general  peritoneum,  the  Fellows 
^were  pretty  much  agreed. 

Dr.  Joseph  Price,  of  Philadelphia,  contributed  papers  on 

POST-OPERATIVE    LESIONS    AND    SEQUELS  ' 

•and  on 

DYNAMIC    ILEUS. 

Our  attention  has  been  called  to  this  subject  by  recent 
reports  and  discussions.  The  report  of  Dr.  Long  at  the  Rich- 
inond  meeting  gave  more  prominence  to  this  subject  than  has 
hitherto  been  given.  The  literature  is  decidedl}^  meagre.  For 
years  I  have   repeatedly  noticed  dynamic  ileus  in  extensive. 

'  See  original  article,  p.  465. 
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bowel  adhesions  and  lesions.  In  many  of  the  cases  there  was 
so  much  to  see  and  so  much  to  be  done  that  the  condition  was 
not  looked  upon  as  of  much  importance.  In  ruptured  tubal 
pregnancy  with  the  abdomen  charged  with  blood  I  have 
found  it  common.  In  the  discussion  of  Dr.  Long's  paper  I 
referred  to  two  cases  occurring  in  my  own  practice  in  one  da}' 's 
work — both  colored  women — one  a  chronic  obstruction  of  large 
bowel,  the  dynamic  ileus  occurring  in  the  small  at  numerous 
points;  the  other  patient,  tubal  and  ovarian  abscesses  with 
bowel  adhesions.  Since  that  discussion  I  have  watched  care- 
fully for  the  condition.  From  time  to  time  I  have  seen  it  while 
dealing  with  bowel  adhesions  and  lesions.  Only  recently  it 
occurred  four  or  five  times  in  one  week.  The  cases  are  so  typi- 
cal and  interesting  that  I  will  report  them  briefly.  The  clinical 
histories  are  also  of  value. 

Case  I. — Mrs.  M.,  no  children;  no  miscarriages,  but  twice 
the  victim  of  tubal  pregnancy  on  the  left  side.  Three  years 
ago  I  removed  a  huge  suppurating  clot  from  the  left  side; 
omental  and  bowel  adhesions  were  quite  general;  she  was 
decidedly  septic.  All  adhesions  were  freed  and  the  offensive 
and  suppurating  clot  removed;  pelvis  and  peritoneal  cavity 
washed  and  drained;  the  tube  was  not  removed.  She  recov- 
ered speedily  and  remained  in  good  health  until  four  weeks 
ago.  After  a  delay  or  absent  period  the  characteristic  severe 
pain,  abdominal  distension,  central  in  nature,  developed  rap- 
idly; anemic  in  appearance  and  faint,  and  she  made  her  own 
diagnosis  and  asked  for  operation.  The  notes  are  as  follows: 
Extrauterine  pregnancy  left  side;  section;  removal  of  left  tube 
and  ovar}^  and  also  a  great  quantity  of  clot.  In  the  midst  of 
all  this  clot  I  found  numerous  points  of  diminished  calibre  in 
small  bowel,  which  I  exhibited  to  demonstrate  the  dynamic 
ileus.     It  was  a  difficult  matter  to  force  bowel  contents  through. 

Case  II.,  Mrs.  G.,  is  full  of  interest  as  v.^ell  as  surgery.  She 
had  been  the  patient  of  a  prominent  gynecologist.  The  appen- 
dages were  removed  and  the  uterus  anchored  to  the  abdominal 
wall.  Suppuration  at  seat  of  dead  ligatures  on  both  sides; 
omentum  and  small  bowel  adherent  to  suppurating  pedicle  on 
left  side;  large  dead  ligature  in  a  puddle  of  pus;  cecum  and 
ileum  adherent  to  suppurating  stump  on  right;  uterus  fixed 
to  anterior  abdominal  wall.  Surgery:  freeing  of  all  adhesions; 
suppurating  points  cut  away  and  healthy  portions  of  omentum 
stitched  over  pedicles.     Points  of  dynamic  ileus  well  marked. 

The  follo^ving  officers  were  elected  for  the  ensuing  year: 

President — Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  O. 

First  Vice-President — Dr.  Richard  Douglas,  of  Nashville, 
Tenn. 

Second  Vice-President — Dr.  Walter  B.  Dorsett,  of  St.  Louis, 
JVIo. 

Secretary — Dr.  William  Warren  Potter,  of  Buffalo,  N.  Y. 

Treasurer — Dr.  X.  O.  Werder,  of  Pittsburg,  Pa. 

Executive  Council — Dr.    L.  S.  McMurtry,  Louisville;  Dr. 
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A.  Vander  Veer,  Albany;  Dr.  J.  Henry  Carstens,  Detroit; 
Dr.  W.  E.  B.  Davis,  of  Birmingham:  and  Dr.  John  M.  Duff, 
Pittsburg. 

Pittsburg  was  selected  as  the  next  place  of  meeting.     Time, 
September  20th,  21st,  and  22d,  1898. 
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OBSTETRICS  AND  GYNECOLOGY. 

Pregnancy  after  Ventrofixation. — Two  such  cases  are 
placed  on  record  by  A.  M.  Newman.'  In  one  a  slight  tendency 
to  abortion  was  readily  controlled  by  rest  and  morphine,  and 
desire  to  micturate  became  constant  toward  the  end  of  preg- 
nancy. In  the  other  there  was  no  inconvenience  except  occa- 
sional pain  at  the  site  of  the  buried  sutures,  which  was  also 
noted  in  the  first  case.  Newman  believes:  1.  That  women 
subjected  to  this  operation  are  less  apt  to  become  pregnant. 
(He  has  had  two  out  of  seven,  and  of  the  five  others  two  are 
still  unmarried.)  2.  That  pregnancy  and  labor  are  uncompli- 
cated as  a  rule.  3.  That  serious  or  insuperable  obstruction  to 
labor  may  be  produced  if  the  fundus  and  anterior  wall  of  the 
uterus  are  imprisoned  below  the  point  of  attachment  between 
the  uterus  and  abdominal  wall.  4.  That  it  does  not  cause 
abortion,  and  that  patients  are  perfectly  well  after  confinement^ 
with  a  uterus  in  its  normal  position. 

Treatment  of  the  Umbilical  Cord. — C,  E.  B.  Flagg  ^  ap- 
plies two  artery  forceps  and  cuts  the  cord  between  them,  makes 
the  field  of  operation  sterile,  moves  the  forceps  to  the  junction 
of  the  cord  and  skin,  and  cuts  the  cord  close  to  the  forceps. 
He  then  ligates  the  vessels  separately  with  fine  catgut  and 
dresses  the  stump  with  subgallate  of  bismuth  and  aseptic 
gauze.  He  suggests  suturing  the  wound  and  sealing  it  with 
collodion. 

Eclampsia. — Patay'  reports  nineteen  cases  of  albuminuria 
of  pregnancy,  four  of  which  were  accompanied  by  convulsions, 
and  one  case  of  eclampsia  without  albuminuria.  Bar  and 
Guyeisse  ^  have  observed  pathological  hepatic  and  renal 
changes  in  thirteen  fatal  cases  of  eclampsia.  The  hepatic  cells 
and  vessels  were  primarily  degenerated  with  secondary  hemor- 
rhages into  the  liver  tissue.  Favre '  reports  two  instances 
of  stricture  of  the  urethra  in  cases  of  eclampsia  during  preg- 
nancy. 

Scarlatiniform  Erythema  after  Labor. — Mizon  and  Trou- 
chaud  *  re[)ort  three  cases  of  desquamative  scarlatiniform  ery- 
thema after  confinement.  In  two  cases  they  believed  it  to  be 
due  to  an  eliminative  process  in  cases  of  septic  uterine  infec- 
tion, and  in  the  other  they  considered  it  as  showing  a  self-im- 
munization against  such  infection 

General  Suppurative  Peritonitis. — S.  M.  T.  Finney'  re- 
ports five  cases  treated  successfully  and  one  in  which  the  fatal 
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ending  was  apparently  delayed.     The  principle  involved  is  not 
new,  but  the  method  is  original  in  its  thoroughness. 

The  steps  of  the  operation  are  as  follows:  Make  a  suffi- 
ciently long  incision  to  admit  of  easy  access  to  all  parts  of  the 
peritoneal  cavity.  Quickly  withdraw  the  coils  of  small  intes- 
tine from  the  peritoneal  cavity,  the  worst  coils  first.  Remove 
all,  or  as  much  as  is  necessary,  of  the  small  intestine  and  place 
it  outside  the  abdomen,  covered  with  warm  gauze  or  towels, 
thus  practically  disembowelling  the  patient  for  the  time  being. 
Then  thoroughly  and  systematically  wipe  out  the  peritoneal 
cavity  with  large  pledgets  of  gauze  wrung  out  of  hot  salt  solu- 
tion, paying  particular  attention  to  the  pelvic  portion.  In  some 
cases  it  may  be  well,  in  addition,  to  flush  out  the  cavity  with 
warm  salt  solution,  but  this  is  rarely  necessary. 

Next  the  small  intestine  should  be  systematically  examined, 
loop  by  loop,  while  still  outside  the  abdomen,  and  rendered 
surgically  clean  b}"  wiping  with  gauze  compresses  wrung  out 
of  hot  salt  solution.  It  is  necessary  to  wipe  with  considerable 
force  at  times,  in  order  to  remove  adherent  flakes  of  partly 
organized  lymph.  It  should  be  done  thoroughly  and  conscien- 
tiously, however,  as  upon  this  depends,  we  believe,  in  great 
measure,  the  success  of  the  operation.  It  facilitates  the  cleans- 
ing process,  as  well  as  lessens  the  shock  of  the  operation,  if  the 
wiping  of  the  intestinal  coils  is  carried  on  under  a  constant 
irrigation  of  warm  salt  solution. 

After  being  cleansed  thoroughly  of  all  foreign  material — 
pus,  feces,  lymph,  etc. — the  intestine  should  be  replaced  in  the 
abdomen,  the  worst  or  sutured  coil  being  the  last,  or  most 
superficial,  in  order  that  it  may  be  the  better  drained  by  being 
packed  about  with  gauze,  if  necessary. 

The  abdominal  wound  is  then  tightly  closed,  leaving  just 
room  enough  between  two  sutures  for  the  gauze  drain.  If 
there  are  any  evidences  of  distension  or  pain  the  abdomen 
should  have  the  Paquelin  cautery  thoroughly  applied,  and  the 
bowels  moved  early  by  calomel  in  broken  doses,  followed  by 
salts  and  a  turpentine  enema. 

It  is  not  claimed  for  this  method  that  it  will  cure  every  case 
of  general  suppurative  peritonitis.  We  believe,  however,  that 
a  larger  percentage  of  cases  will  recover  after  this  method  than 
any  other  with  which  we  are  familiar. 

To  insure  success  with  any  method  it  is  essential  that  the 
operation  should  be  performed  within  a  few  hours  after  the 
perforation  has  taken  place. 

Antistreptococcic  Serum.— George  W.  Cox '  believes  that 
in  Marmorek's  serum  we  have  a  remedy  of  the  greatest  thera- 
peutic value.  So  far  as  known,  it  is  only  applicable  to  strep- 
tococcic infection,  simple  or  mixed,  hence  it  naturally  follows 
that  an  early  bacteriologic  examination  should  be  made  in 
order  to  settle  the  question  of  diagnosis  and  point  the  treat- 
ment. Its  action  upon  the  microbe  is  rapid  and  certain  if 
given  in  adequate  doses. 

Primary  Tuberculosis  of  External  Genitals.— After  re- 
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porting  six  cases,  E.  de  Paoli "  concludes  that  primar}^  tuber- 
culosis of  the  external  genitals  of  woman  is  not  as  rare  as  the 
number  of  cases  previously  recorded  would  suggest.  The 
affection  may  occur  in  infants  or  adults,  and  may  be  caused 
by  direct  inoculation,  as  during  sexual  intercourse.  The  parts- 
first  affected  are  near  the  clitoris  and  meatus.  The  lesions  are 
ulceration  and  elephantiasic  thickening  of  the  labia  majora 
and  minora  and  clitoris.  The  disease  spreads  slowly  to  adjoin- 
ing parts,  and  often  does  not-  affect  the  inguinal  glands.  The 
lesions  are  surrounded  by  areas  of  inflammatory  infiltration 
and  increased  vascularit}^;  caseous  degeneration  is  uncommon. 
There  is  marked  tendenc}^  to  spontaneous  repair  and  cicatricial 
retraction.  Secondarj^  tuberculosis  of  the  external  genitals  in 
adults  is  more  severe  locally,  more  rapid,  and  involves  the 
glands  more  frequenth'.  Treatment  b}'  free  excision  is  often 
completely  successful. 

Gastric  Pain  from  a  Vaginal  Pessary. — M.  Wiktor  "  re- 
moved a  round  vulcanite  pessary  which  had  been  introduced 
by  a  midwife  thirteen  years  before  for  prolapse  of  the  uterus- 
and  had  never  been  taken  out  during  that  time.  The  woman 
had  suffered  for  four  years  from  severe  gastric  pain.  After 
antiseptic  treatment  for  two  weeks  of  the  genitals,  which 
showed  a  small  area  of  vaginitis  and  absence  of  part  of  the 
cer\acal  mucosa,  the  gastric  pain  had  completely  disappeared. 

Acute  Pelvic  Inflammations, — In  discussing  the  treatment 
of  these  conditions  Edward  Reynolds  "  expresses  his  belief 
that  when  the  patient  is  m  good  condition  and  the  mass  is 
high  in  the  pelvis  the  abdominal  incision  should  be  employed. 
When  the  situation  of  the  mass  is  low  and  the  contained  fluids 
presumabl}'  virulent,  a  vaginal  incision  should  be  adopted. 
The  writer  describes  the  technique  of  this  method.  H.  C. 
Croweir*  advocates  the  vaginal  incision  for  pus  in  the  pelvis. 
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DISEASES  OF  CHILDREN. 


Bromoform  Anesthesia, — James  Wallace  Smuck '  pre- 
scribed bromofdim,  two  drachms,  water  to  four  ounces,  a  tea- 
spoonful  every  three  hours,  to  a  child  of  <;  as  a  cure  for  pertussis. 
All  went  well  until  the  last  dose  in  the  bottle  was  reached; 
within  half  an  hour  of  its  administiatiou  the  child  went  to 
sleep  and  was  soon  completely  anesthetized.  Four  and  a  half 
hours  after  going  to  sleep  the  first  signs  of  returning  conscious- 
ness began  to  appear;  the  child  waked  half  dazed,  vomited 
twice,  and  asked  for  a  glass  of  water.     The  whooping  cough 
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was  completely  cured,  no  further  spasm  occurring,  although 
a  slight  cough  continued  for  two  or  three  days. 

Cent  in  a  Child's  Esophagus. — Dr.  Edmund  King'  made 
a  skiagraph  of  a  child's  neck  and  found  a  coin  swallowed  two 
months  before,  showing  on  the  left  of  the  median  line  about 
on  a  level  with  the  articulation  of  the  third  rib  and  the  sternum. 
It  was  removed  with  ver}^  little  difficulty  and  the  child  made- 
a  good  recovery.  The  time  of  exposure  was  four  minutes,  and 
the  resulting  skiagraph  was  very  satisfactory. 

Diphtheria. — John  C.  McCandless^  holds  that  in  every  case- 
of  diphtheria  an  emetic  with  a  proper  selection  of  remedies  i& 
the  first  indication  in  treatment.  A  strong  stimulating  astrin- 
gent administered  in  a  quantity  of  warm  water,  followed  by 
nauseants,  will  cleanse  the  stomach  and  throat  and  secure  an 
aseptic  condition  quicker  than  any  other  method  known  to  the 
writer.  This  can  be  followed  by  antiseptic  medicine  every 
hour  or  two.  He  does  not  believe  in  antitoxin.  For  emetic 
purposes  he  gives  a  mixture  of  fluid  extract  of  myrica  com- 
pound and  sanguinaria,  of  each  a  half-ounce,  aqua  fervens 
a  half-pint,  to  be  drunk  at  once,  the  myrica  compound  contain- 
ing myrica  cerifera,  hemlock  bark,  ginger,  and  capsicum. 
Then  half  a  drachm  of  fluid  extract  of  lobelia  is  administered 
in  warm  water,  with  ten  grains  of  sodium  bicarbonate.  After 
the  emetic  a  grain  of  podophyllin  may  be  given  to  an  adult. 
Antiseptic  agents,  such  as  myrrh,  baptisia,  eucalyptus,  and 
capsicum,  maybe  given  ever}'^  hour,  or listerine,  borol3'ptol,  etc., 
may  be  used.  If  the  foregoing  treatment  be  carried  out  the 
author  says  that  tracheotomy  will  not  be  required  in  diphtheria. 
He  claims  superiority  for  this  treatment  on  the  following 
grounds:  1.  jSTo  mortality  follows  it.  2.  Owing  to  the  peculiar 
properties  of  the  agents  used  the  desired  impression  is  made  on 
the  mucous  membrane  and  all  the  septic  matter  is  thrown  off. 
3.  With  the  septic  matter  removed,  antiseptics  have  the  desired 
effect  and  render  the  mucous  membrane  unsuited  to  germ  de- 
velopment.    4.  The  treatment  is  scientific  and  practical. 

Eclampsia. — ISTauwelaers '  reports  a  case  of  grave  infantile 
eclampsia  of  gastrointestinal  origin  cured  by  hypodermatic 
injections  of  salt  water.  By  this  means  he  obtained,  first, 
rapid  cessation  of  the  eclampsia,  which  had  lasted  seven  days 
and  had  resisted  all  the  ordinary  methods  of  treatment,  such 
as  tepid  baths,  warm  pack,  chloral,  and  musk;  and  second,  cure 
of  the  primary  disease,  which  had  been  unaffected  by  diet, 
breast-feeding,  and  medicines.  The  author  believes  that  the 
salt-water  injections  do  not  act  directly  upon  the  convulsions, 
but  upon  the  cause,  which  is  usually  some  gastro-intestinal 
affection.  If  we  accept  the  modern  theory  of  intoxication  of 
the  nerve  centres  as  the  cause  of  the  eclampsia,  the  action  of 
the  injection  is  easily  explained:  the  salt  solution  really  washes 
the  blood  and  the  organs,  and  eliminates  the  toxins  through 
the  various  emunctories.  In  the  case  reported  Nauwelaers 
gave  two  injections  within  eight  hours,  each  one  consisting  of 
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55   centigrammes    (9   minims):  the  child   weighed  at  most  9 
pounds.     The  solution  consisted  of  sodium  chloride  7:1000. 

Excision  of  the  Hip,  Late. — In  on  article  upon  this  sub- 
.ject  Robert  W.  Lovett*  states  it  is  now  generall}'  admitted 
that,  on  the  whole,  conservatism  is  preferable  to  operative  mea- 
sures. Certain  surgeons  who  regard  tuberculosis  as  a  malig- 
nant affection  still  advise  early  and  radical  measures  whenever 
^  tuberculous  focus  appears  in  the  hip  joint,  and  especially  if 
.-suppuration  occurs.  At  the  Children's  Hospital,  Boston,  the 
tendency  is  entirelj"  toward  conservatism  and  consists,  as  a 
rule,  of  protection,  partial  fixation,  and  traction  to  the  joint. 
A.ctivity  is  restricted  to  certain  hours,  but  ambulatory  treat- 
ment is  preferred  to  recumbency  when  possible.  Confinement 
to  bed  is  ordered  for  patients  with  sensitive  joints,  deformity, 
or  abscess.  Abscesses  are  opened  as  they  occur.  The  indica- 
tions at  this  hospital  for  abandoning  conservative  measures  for 
operation  have  been  as  follows:  persistent  failure  of  general 
ihealth:  a  progressive  destructive  process  in  the  joint,  which 
continues  in  spite  of  favorable  therapeutic  conditions:  the  per- 
sistence of  severe  pain  and  excessive  tenderness  late  in  the 
disease;  and  the  formation  of  extensive  sequestra  in  the  joint. 

Follicular  Tonsillitis,  Chronic. — This  condition,  writes  W. 
Scott  Renner,°  is  characterized  by  the  formation  of  plugs  of 
secretion  in  the  crypts  of  the  chronically  inflamed  tonsils.  The 
■onlv  chronic  disorder  with  which  this  can  be  confounded  is 
mycosis  of  the  tonsil,  in  which  the  plugs  are  of  a  more  dense 
-consistence  and  project  from  the  crj^pts  beyond  the  surface  of 
the  tonsils  like  cockspurs.  These  spurs  are  removed  with 
greater  difficulty  than  the  simple  plugs.  The  plugs  in  chronic 
tonsillitis  do  not  produce  symptoms  while  they  are  small,  and 
"when  tliey  are  once  expressed  from  the  crypts  the  symptoms 
usualh"  disappear  until  another  crop  has  had  time  to  form.  As 
the  masses  increase  in  size  they  often  cause  a  swelling  at  the 
•orifices  of  or  about  the  middle  of  the  duct  just  external  to  the 
■offending  secretion:  this  is  especially  apt  to  take  place  after 
exposure  to  cold,  after  the  ingestion  of  hot  food,  and  a  sudden 
increase  of  the  virulence  of  the  streptococci  contained  in  the 
secretion  ma}^  set  up  an  acute  inflammation.  Such  acute 
attacks  may  last  a  day  or  two,  or  may  end  in  a  regular  acute 
follicular  tonsillitis  involving  a  part  or  whole  of  the  tonsil  or 
both  tonsils,  and  this  may  be  accompanied  by  more  or  less 
fever,  according  to  the  virulence  of  the  bacteria  contained  in 
the  inflamed  tonsil  Should  the  tonsil  at  the  same  time  con- 
tain some  of  the  Klebs-Loffler  bacilli,  such  a  case  would  be 
<5lassified  by  our  boards  of  health  as  one  of  true  diphtheria. 
Some  patients,  besides  complaining  of  some  dysphagia,  will 
<5omplain  of  otalgia,  or  a  tickling  in  the  external  auditory  canal 
■of  the  corresponding  side.  The  first  indication  is  to  open  and 
■destroy  ever}-  pocket  or  crj'pt  which  may  form  a  lodging  place 
for  secretion  and  particles  of  food.  Or,  if  we  accept  the  teach- 
ing that  the  tonsil  is  simply  a  diseased  mass,  especially  in  adult 
life,  the  only  indication  for  treatment  is  to  remove  or  destroy 
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all  of  the  diseased  tissue.  The  principal  trouble  caused  by 
hypertrophied  tonsils  in  children  is  due  to  obstructed  breathing, 
and  this  is  usually  occasioned  more  by  the  accompanying 
adenoids  than  the  tonsils,  unless  the  tonsils  are  extremely  large. 

Follicular  Tonsillitis  due  to  Milk  Infection.— C.  Grey- 
Edwards  and  Walter  D.  Severn  "  report  some  cases.  On  bac- 
teriological examination  of  the  milk  which  had  been  given  to 
these  children  the  presence  of  staphylococcus  pyogenes  aureus, 
staphylococcus  p3'ogenes  albus,  and  the  streptococcus  pyogenes 
(short  form)  was  demonstrated. 

Hip-Joint  Disease. — In  discussing  some  of  the  points  of 
the  treatment  of  tuberculous  disease  of  the  hip  joint  in  its  early 
stages,  Howard  Marsh  '  states  that  in  no  case  except  the  shoul- 
der, and  least  of  all  in  the  hip,  should  the  "position  of  greatest 
ease  '"  be  retained.  On  the  contrary,  it  is  the  duty  of  the  sur- 
geon, either  at  once  or  as  soon  as  possible,  to  exchange  this  for 
some  other  position,  which,  how^ever,  will  vary  with  the  joint 
concerned.  When  muscular  action  ceases  the  joints  are  left 
in  a  relaxed  condition,  and  that  position  which  they  assume  is 
mainly  determined  by  two  factors  :  (a)  the  weight  of  the  dis- 
tal segment  of  the  limb,  opposed  when  a  certain  point  is  reached 
by  (b)  the  tonic  contraction  of  the  surrounding  muscles.  Un- 
der these  conditions  the  joints  are,  as  the  phrase  goes,  in  the 
position  of  "  greatest  ease,"  or,  as  it  would  be  better  to  say,  in 
the  position  of  physiological  rest.  But  it  must  be  pointed  out 
that  as  long  as  muscular  action  is  in  abej^ance  the  joints  will 
still  remain  in  a  position  of  perfect  ease,  even  though  their  pos- 
ture is  considerably  altered.  In  other  words,  the  position  of 
physiological  rest  is  not  limited  to  a  particular  angle,  but  ex- 
tends through  a  considerable  range.  The  comfort  of  a  joint 
-does  not  depend  on  the  maintenance  of  any  particular  position, 
but  is  promoted  by  a  change,  from  time  to  time,  from  one  posi- 
tion to  another,  within  a  certain  range.  But  besides  mere 
position  there  is  another  factor  which  plays  a  much  more  im- 
portant part  in  the  production  of  physiological  rest  for  the 
joints — namely,  external  support  ;  and  when,  muscular  action 
being  in  abeyance,  a  joint  is  furnished  with  adequate  support, 
its  position  in  any  part  of  its  middle  range  of  movement  is  of 
very  little  consequence.  If,  while  reflex  spasm  is  present,  the 
surgeon  tries  to  change  the  position  of  the  limb,  he  will  produce 
pain  and  do  harm.  He  must,  therefore,  take  a  different  course. 
The  limb  must  be  supported  in  its  present  condition  on  pillows 
•or  otherwise,  and  weight  extension  must  be  made  in  the  long 
axis  of  the  thigh.  By  this  treatment  muscular  spasm  will  soon 
subside,  and  the  limb,  without  the  smallest  discomfort,  can  be 
gradually  brought  down  into  a  position  of  full  extension. 

Multiple  Cutaneous  Gangrene  of  the  Scalp. — A.  Douglas 
Heath  '  reports  a  case  in  a  cachectic  child.  The  child  had  suf- 
fered the  loss  of  much  flesh  and  strength  from  a  previous 
attack  of  whooping  cough  and  bronchitis.  The  gangrene,  when 
once  started,  ran  its  course  to  a  fatal  termination  in  four  weeks, 
but   the  disease  was  much   more  rapid  in  its  spread  during 
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the  last  seven  daj^s.  The  gangrenous  patches  were  entirely" 
confined  to  the  hairy  scalp.  A  most  noteworthy  point  is  that 
varicella  did  not  precede  the  onset  of  the  gangrene,  even  re- 
motely, as  has  been  observed  in  the  majority  of  cases  of  gan- 
grenous dermatitis  occurring  in  infants  and  young  children. 

Nourishment  of  Debilitated  Infants. — Pierre  Budin'  and 
Charles  Michel  ^  present  a  study  into  the  question  of  the 
proper  nourishment  of  debilitated  infants,  which  is  so  detailed 
in  its  report  of  experimental  research  that  to  attempt  to  abstract 
it  would  be  to  destroy  its  value.  The  authors,  however,  give  a 
resume  which  is  to  this  effect:  Their  attempt  has  been  to  show 
that  in  certain  feeble  infants  who  do  not  increase  in  weight  the 
digestive  fluids  were  not  able  to  cause  all  the  transformations 
necessary  to  render  the  nutritive  materials  of  the  ingested  milk 
capable  of  assimilation.  By  maceration  with  the  pancreas  of 
the  calf  they  partially  digested  cow's  milk  in  such  a  way  as  to 
modify  its  albuminoids,  transforming  them  into  albumose  and 
peptone.  They  then  found,  by  experimentation  upon  young 
animals,  that  the  cow's  milk  thus  modified  had  lost  none  of  its 
nutritive  properties  and  that  it  was  still  capable  of  nourishing 
and  causing  growth  of  a  young  organism.  It  was  given  to 
prematurely- born  infants  together  with  human  milk;  and 
whereas  in  no  case  was  any  bad  result  noticed,  in  man}"  cases 
the  enfeebled  organism  made  relatively  great  gains  in  weighty 
proving  that  the  ingested  food  was  assimilated. 

Pott's  Disease. — M.  Bilhaut "  gives  it  as  the  result  of  his 
experience  that  in  patients  suffering  from  grave  symptoms  of 
paralysis,  from  extensive  and  fixed  deformit3%  or  from  volumi- 
nous abscess,  maneuvres  of  reduction  should  not  be  attempted. 
Reduction  is,  however,  simple  and  free  from  danger  in  the 
early  stages  or  in  cases  where  only  a  few  spinous  processes  are 
involved  in  the  angular  curvature.  Acutely  angular  deformi- 
ties seem  to  him  to  be  more  easily  reducible  than  the  rounded 
ones,  especially  those  which  are  flattened  at  the  summit.  A 
horizontal  position  facilitates  the  manipulations  of  pressure  to 
be  made  upon  the  hump,  and  when  a  certain  amount  of  force 
is  to  be  exercised  the  patient  should  be  placed  so  that  the  pel- 
vis rests  upon  the  edge  of  a  solid  table,  the  trunk  and  head 
being  unsupported  except  by  an  assistant.  When  the  hump  is 
of  small  size,  suspending  the  patient  by  the  feet  will  facilitate 
the  application  of  the  flxation  apparatus  in  complete  extension. 
Section  of  the  projecting  spinous  processes  will  prevent  eschars. 
Strips  of  gauze  smeared  with  plaster  and  dipped  in  tepid 
salt  water  before  using  are  much  to  be  preferred  to  gauze 
dipped  in  the  silicate  of  potassa,  in  starch  or  dextrin,  for  they 
give  the  indispensable  rigidity  in  the  shortest  possible  time. 
By  means  of  lateral  incisions  the  plaster  jacket  may  be  divided 
into  two  flaps,  the  wound  dressed  and  cared  for.  This  treat- 
ment of  Pott's  disease  should  be  called  methodical  or  surgical 
correction  of  the  deformity  rather  than  "brusque''  correction. 
All  violent  manipulations  should  be  forbidden,  the  endeavor  of 
the  surgeon  being  to  obtain  the  greatest  amount  of  correction 
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with  the  least  injury.  Under  chloroform  he  will  obtain  total 
disappearance  of  the  muscular  contractures  and  become  con- 
vinced of  the  uselessness  of  heavy  weights  and  of  pulling  and 
straining,  which  may  do  great  harm  to  the  patient.  Reduction 
once  effected,  the  apparatus  should  be  so  perfect  in  all  its 
details  as  to  protect  the  patient  from  pressure  around  the 
thorax,  or  at  any  point  where  the  bones  project  in  such  a  way 
as  to  expose  the  integument  to  sphacelus.  The  correction  of 
the  deformity  of  Pottos  disease  is  as  rational  as  that  of  coxalgia, 
of  white  swelling  of  the  knee,  etc.  When  properly  performed 
at  an  early  enough  stage  of  the  trouble,  and  sufificiently  long  ta 
assure  a  complete  cure,  it  is  efficacious  and  unattended  by  any 
danger. 

R.  V.  Menard''  thinks  that  "brusque''  correction  of  the 
deformity  of  Pott's  disease  should  not  be  considered  a  slight 
intervention;  its  ultimate  results  are  as  yet  unknown,  and  the 
greatest  reserve  should  be  maintained  as  to  its  future.  We  do 
not  yet  know  what  accidents  are  liable  to  follow  dislocation  of 
the  diseased  spinal  column,  nor  the  effects  consequent  upon 
traumatism  of  a  tuberculous  vertebral  area.  We  only  know 
that  in  other  portions  of  the  bony  framework  traumatism 
aggravates  tuberculous  osteo-arthritis  and  often  causes  the 
formation  of  abscess.  We  may  foresee  and  predict,  with  little 
danger  of  error,  that  serious  consequences  will  follow  disloca- 
tion of  a  tuberculous  area  in  the  spinal  column.  The  absence 
of  all  bone  production  in  a  tuberculous  area  in  the  vertebrae 
in  process  of  healing  is  a  general  rule,  and  does  not  give 
warrant  for  the  belief  that  the  enormous  cavity  created  by 
"brusque  correction "  will  be  prepared  by  means  of  a  callus, 
the  formation  of  which  presupposes  abundant  neoformation  of 
bone,  such  as  we  observe  in  infectious  osteomyelitis.  If,  in  the 
vertebral  tuberculous  foci  whose  method  of  repair  is  known  to 
us,  even  the  narrow  interosseous  cavities  are  usually  filled  with. 
soft  and  not  with  bony  tissue  after  recover^",  it  is  natural 
enough  to  suppose  that  cavities  ten  or  twenty  times  larger  will 
also  be  filled  with  soft  rather  than  with  bony  tissue.  In  a 
word,  a  knowledge  of  the  anatomy  of  Pott's  disease  leads  to- 
the  legitimate  fear  that  even  in  the  most  successful  cases  there 
will  be  only  a  fibrous  callus  formed,  which  will  be  quite  in- 
capable of  supporting  the  spinal  column,  and  that  consequently 
there  will  be  a,  return  of  the  deformity. 

Bilhaut  and  Levassort  "^  do  not  agree  with  Menard's  conclu- 
sions. Sufferers  from  Pott's  disease,  they  say,  may  be  divided 
into  two  classes:  those  whose  deformity  is  of  small  extent,  and 
those  in  whom  the  deviation  is  very  marked.  In  the  case  of 
the  first  it  is  surely  logical  to  do  all  in  one's  power  to  prevent 
the  curvature  from  increasing,  to  reduce  it  absolutely,  and  to 
maintain  the  reduction  so  that  it  shall  have  no  chance  to  reap- 
pear. In  the  case  of  the  second  variety,  not  only  is  the  senti- 
mental side  to  be  considered,  but  there  are  certain  physical 
reasons  of  great  weight  in  determining  the  steps  to  be  taken. 
In  all  cases  of  angular  hump  the  dimensions  of  the  thorax  are 
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markedly  altered;  it  is  lower,  and  flattened  at  the  sides,  which 
diminishes  the  respiratory  area  to  a  tremendous  extent,  so  that 
the  lungs  usually  atrophy  in  part.     The  heart  is  compressed, 
and  this  gives  rise  to  disorders  of  the  circulation;  while  in  some 
patients  the  cyanosis  of  the  skin  points  to  interference  with 
hematosis.     The  abdominal  organs  are  compressed  above  by 
the  thorax  and  diaphragm,  below  by  the  tion-yielding  pelvic 
brim,  laterally  by  the  contractured  abdominal  muscles.     It  is 
impossible  to  introduce  a  sufficient  amount  of  food  for  nourish- 
ment into  the  stomach,  so  that  the  number  of  meals  has  to  be 
increased.     The  liver,  kidneys,  and  spleen  are  displaced  and 
compressed  in  a  wa}^  which  often  interferes  seriously  with  their 
functions.     To  ameliorate  these  conditions  it  is  certainly  advis- 
able to  prevent  or  to  reduce  the  deformity.     How  shall  this  be 
done?    According  to  Menard  the  hump  itself  should  never  be 
attacked.     In  three  cases  he  attempted  forced  reduction  post 
mortem  and  obtained  a  large  cavity,  yet  leaving  the  cord  and 
its  membranes  intact,  which  is  a  point  decidedly  in  favor  of 
the  method.     The  authors  dispute  his  assertion  that  as  Nature 
does  not  produce  any  bony  tissue  to  fill  the  cavity,  therefore  a 
complete  cure  is  iinpossible.     In  many  patients  it  is  true  that 
there   is   no  work   of  repair,  and  these   are   the   ones  who   die 
of  Pott's  disease  by  progressive  enfeeblement.     It   does  not 
follow  that  this  is  always  the  case;  on  the  contrary,  and  pre- 
cisely because  there  is  ankylosis  and   repair  in  a  defective 
position,  it  is  possible  to  utilize  this  ankjiosis  to  obtain  a  cor- 
rect position.     In  articulations    so  complex   as  those  of  the 
spinal  column,  perfect  solidity  is  obtainable  by  mere  soldering 
of  the  articular  apophyses.     If,  then,  the  process  of  correction 
and  prolonged  immobilization  is  insuflScient,  if  metallic  suture 
of  the  arches  at  the  spinous  processes  does  not  give  a  satisfac- 
tor}^  result,  why  not  suture  the  articular  apophyses  by  means 
of  a  wire  passed  through  the  centre  of  their  articulating  facets? 
And  could  we  not  make  use  of  the  injection  of  a  drop  of  the 
solution  of  chloride  of  zinc,  which,   by  penetrating  into   the 
articular  space,  would  set  up  an  irritation  ?     Ankylosis  at  this 
point  would  insure    perfect  solidity  and    do  away  with  all 
danger  of  relapse.     The  authors  believe  with  Menard  that  the 
operation  is  not  unattended  by  danger,  and  that  in  order  to 
avoid  the  accidents  due  to  violent  separation  the  deformity  of 
some  patients  should  be  reduced  in  several  successive  opera- 
tions.    Just  as  in  cases  of  coxalgia,  the  results  will  depend 
largely  upon  whether  the  treatment  is  intelligenth"  applied  or 
not.     As   soon  as  the  diagnosis  is   established   the   reduction 
of  the   deformifc}^  should   be   accomplished   under  chloroform 
anesthesia.     The  patient  must  then  be  kept  for  a  long  time  in 
the  position  of  reduction;  the  muscles  playing  a  large  part  in 
the  return  of  the  deformity,  we  must  obtain  continued  exten- 
sion and  perfect  immobilization.     This  is  best  accomplished  by 
means  of  a  corset  described  by  Calot,  which  starts  from  the 
iliac  crests  and  includes  the  head,  and  is  applied  while  strong 
extension  is  obtained  by  means  of  traction  at  both  extremities. 
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The  most  favorable  conditions  for  reduction  of  the  deformity 
are,  of  course,  found  at  the  onset  of  the  disease;  some  humps 
are,  however,  so  fixed  and  rigid  that  it  is  impossible  to  correct 
them.  There  are  only  two  methods  of  reducing  an  arch:  one 
is  by  pressure  upon  its  summit,  and  the  other  by  traction  upon 
its  extremities;  both  of  these  methods  are  used  in  the  reduction 
of  an  angular  deviation.  The  dorsal  region  is  the  most  easily 
reduced  and  also  the  most  easily  fixed  in  a  plaster  apparatus. 
Some  humps  with  a  short  radius  of  curvature  and  sharply 
projecting  angle  are  reduced  with  amazing  ease.  Some  with 
a  long  radius,  as  those  involving  the  whole  dorsal  region, 
should  be  subjected  to  excessively  energetic  pressure;  traction 
upon  the  arms  and  head  and  legs  is  made  by  a  number  of 
assistants,  and  the  operator,  standing  upon  a  high  stool,  presses 
down  as  hard  as  necessary  upon  the  hump. 

As  to  the  contraindications  the  authors  give  the  following 
points:  When,  in  a  patient  under  complete  anesthesia,  exten- 
sion and  pressure  give  no  reduction  of  the  hump,  further  efforts 
will  only  result  in  fracture  of  the  spinal  column,  and  the 
attempt  should  be  abandoned.  Should  there  be  spreading  and 
active  abscess,  reduction,  especially  if  causing  a  cavity  of  any 
size  anterior  to  the  column,  would  be  dangerous,  for  the  abscess 
would  be  likely  to  invade  this  point,  and,  traumatism  having 
increased  the  virulence  of  the  microbes,  the  results  might  be 
serious.  In  patients  suffering  from  pulmonary  lesions  inter- 
vention is  useless.  Amyloid  degeneration  of  kidneys  or  liver 
constitutes  a  contraindication.  Certain  diseases  of  the  skin, 
especially  those  which  suppurate,  prevent  immobilization  in 
the  plaster  apparatus  ;  this  being  an  indispensable  part  of  the 
treatment,  reduction  should  not  be  attempted  until  the  lesions 
have  entirely  disappeared.  The  brusque  method  of  correcting 
the  deformity  of  Pott's  disease  is  invaluable  in  the  early  stages, 
but  becomes  difficult,  dangerous,  and  even  impossible  in  the 
case  of  very  large  and  especially  of  long- seated  deformity. 

Bichard  Barweir^  is  convinced  by  continued  observation 
that  a  large  proportion  of  spinal  curvatures,  unaccounted  for 
by  some  potent  cause,  such  as  thoracic,  hip,  foot,  or  knee  trou- 
bles, or  rachitis,  are  due  to  amesiality  of  the  pelvis.  The 
author  does  not  attempt  to  elucidate  or  speculate  upon  the 
occult  cause  of  this  amesiality,  as  the  subject  is  most  difficult 
and  requires  more  extended  study.  It  may,  however,  be  said 
that  it  has  nothing  to  do  with  rickets.  Even  slight  or  com- 
mencing cases  should  be  examined  in  reference  to  this  malpos- 
ture,  which  may  always  be  suspected  if  a  plumb  line  dropped 
from  the  vertebral  prominence  fall  on  one  or  the  other  side  of 
the  rima  natium.  A  pelvis  which  is  amesial  is  generally  also 
oblique — that  is  to  say,  its  transverse  axis,  or  a  line  drawn  from 
the  centre  of  one  to  that  of  the  other  acetabulum,  lies  higher  on 
one  side  than  on  the  other.  But  there  are  many  cases  of  pel- 
vic obliquity  without  amesiality,  such  as  ''  habitual  obliquity  '^ 
assumed  by  many  people,  especially  girls,  and  often  due  to 
ovaralgia.     Other  causes  of  the  pelvic  obliquity  are  infantile 
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paralysis,  a  past  attack  of  inflammation  of  the  knee  or  hip, 
flat-foot  or  some  other  form  of  tahpes,  or  an  asymmetrical 
growth  of  the  lower  limbs. 

Rachitis. — In  the  course  of  an  exhaustive  article  upon  this 
malady  J.  Madison  Taylor  "  states  that  the  first  consideration 
is  prevention,  and  that  here  it  is  necessary  to  face  the  question 
of  accepting  or  rejecting  degenerate  immigrants.  This  is  a 
matter  which  is  probablj^  to  play  an  important  part  in  politics 
as  soon  as  the  communit}^  is  roused.  The  next  step  is  to 
give  our  attention  to  pregnant  women  who  are  of  the  devi- 
talized classes  and  races.  Bathing,  good  air,  sunlight,  and 
abundant  and  well- cooked  food  will  accomplish  much.  A  short 
residence  in  the  country  would  do  more.  The  relief  of  the 
commg  mother  from  exhausting  labor  and  overwrought  emo- 
tion is  also  of  great  value.  Such  measures  for  a  few  genera- 
tions will  regenerate  these  people  into  a  moderately  healthy 
population. 

Renal  Hemophilia. — William  J.  Robinson  "  reports  a  case 
of  this  rare  affection .  A  child  of  4  years  passed  blood  in  his 
urine  for  ten  days,  the  blood  becoming  more  profuse  with  each 
urination.  When  the  author  was  called  to  him  he  found  the 
boy  almost  exsanguinated,  his  skin  being  smooth  and  glossy 
-white,  resembling  spermaceti.  His  hair,  eyebrows,  and  lashes 
were  like  those  of  an  albino  ;  his  pulse  was  thready  and  140  a 
minute,  his  temperature  97. 9"".  He  felt  Avell  except  when  pass- 
ing a  blood  clot,  which  gave  him  pain.  In  the  doctor's  presence 
he  passed  a  pint  and  two  ounces  of  dark,  bloody  urine,  within 
which  were  floating  two  blood  clots.  A  hot  boric  acid  solution 
injected  into  the  bladder  came  away  colorless.  Opium,  gallic 
acid,  and  repose  were  prescribed.  A  sudden  collapse  caused  a 
resort  to  hypodermatic  injection  of  digitalis,  camphor,  and 
ether,  which  had  a  good  effect,  but  at  the  point  of  insertion  of 
the  needle  there  was  an  obstinate,  uncontrollable  oozing  of 
blood,  which  would  not  yield  to  tannin,  cocaine,  or  Monsel's 
solution,  and  was  finally  overcome  by  a  pledget  of  cotton  satu- 
rated in  a  solution  of  equal  parts  of  antipyrin  and  tincture  of 
ferric  chloride,  secured  by  a  tight  bandage  and  applied  for 
forty-five  minutes.  It  thus  became  evident  that  the  case  was 
one  of  hemophilia.  Inquiries  revealed  that  the  grandfather 
had  died  at  35  years  of  age  from  pulmonary  hemorrhage  and 
epistaxis,  and  an  infant  brother  from  hemorrhage  of  the  um- 
bilicus. The  treatment  instituted  consisted  of  an  ice  bag  kept 
continuously  over  the  left  kidney,  one  grain  of  sodium  sulphate 
every  hour,  and  a  drachm  every  four  hours  of  this  mixture  : 

3  Hydrastini  hydrochloratis gr.  iv. 

Ergotol '. §  ss. 

Tincturfe  opii  deodorata? 5  ss. 

Glycerin! |  i. 

Aquae  nienthfe  piperitfe q.  s.  ad  |  iij. 

The  diet  was  confined  to  milk  and  Vichy  and  soft-boiled  eggs. 
The  next  day  the  boy  had  another  slight  hemorrhage,  which 


BRIEF   OF   CURRENT  LITERATURE.  60T 

^was  the  last.  The  urine  for  several  days  contained  a  trace  of 
blood  ;  after  this  had  disappeared  iron  and  tonics  were  given, 
and  the  boy  made  a  surprisingly  rapid  recovery.  He  is  still 
taking  (interruptedly)  sodium  sulphate,  hydrastis,  ergot,  and 
a  preparation  of  iron.     He  has  considerable  color  in  his  cheeks. 

Substitute  Feeding  in  Infancy. — Frank  Spooner  Church- 
ill "  presents  the  decided  advantages  of  modified  cow's  milk 
over  the  proprietary  infant  foods.  By  sending  to  laboratorj'  a 
prescription  stating  the  exact  amount  of  food  elements  he 
wishes  the  patient  to  receive,  the  feeding  of  the  infant  is  taken 
out  of  the  hands  of  the  ignorant  and  mercenary. 

Tuberculous  Disease  of  the  Knee  Joint  Treated  by 
Iodoform  Injections. — Edward  B.  Holwell  "  reports  two  cases 
followed  by  recovery.  Prolonged  and  systematic  treatment 
had  been  tried  unsuccessfully.  The  rapid  improvement  and 
■cure  of  these  cases  are  therefore,  thinks  the  writer,  significant. 

Umbilical  Sepsis  in  the  New-born,— Samuel W,  Lambert" 
reports  five  fatal  cases  of  this  affection  which  occurred  at  the 
Nursery  and  Child's  Hospital  in  1896.  He  says  that  the  ac- 
cepted views  of  to-day  concerning  the  bacterial  causes  of  in- 
flammation have  led  the  writers  of  all  recent  text  books  which 
treat  of  the  subject  to  insist  upon  the  importance  of  the  pre- 
vention of  the  access  of  bacteria  to  the  umbilical  ulcer,  but  at 
the  same  time  they  have  lost  sight  of  the  equally  important 
matter  of  hastening  the  drying  of  the  dead  tissue  of  the  cord. 
The  results  of  recent  experimentation  by  Cohn  show  that  it  is 
the  access  to  the  air  which  furthers  the  mummification  of  the 
stump  of  the  cord,  and  all  ordinary  drying  powders  and  all 
occlusive  dressings  are  a  hindrance  to  that  process.  The 
stearate  of  zinc  is  a  comparatively  new  drug  which  has  been 
recommended  for  local  applications.  It  is  claimed  that  it  per- 
mits free  access  of  air  to  the  wound.  Calcium  chloride  is  a 
powder  that  possesses  marked  hygroscopic  powers.  Experi- 
ments upon  the  umbilical  dressings  of  eight  living  infants 
gave  the  following  results:  Stearate  of  zinc  was  used  four 
times,  with  satisfactory  results.  The  cords  dried  up  even 
more  rapidly  than  the  pieces  of  the  same  cords  treated  with 
the  same  agent  in  the  laboratory.  One  cord  was  treated  with 
a  two  per  cent  solution  of  nitrate  of  silver  twice  a  day  ;  it 
dried  up  very  quickly  and  was  brittle  on  the  second  day.  The 
-cord  of  another  baby  was  left  exposed  to  the  air  through  a  hole 
in  the  clothing,  without  dressing  of  any  kind;  it  was  dry  and 
brittle  in  twenty-four  hours,  as  were  the  pieces  hung  up  in  the 
laboratory.  Two  cords  were  treated  with  powdered  calcium 
chloride;  they  dried  up  within  twenty-four  hours,  but  the 
liquefied  drug  soaked  through  the  clothing  of  the  child  and 
proved  irritating  to  the  skin  of  the  abdomen,  though  no  harm 
resulted  from  its  use.  Although  both  cords  were  completely 
dry  on  the  first  da}^  post  partum,  they  only  separated  on  the 
fourth  and  eighth  days  respectivel3\  The  second  point  in  the 
prophylactic  treatment  of  the  umbilical  cord  is  the  prevention 
-of  the  access  of  bacteria  to  it.     But  the  means  adopted  should 
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not  hinder  the  drying  process  of  the  cord.  The  point  of  dan- 
ger is  the  attached  base  of  the  cord,  and  the  period  of  danger 
ends,  not  with  the  separation  of  the  cord,  but  with  the  cicatriz- 
ing of  the  granulating  surface  beneath  it.  A  proper  umbihcal 
dressing  consists  of  a  gauze  or  linen  covering  for  the  stump, 
applied  without  drying  powder.  The  base  of  the  cord  should 
be  surrounded  by  an  occlusive  dressing,  but  the  cord  itself 
should  be  exposed  frequently  to  the  air.  A  daily  full  bath, 
should  usually  be  omitted  until  after  the  navel  is  healed,  and 
the  umbilicus  should  be  protected  from  all  moisture — especially 
from  the  urine  of  the  child.  If  the  dressing  on  the  cord  be- 
comes wet  it  should  be  changed  at  once.  Of  all  the  powders 
experimented  with  the  stearate  of  zinc  seems  to  be  the  best. 
When  a  septic  process  has  once  begun  its  treatment  is  very 
unsatisfactory.  All  abscesses  should  be  opened,  and  the  gas- 
tro-enteric  symptoms  controlled  as  much  as  possible  by  change 
of  food  and  lavage  of  the  stomach  and  intestinal  tract.  Drugs 
are  of  little  or  no  value,  and  food  and  stimulants  make  up  the 
whole  pharmacopeia  for  new-born  babies. 
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The  American  Pediatric  Society  is  making  a  collective 
investigation  of  infantile  scurvy  as  occurring  in  North  Ame- 
rica, and  earnestly  requests  the  co-operation  of  physicians, 
through  their  sending  of  reports  of  cases,  whether  these  have 
already  been  published  or  not.  No  case  will  be  used  in  such  a 
way  as  to  interfere  with  its  subsequent  publication  by  the  ob- 
server. Blanks  containing  questions  to  be  filled  out  will  be 
furnished  on  application  to  any  one  of  the  committee.  A  final 
printed  report  of  the  investigation  will  be  sent  to  those  furnish- 
ing cases.  Signed  by  the  committee  :  J.  P.  Crozer  Griffith, 
M.D..  Chairman,  123  South  18th  street.  Philadelphia;  William 
D.  Booker,  M.D.,  853  Park  avenue,  Baltimore;  Charles  G. 
Jennings,  M.D.,  -457  Jeflferson  avenue,  Detroit;  Augustus 
Caille,  M.D.,  753  Madison  avenue.  New  York  City;  J.  Lovett 
Morse,  M.D.,  317  Marlboro  street,  Boston. 
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Fifty  years  ago,  when  the  teachings  of  the  French  author- 
ities as  to  the  nature  and  location  of  inflammatory  conditions 
in  the  female  pelvis  were  universally  accepted,  it  was  generally 
believed  that  all  accumulations  of  pus  in  that  cavity  originated 
in  the  ovaries,  Fallopian  tubes,  or  Douglas' pouch,  and  that  the 
pelvic  cellular  tissue  was  only  secondarily  invaded.  Post-mor- 
tem examinations  seemed  to  confirm  this  view  (for  the  excel- 
lent reason  that,  with  rare  exceptions,  only  such  cases  died), 
and  as  time  went  on  it  was  still  further  and  apparently  con- 
clusively sustained  by  the  observations  of  Lawson  Tait,  who 
demonstrated  by  numerous  abdominal  sections  on  the  living 
subject  the  exceeding  frequency  of  inflammatory  and  suppura- 
tive conditions  of  the  tube  and  ovary,  and  the  ease  and  com- 
parative safety  with  which  these  diseased  organs  can  be 
removed. 
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Thus  it  became  fashionable,  so  to  speak,  for  many  of  our 
most  enthusiastic  and  progressive  abdominal  operators  to  deny- 
utterly  the  existence  of  such  a  pathological  condition  as  pelvic 
cellulitis,  except  in  a  few  rare  instances  after  parturition,  and 
to  assume  that  all  cases  of  inflammatory  exudate  in  the  pelvis, 
with  or  without  suppuration,  are  unquestionably  intraperito- 
neal ;  that  is  to  saj'',  that  all  cases  of  pelvic  inflammation  pro- 
ceed primarily  from  the  Fallopian  tubes  and  involve  secondarily 
the  ovary  and  adjacent  peritoneum.  Pelvic  abscess  existed  in 
the  minds  of  these  gentlemen  only  as  a  synonym  for  abscess  in 
the  Fallopian  tube  (pyosalpinx),  ovary,  or  pelvic  peritoneum, 
any  one  of  which  may,  by  adhesion  and  perforation,  force  its 
way  into  the  pelvic  cellular  tissue  and  thus  simulate  an  abscess 
resulting  from  pelvic  peritonitis. 

It  is  only  four  years  ago  that  I  heard  a  gentleman,  prominent 
as  a  teacher,  practitioner,  and  operator  in  gynecology,  and  a 
man  for  whose  ability,  judgment,  and  experience  I  have  the 
highest  respect,  state  emphatically  before  a  special  New  York 
societj"  that  he  had  never  seen  such  a  thing  as  an  extra- 
peritoneal or  cellular  pelvic  abscess  I  I  could  but  pity  his  wilful 
blindness  or  his  prejudice  or  his  ill-luck  in  failing  to  meet  with 
cases  which  I  then  had,  and  since  have,  often  seen,  and  which 
are  now  freely  admitted  to  occur  even  by  gynecologists  who 
a  few  years  ago  denied  their  existence.  I  forbear  from  men- 
tioning names,  although  I  have  done  so  before  in  discussing 
this  subject ;  but  I  do  not  wish  to  be  drawn  into  a  controversial 
argument,  nor  is  it  my  purpose  to  quote  many  authorities  in 
this  article. 

Thus  for  a  time  the  tables  were  turned  upon  the  old  assump- 
tion that  inflammatory  disease  of  the  intraperitoneal  organs 
adjoining  the  uterus  is  the  result  of  inflammatory  action  in  the 
pelvic  cellular  tissue.  Manifestly  neither  view  can  be  correct. 
In  my  opinion,  inflammation  of  the  pelvic  cellular  tissue,  with 
its  resultant  consequences  of  dislocation  of  the  uterus,  pelvic 
abscess,  and  cicatricial  induration,  occurs  independently  by 
itself,  as  well  as  does  a  separate  inflammation  of  the  Fallopian 
tubes,  ovaries,  or  adjacent  peritoneum. 

It  is  true,  a  purulent  deposit  outside  of  the  peritoneum  may 
perforate  into  that  cavity,  and  the  reverse — probably  more  fre- 
quently the  latter — and  both  may  exist  together  at  one  and  the 
same  time  in  one  and  the  same  individual;  or  a  p3'osalpinx  may 
rupture  between  the  layers  of  the  broad  ligament.  But  that  is 
no  reason  why  they  do  not  occur  separately  and  independently. 
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Pelvic  peritonitis  and  pelvic  cellulitis  are,  in  fact,  independent 
and  entirely  unassociated  diseases,  just  as  pleurisy  of  one  part 
of  the  lung  may  occur  at  the  same  time  with  an  inflammation 
of  the  substance  of  the  lung  at  another  point. 

The  location  of  a  pelvic  abscess  may  therefore  be  intraperi- 
toneal or  extraperitoneal. 

INTRAPERITONEAL. 

1.  Ovary. — The  stroma  of  the  ovary  may  be  more  or  less 
destroyed  by  one  attack  of  acute  puerperal  or  several  successive 
attacks  of  non-puerperal  inflammation,  the  organ  then  usually 
being  enclosed  in  adhesions  of  greater  or  lesser  density  which 
are  Nature's  protection  against  general  septic  infection  and  in- 
traperitoneal rupture  of  the  pus  sac.  The  pus  ovary  is  there- 
fore usually  firmly  attached  to  the  bottom  of  Douglas'  pouch 
and  points  more  distinctly  toward  the  vagina  than  toward  the 
peritoneal  cavity.  Both  ovaries  may  thus  be  affected  simul- 
taneously or  successively. 

2.  Tube. — While  the  majority  of  cases  of  inflammatory  dis- 
ease of  the  Fallopian  tube  present  a  hypertrophic  condition  of 
its  walls,  interspersed  with  so-called  nodosities,'  the  canal  of 
the  tube  not  being  dilated  and  containing  only  a  moderate 
amount  of  thick  muco-pus,  in  a  certain  not  inconsiderable  num- 
ber of  instances  the  secretion  of  pus  accumulates  so  copiously 
that, being  unable  to  escape  either  into  the  uterine  or  peritoneal 
cavity  on  account  of  the  closure  of  either  orifice  by  adhesive 
inflammation,  it  gradually  distends  the  canal  and  forms  a  dis- 
tinct ovoid  or  sausage-like  sac,  which  may  be  free  if  the  disten- 
sion has  been  rapid,  or  adherent  in  Douglas'  pouch  if  the  pus 
has  gradually  accumulated.  If  the  attack  of  endosalpingitis 
has  been  very  acute  and  virulent,  as  from  septic  puerperal  or 
from  gonorrheal  infection,  the  formation  of  a  tubal  pus  sac 
(pyosalpinx)  may  be  rapid  and  be  accomplished  in  a  few  days 
or  at  most  a  week  or  two,  and  these  are  the  dangerous  cases  in 
which  intraperitoneal  rupture  may  occur  at  any  moment. 

The  same  remarks  apply  to  abscess  of  the  ovary  under  simi- 
lar conditions. 

Mere  inflammatory  hypertrophy  of  the  walls  of  the  tube, 
with  but  a  slight  quantity  of  muco-pus  in  the  undilated  canal, 
does  not  constitute  a  pyosalpinx,  although  often  so  recorded 
by  operators  who  number  their  operations  for  pyosalpinx  by 

'  See  Emil  Ries]:  "Nodular  Forms  of  Tubal  Disease,"  Jour,  of  Exper, 
Science,  vol.  ii.,  No.  4,  1897. 
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the  hundreds,  when  the  majoiity  of  the  cases  were  really  only 
instances  of  purulent  salpingitis  with  hypertrophied  walls — 
a  condition  called  by  Kaltenbach  '  and  myself/  independently 
and  almost  simultaneously,  "pachysalpingitis,"  a  term  which 
has  since  been  generally  adopted  for  this  form  of  tubal  disease. 
The  walls  of  a  tubal  abscess  are  usually  thinner  than  those 
of  an  ovarian  abscess,  and  therefore  more  liable,  ceteris  pari- 
bus, to  rupture. 

3.  Encapsulated  in  Douglas'  Pouch. — Either  associated 
with  or  independently  of  inflammation  of  the  appendages 
(usually  the  former),  an  exudate  may  form  in  Douglas'  pouch, 
break  down,  and  develop  an  abscess,  which  usually  points 
toward  the  vagina  directly  behind  the  cervix.  The  uterus  is, 
of  course,  immovably  fixed  by  adhesions,  and  pushed  forward 
more  or  less  according  to  the  size  of  the  abscess. 

At  times  the  abscess  may  be  so  large  that  it  extends  upward 
toward  the  general  peritoneal  cavity  and  points  through  the 
abdominal  wall,  generally  on  one  side  of  the  median  line  close 
to  the  iliac  fossa.  Of  course  it  is  shut  off  from  the  general 
peritoneal  cavity  by  the  adherent  intestines,  which  form  a  more 
or  less  firm  barrier  between  the  pus  sac  and  the  healthy  peri- 
toneum, such  adhesions  having  been  formed  when  the  acute 
inflammation  and  exudate  first  occurred.  An  intraperitoneal 
abscess  thus  walled  off  is  practically  extraperitoneal — an  im- 
portant and  favorable  factor  when  its  surgical  treatment  comes 
to  be  considered. 

4.  Appendical  Abscess  which  has  burrowed  into  the  Pel- 
vic Cavity. — It  is  conceivable,  although  not  of  common  oc- 
currence, that  the  pus  from  an  appendical  abscess,  which  has 
become  shut  off  from  the  general  peritoneal  cavity  by  adhe- 
sions between  the  coils  of  intestine,  might  gradually  burrow  its 
way  down  into  the  pelvic  cavity  and  simulate  an  ordinary  en- 
capsulated pelvic  abscess.  The  pus  cavity  or  sinus  would  then 
extend  from  the  neighborhood  of  the  crest  of  the  ilium  to  the 
bottom  of  Douglas'  pouch,  and  naturally  would  always  be  on 
the  right  side. 

EXTRAPERITONEAL. 

1.  In  the  pelvic  cellular  tissue  (between  the  broad  liga- 
ments, in  the  vesico- vaginal  or  recto- vaginal  septum). 

2.  In  the  iliac  fossa  and  subrenal  regions. 

'  Centralbl.  fur  Gyniikologie,  No.  43,  1885. 

'  American  Journal  of  Obstetrics,  December,  1885. 
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o.    Under  the  fascia  of  the  abdominal  muscles. 

4.  In  the  anterior  and  posterior  crural  regions. 

5.  Into  rectum,  vagina,  bladder,  or  uterus. 

An  extraperitoneal  pelvic  abscess  begins  as  an  exudate  into 
the  pelvic  cellular  tissue,  usually  between  the  layers  of  the 
broad  ligament  on  one  side  only,  and  may  then  extend  down- 
ward into  the  recto- vaginal  septum,  even  as  low  as  the  muscu- 
lar raphe  of  the  perineum,  bulging  forward  the  posterior  vagi- 
nal wall  so  as  to  almost  occlude  the  vaginal  canal  in  aggravated 
cases;  or  it  may  proceed  upward,  dissecting  the  peritoneum 
away  from  the  pelvic  wall  until  it  reaches  into  the  iliac  fossa 
and  becomes  submuscular  and  indirectly  subcutaneous;  or  it 
may  spread  between  the  peritoneum  and  submuscular  fascia  of 
the  anterior  abdominal  wall  to  the  linea  alba  in  one  and  as 
high  as  the  crest  of  the  ilium  in  another  direction;  and,  finally, 
it  may  dissect  its  way  upward,  laying  bare  the  psoas  and  iliacus 
internus  muscles  as  far  as  the  subrenal  region. 

As  far  as  the  exudate  has  spread,  so  far  may  the  abscess 
reach,  and  even  farther;  for  the  pus  may  burrow  between 
muscles  and  organs  and  in  time  find  its  way  under  Poupart's 
ligament  into  the  anterior  crural  region,  or  open  through  the 
posterior  crural  or  gluteal  skin,  or  dissect  its  way  along  the 
rectal  tube  to  the  peri-anal  skin  behind,  in  front,  or  on  either 
side  of  the  anus.  A  pelvic  abscess  may  also  burst  into  the 
bowel,  usually  the  rectum,  into  the  bladder,  vagina,  and  even 
into  the  uterine  cavity. 

I  have  seen  the  pelvic  cavity  literally  honeycombed  by  such 
sinuses,  which  opened  at  several  points  on  the  gluteal  and 
crural  cutaneous  surface. 

It  goes  without  saying  that  a  pelvic  abscess  which  has  been 
allowed  to  burrow  in  such  a  manner  as  I  have  described  pre- 
sents a  very  serious  condition  and  one  by  no  means  easy,  if 
indeed  possible,  to  cure. 

An  intraperitoneal  abscess  may  perforate  through  the  adhe- 
sions which  attach  its  wall  to  the  adjacent  peritoneum,  and 
the  pus  may  force  its  way  into  the  cellular  tissue,  then  pursu- 
ing all  the  courses  above  mentioned.  Bat  I  think  this  is  rather 
an  uncommon  occurrence,  and  not,  as  was  formerly  supposed, 
the  usual  source  of  an  extraperitoneal  pelvic  abscess. 

6.  An  appendical  or  perityphlitic  abscess  may  burrow 
down  behind  the  rectum  and  between  the  vagina  and  the  pelvic 
floor  and  point  or  burst  through  the  wall  of  the  rectum  or 
vagina,  or  it  may  find  its  way  between  the  folds  of  the  broad 
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ligament  into  the  vesico-uterine  cellular  tissue  (I  have  seen  the 
hard  exudate  there),  and  even  up  on  the  anterior  abdominal 
wall,  and  point  through  the  skin  (in  one  case  seen  by  me  in  the 
median  line  between  umbilicus  and  pubes).  In  either  of  these 
locations  the  appendical  abscess  may  simulate  a  true  pelvic 
abscess  until  the  peculiar  fecal  or  putrid  odor  of  the  pus  reveals 
its  peri-intestinal  origin.  Such  an  appendical  abscess  may 
also  burrow  upward,  as  I  have  said  an  extraperitoneal  pelvic 
abscess  does,  and  the  peculiar  appendical  pus  may  then  be 
found  as  high  up  as  the  post-costal  region,  having  dissected  up 
the  suprarenal  peritoneum  and  the  pleura.  I  have  seen  two 
such  cases  in  which  the  aspirator  withdrew  pus  between  the 
ninth  and  tenth  ribs,  and  the  abscess  could  be  easily  traced 
down  to  the  peri-cecal  region.  Of  course  the  abscess  in  these 
cases  exists  onl}^  on  the  right  side  and  does  not  usually  extend 
down  into  the  pelvis,  having  for  some  occult  reason  preferred 
to  spread  upward  only. 

CAUSES. 

Intraperitoneal. — The  chief  causes  which  produce  an 
xutraperitoneal  pelvic  abscess  are  septic  puerperal  infection, 
gonorrheal  infection,  acute  endometritis  and  salpingitis  from 
other  causes,  especially  repeated  attacks  of  either.  Unclean 
operations  on  the  endometrium  may  also  be  the  source  of  the 
infection. 

A  small  ovarian  tumor,  especially  the  dermoid  variety,  may 
often  become  inflamed  and  transformed  into  an  abscess,  the 
original  cause  of  the  inflammation  being  an  infection  from  one 
of  the  sources  mentioned,  or  a  twisted  pedicle — an  accident 
which  I  have  frequently  seen  and  which  has  obliged  me  to 
perform  many  a  speedy  ovariotomy. 

A  pyosalpinx  is  more  readily  produced  by  these  agencies 
than  a  pus  ovary,  as  the  infection  is  more  direct  by  transmis- 
sion from  the  endometrium  to  the  endosalpinx.  An  ovarian 
abscess  is  more  likely  to  result  from  a  very  acute  septic  infec- 
tion through  the  intraligamentous  lymphatics,  especially  if  the 
attack  is  repeated  and  the  ovary  is  enclosed  in  adhesions  which 
interfere  with  its  nutrition. 

An  encapsulated  abscess  in  Douglas*  pouch  probably  follows 
the  transmission  of  an  infection  from  the  tube,  and  begins  with 
a  copious  serous  exudate  which  coagulates  and  rapidly  breaks 
down. 

A  silk  ligature  applied  to  the  pedicle  of  an  ovarian  tumor  or 
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the  diseased  appendages,  or  to  the  uterine  stump  after  hyste- 
rectomy, may  occasionally  cause  sufficient  irritation  to  produce 
■an  exudate  and  an  abscess,  which,  of  course,  has  become  extra- 
peritoneal through  the  adhesions  thrown  out  around  it.  Such 
suppurating  ligatures  are  a  frequent  cause  of  the  sinuses  occur- 
ring after  abdominal  section,  and  must  be  removed  before  the 
sinus  will  close. 

Imperfect  sterilization  of  the  silk  probably  is  the  reason  for 
this  irritation,  for  carefully  sterilized  ligatures,  silk  as  well  as 
€atgut,  usually  are  entirely  innocuous  and  are  never  heard 
from.  Mural  abscesses  after  laparatomy — that  is,  cellulitis  and 
suppuration  in  the  abdominal  wall — are  probably  always  due  to 
such  infection,  whether  silk,  catgut,  or  silkworm  gut  was  used. 

An  intraperitoneal  hematocele  or  an  extraperitoneal  hema- 
toma— in  either  case  an  effusion  of  blood,  probably  due  usually 
to  the  rupture  of  an  ectopic  pregnancy — may  undergo  sup- 
puration, and  will  then  require  the  same  treatment  as  any 
other  pelvic  abscess. 

Extraperitoneal. — At  the  time  of  parturition  the  highly 
vascular  cellular  tissue  of  the  pelvis  is  subjected  to  more  or  less 
severe  and  prolonged  pressure  and  frequently  undergoes  both 
superficial  and  deep  lesions,  in  consequence  of  which  septic 
absorption  easily  occurs. 

Fortunately  the  infection  in  the  majority  of  cases  remains 
localized  by  the  production  of  an  exudate  in  the  cellular  tissue, 
which  shows  a  peculiar  tendency  to  break  down  and  undergo 
suppuration.  Extraperitoneal  pelvic  abscesses  are,  in  my  ex- 
perience, far  more  frequent  than  encapsulated  intraperitoneal 
abscesses. 

Laceration  of  the  cervix  uteri  and  of  the  vaginal  wall,  pro- 
duced by  childbirth,  and  bruising  of  the  tissues  by  the  forceps, 
are  especially  prone  to  excite  a  cellular  inflammation.  While 
an  abortion  requiring  the  use  of  curettes  to  empty  the  uterine 
cavity  may  readily  induce  a  purulent  salpingitis  and  a  pyo- 
salpinx,  particularly  if  the  retained  particles  of  the  ovum  were 
decomposed,  the  bruising  of  the  infravaginal  portion  of  the 
uterus  during  the  manipulations  may  induce  a  cellulitis. 

Operations  on  the  cervix,  such  as  curetting  of  the  cervical 
oavity  and  trachelorrhaphy,  have  often  been  followed  by  a 
■cellulitis ;  the  pressure  of  too  large  a  pessary  has  produced  a 
like  result,  and  any  accidental  injury  to  the  vagina  or  cervix 
may  be  followed  by  an  exudate  into  the  pelvic  cellular  tissue. 
Undoubtedly  pelvic  cellulitis  is  not  nearly  as  common  as  pelvic 
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peritonitis,  which  latter  may  occur  not  only  as  a  result  of  infec- 
tion during  childbirth,  but  also  from  the  many  other  agencies 
operating  at  all  times  and  already  enumerated.  But  still  we 
cannot  deny  the  relative  frequency'  of  pelvic  cellulitis — or  para- 
metritis, as  the  Germans  call  it — and  its  special  tendency  to 
suppuration. 

By  some  authors  a  collection  of  pus  in  the  pelvic  cellular 
tissue  has  been  called  a  true  pelvic  abscess,  to  distinguish  it 
from  the  intraperitoneal  varieties  where  the  pus  is  enclosed  in 
the  ovar}^,  tube,  or  Douglas'  pouch. 

DIAGNOSIS. 

An  intraperitoneal  pelvic  abscess  may  be  lateral  or  posterior 
to  the  uterus.  If  lateral  the  mass  may  be  more  or  less  movable 
on  bimanual  examination,  even  though  adherent  in  Douglas'^ 
pouch,  for  the  broad  ligament  and  pelvic  floor  permit  a  very 
limited  apparent  mobility  on  upward  and  downward  pressure. 
This  mobility  is  less  marked  if  the  abscess  is  bilateral  than  if 
only  one  side  is  involved.  The  uterus  can  also  be  veri/ 
slightly  moved  up  and  down,  but  not  to  either  side.  This 
latter  sign  I  consider  especially  characteristic  of  a  lateral 
intraperitoneal  inflammation — that  is  to  say,  of  salpingo-oopho- 
ritis  constituting  a  distinct,  more  or  less  adherent  tumor  on 
one  or  both  sides  of  the  uterus. 

If  the  inflammation  or  abscess  of  the  appendages  is  unilateral 
and  of  sufficient  size,  the  uterus  is  somewhat  displaced  by  be- 
ing crowded  toward  the  opposite  side.  But  it  is  not  pushed 
forward  unless  there  is  also  a  retrouterine  exudate  in  Douglas^ 
pouch. 

If  the  mass  is  solid  it  represents  the  hj^pertrophied  tube  and 
the  ovary  (the  latter  often  not  diseased  or  enlarged)  bound 
together  by  adhesions,  the  tube  curling  around  the  ovary,  and 
neither  containing  an  appreciable  amount  of  fluid.  The  shape 
and  size  of  the  mass  then  resemble  a  mandarin  orange,  being 
flat  and  not  spherical.  But  if  there  is  fluid  in  either  of  the- 
appendages  the  mass  is  more  round,  like  an  ordinary  orange, 
if  the  ovary  contains  the  fluid  (ovarian  abscess) ;  or  oblong,. 
sausage-shaped,  if  the  tube  is  the  distended  organ. 

It  seldom  happens  that  a  large  ovarian  abscess  and  a  large 
pyosalpinx  occur  together.  Usually  one  or  the  other  predomi- 
nates and  gives  respectively  the  round  or  oval  shape  to  the 
mass.  The  fluid  in  the  tube  need  not  necessarily  be  pus,  for  a 
hydrosalpinx  may  constitute  the  tubal  swelling.     If  one  of  the 
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two  appendages,  however,  is  purulent,  the  other  is  usually  in 
the  same  condition;  that  is,  if  there  is  a  purulent  salpingitis 
and  the  ovary  is  diseased  there  is  also  a  pus  ovary:  and  if 
there  is  an  ovarian  abscess  the  tube  is  almost  invariably  closed 
by  a  purulent  endosalpingitis.  In  short,  catarrhal  inflamma- 
tion of  the  tube  and  purulent  disease  of  the  ovary  do  not  occur 
together. 

If  the  adhesions  are  very  firm,  both  the  lateral  mass  and  the 
uterus  may  be  absolutely  immovable,  and  especially  is  this  the 
case  if  there  has  been  a  plastic  exudate  in  Douglas'  pouch  also 
and  the  whole  vaginal  roof  is  solid. 

An  ovarian  abscess  is  usually  enclosed  in  adhesions.  A  pyo- 
salpinx  may  be  free  in  Douglas'  pouch  in  its  early  stage,  but 
soon  becomes  adherent,  although  the  adhesions  are  usually 
less  dense  than  those  of  a  suppurating  ovary.  When  adherent 
in  Douglas'  pouch  an  abscess  of  either  of  the  appendages  does 
not  usually  project  much  into  the  vagina.  Fluctuation  can  be 
detected  more  or  less  distinctly  on  bimanual  examination. 
Such  an  abscess  does  not  extend  far  upward,  and  seldom  at- 
tains sufficient  size  to  approach  and  become  adherent  to  the 
anterior  abdominal  wall.  In  one  instance,  however,  I  found 
an  ovarian  abscess  adherent  to  the  parietal  peritoneum  of  the 
right  iliac  region,  having  been  mistaken  by  me  for  an  appen- 
dical  abscess  and  a  lateral  incision  having  been  made  accord- 
ingly.    But  this  is  a  very  rare  occurrence. 

An  encapsulated  abscess  in  Douglas*  pouch  renders  the  whole 
vaginal  vault  rigid,  except  at  a  point  directly  behind  the  cer- 
vix, where  a  soft,  boggy,  bulging  spot  is  felt ;  or  there  may  be 
a  hard,  pointed,  immovable,  and  very  tender  swelling  behind 
the  cervix,  pushing  down  the  bottom  of  Douglas'  pouch,  and 
in  the  centre  of  this  swelling  the  finger  readily  detects  a  soft, 
indentable  spot.  Introduced  either  into  the  boggy  swelling 
or  into  this  soft,  indentable  spot,  the  aspirator  needle  discov- 
ers pus  and  the  suspected  diagnosis  is  confirmed. 

In  encapsulated  intraperitoneal  abscess  the  lower  border  of 
the  exudate  or  abscess  is  never  below  the  level  of  the  external 
OS,  and  always  in  the  centre  right  behind  the  cervix.  If  the 
exudate  or  abscess  is  large  the  uterus  is  pushed  forward,  and 
of  course  is  always  absolutely  immovable. 

As  the  starting  point  of  an  exudate  in  Douglas'  pouch  is 
probably  invariably  a  purulent  endosalpingitis,  the  tube  is 
naturally  involved  in  the  inflammation  and  embedded  in  the 
exudate.     In  extraperitoneal  abscesses  the  uterus  is  immov- 
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ably  fixed.  The  abscess  is  usually  located  to  one  side  or  the 
other  of  the  cervix,  which  is  pushed  toward  the  opposite  side; 
or  the  pus  may  burrow  down  in  the  anterior  or  posterior  vagi- 
nal septum  (usually  the  latter)  and  almost  reach  the  vaginal 
orifice.  I  have  seen  the  whole  vesico-vaginal  septum  brawny 
and  rigid,  and  gradually  become  boggy  and  soft  and  give  the 
unmistakable  evidence  of  suppuration.  And  more  frequently 
still  have  I  seen  the  posterior  vaginal  wall  bulging  forward 
so  as  almost  to  obstruct  the  vaginal  canal,  the  mass  tense 
but  distinctly  fluctuating,  and  on  making  a  free  incision 
into  the  most  prominent  spot  a  pint  or  thereabouts  of  pus  has 
escaped. 

The  exudate  and  abscess  closely  adjoin  the  pelvic  wall,  and, 
if  sufficiently  large,  may  extend  up  into  the  iliac  fossa  and  be- 
come apparent  and  palpable  under  the  skin  of  the  abdomen  at 
that  point.  Bimanual  palpation  will  easily  show  the  connec- 
tion of  the  pelvic  with  the  abdominal  tumor.  The  extra- 
peritoneal exudate  and  abscess  are,  of  course,  absolutely  im- 
movable. 

If  on  the  right  side,  such  an  exudate  and  abscess  may  easily 
be  mistaken  for  an  appendical  inflammation  and  abscess,  or 
the  reverse.  It  may  be  next  to  impossible  to  positively  dis- 
tinguish between  these  two  conditions,  and  only  the  peculiarly 
foul  odor  of  the  pus  removed  by  the  aspirator  at  the  most  promi- 
nent point,  or  the  passage  of  a  probe  up  to  the  appendical 
region  through  an  opening  made  into  the  abscess  in  the  vagina, 
will  show  the  appendical  nature  of  the  case.  Of  course  the 
history  of  the  exact  location  of  the  initial  pain  and  inflammation, 
as  well  as  gastric  and  general  peritoneal  symptoms,  may  aid 
in  establishing  the  diagnosis.  If  the  right  iliac  region  was  the 
first  and  chief  seat  of  the  pain  the  diagnosis  would  probably 
favor  an  appendicitis.  Occasionally  an  inflammation  followed 
by  abscess  occurs  in  the  peri-cecal  region,  the  appendix  being 
entirely  normal.  This  is  the  disease  formerly  known  as  "peri- 
typhlitis "  before  the  appendical  origin  of  inflammation  and 
suppuration  in  that  region  was  recognized  and  accepted.  I 
have  seen  one  such  case  which  was  mistaken  by  the  attending 
physician  for  pelvic  peritonitis,  but  a  proper  appreciation  of  the 
high  seat  of  the  pain  and  induration,  and  the  absence  of  any- 
thing wrong  in  the  pelvic  cavity,  enabled  me  to  make  the  cor- 
rect diagnosis  of  perityphlitis,  which  was  confirmed  by  the 
operation.  There  was  a  large  abscess,  which  had  burrowed 
behind  the  cecum,  and  the  appendix,  although  slightly  ad- 
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herent,  was  entirely  normal.  Undoubtedly  such  cases  are 
rare. ' 

The  tense  elastic  or  the  boggy,  doughy  feel  of  an  extra- 
peritoneal pelvic  abscess,  whether  it  points  in  the  vagina  or 
through  the  anterior  abdominal  wall,  will  lead  the  examiner 
'to  suspect  pus— a  suspicion  which  is  easily  confirmed  by  the 
aspirator  needle.  Even  where  there  are  no  distinct  local  signs 
•of  suppuration,  one  or  more  chills,  followed  by  a  rise  of  tem- 
perature, after  the  acute  symptoms  of  a  pelvic  inflammation 
have  subsided,  will  suggest  a  breaking  down  of  the  exudate 
and  justify  a  careful  search  with  the  exploring  needle  for  pos- 
sible deep-seated  pus. 

The  needle  should  always  be  inserted  at  the  spot  where  the 
abscess  points  or  where  the  finger  finds  the  tissues  soft  and 
indentable,  whether  this  be  through  the  abdominal  skin  or 
through  the  vagina ;  but  aspiration,  any  more  than  a  free 
evacuation,  should  never  be  practised  through  the  rectum. 

In  pyosalpinx  or  ovarian  abscess  where  the  abscess  is  not 
adherent  in  Douglas'  pouch  (an  unusual  occurrence  in  my  ex- 
perience), aspiration  should  not  be  resorted  to,  on  account  of 
the  danger  of  leakage  of  pus  into  the  peritoneal  cavity.  If  the 
history,  symptoms,  and  physical  signs  warrant  a  probable 
diagnosis  of  non- adherent  pus  tube  or  pus  ovary,  the  offending 
organ  should  be  removed  as  soon  as  practicable  by  abdominal 
section. 

The  differential  diagnosis  between  pyosalpinx  and  pyo- 
oophoron  and  an  extraperitoneal  abscess  may  occasionally  be 
exceedingly  difficult  or  impossible,  even  under  anesthesia.  The 
tactus  eruditus  of  different  examiners  may  give  so  widely 
different  an  impression  to  the  brain  of  each  man  that  one  may 
feel  distinctly  what  is  not  at  all  apparent  to  the  other.  Only 
in  this  manner  can  the  differences  of  opinion  which  so  often 
occur  in  the  diagnosis  of  obscure  pelvic  and  abdominal  condi- 
tions be  explained. 

An  illustrative  and  to  me  exceedingly  interesting  and  instruc- 
tive case  occurred  to  me  a  short  time  ago.     A  woman  entered 

'  Dr.  A.  Marmaduke  Shield  recently  (Clinical  Record,  January  20th,  1897) 
states  that  the  bacillus  coli,  with  other  microbes,  infects  the  cellular  tissue 
-around  the  verniiforni  appendix  and  produces  an  abscess  filled  with  pecu- 
liarly fetid  gas  and  pus,  which  is  situated  in  the  right  iliao  fossa  and  may 
work  its  way  towai'd  the  skin  or  burst  into  the  intestine,  bladder,  or  rectum 
or  even  into  the  vagina.  Occasionally  it  perforates  into  the  peritoneal 
■cavity.     This  disease  he  calls,  as  I  do,  "  perityphlitis."' 
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• 

my  service  at  Mount  Sinai  Hospital  with  the  history  of  a  pelvic 
inflammation.  I  found  evidences  of  pus  to  the  left  of  the  cer- 
vix, diagnosed  an  extraperitoneal  abscess,  and  opened  it  freely. 
Under  drainage,  irrigation,  and  gauze  packing  the  abscess 
rapidly  closed  and  the  patient  was  discharged  apparently 
cured.  About  six  months  later  she  applied  for  treatment  at 
the  Mount  Sinai  Dispensary  in  the  service  of  Dr.  Joseph  Bret- 
tauer,  who  found  an  abscess  discharging  into  the  vagina 
through  the  external  os,  and  sent  her  for  operation  to  my  ser- 
vice in  the  hospital  with  the  diagnosis  of  "pyosalpinx."  I 
found  a  bogg}'  swelling  in  the  left  vaginal  vault,  pressure  on 
which  caused  pus  to  escape  from  the  external  os.  I  therefore 
diagnosed  an  abscess  in  the  pelvic  cellular  tissue  which  com- 
municated with  the  uterine  cavity,  which  had  not  been  the 
case  at  the  time  of  my  previous  operation.  Evidently  I  had 
not  opened  the  abscess  sufficiently  or  kept  it  open  long  enough, 
and  it  had  refilled  and  perforated  into  the  uterine  canal.  I 
therefore  decided  to  make  a  large  incision  into  the  doughy 
tissue  at  the  left  of  the  cervix,  and  to  split  the  latter  up  to  the 
limit  of  the  abscess  and  cause  it  to  heal  from  the  bottom.  I 
found  absolutely  nothing  wrong  with  the  appendages;  indeed, 
the  woman  being  rather  fat,  I  could  not  distinctly  map  them 
out,  and  therefore  pronounced  them  healthy  by  exclusion. 

Just  before  operating,  the  patient  being  on  the  table  under 
ether.  Dr.  Brettauer  entered  the  operating  room  and  requested 
permission  to  examine  the  patient,  as  he  felt  sure  of  the  correct- 
ness of  his  diagnosis  of  pyosalpinx.  I  readily  consented,  and 
he  decided  that  he  not  only  felt  a  distended  tube  on  the  left 
side  where  the  abscess  was,  but  also  a  somewhat  smaller  one 
on  the  right.  I  then  again  examined  her  bimanually,  but 
could  not  agree  with  him,  although  willing  to  admit  that  there 
was  a  slight  enlargement  on  the  left  side  which  I  had  not  no- 
ticed before.  But  Dr.  Brettauer  insisted  on  his  diagnosis,  and 
in  order  to  settle  the  question  I  concluded  to  open  the  abdomen 
and  see  who  was  right.  This  was  the  first  opportunity  which 
had  presented  itself  tome  of  verifying  the  diagnosis  of  an  extra- 
peritoneal abscess  by  an  examination  of  the  uterine  appen- 
dages through  a  median  abdominal  incision,  and  I  was  not 
averse  to  embracing  it. 

On  opening  the  abdomen  the  appendages  were  found  abso- 
lutely normal,  although  loosely  adherent,  and  each  was  brought 
up  into  the  incision  and  exhibited  to  the  spectators.  But  an 
explanation   for  Dr.    Brettauer's  diagnosis  was   found  in   the 
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presence  of  a  bicornate  uterus,  which  had  given  the  impression 
of  an  intraperitoneal  swelling  on  each  side  of  the  median  line. 
I  closed  the  abdomen,  operated  on  the  abscess  per  vaginam  as 
proposed,  and  the  patient  was  cured. 

I  once  opened  the  abdomen  in  a  case  of  pelvic  hematoma, 
the  diagnosis  having  been  made  by  vaginal  aspiration,  but, 
finding  the  tumor  extraperitoneal,  I  closed  the  incision  and 
opened  the  blood  sac  through  the  vaginal  vault,  evacuated  and 
drained  it,  and  cured  the  case.  These  are  the  only  two  in- 
stances where  I  have  had  the  opportunity  to  confirm  the  dia- 
gnosis of  an  extraperitoneal  accumulation  of  pus  or  blood 
through  an  abdominal  section.  But  where  blood  may  be  ef- 
fused and  form  an  appreciable  tumor,  there  also  may  serum  be 
exuded,  coagulate,  and  an  abscess  develop. 

course. 

If  not  removed,  or  opened  and  their  contents  freely  and 
safely  evacuated,  pus  tubes,  pus  ovaries,  and  other  encap- 
sulated accumulations  of  pus  in  the  pelvis  may  rupture  into  the 
peritoneal  cavity  and  cause  general  purulent  peritonitis,  col- 
lapse, and  speedy  death.  I  have  seen  in  consultation  five  cases 
of  pyosalpinx  which  thus  terminated  fatally,  in  three  of  which 
I  diagnosed  the  condition  beforehand  and  advised  immediate 
operation  on  account  of  the  danger  of  rupture  at  any  time. 
My  advice  was  not  taken.  In  one  of  the  others  the  patient 
was  under  the  care  of  two  well-known  gynecologists,  who  had 
not  apprehended  a  rupture  of  the  sac.  All  of  these  four  pa- 
tients were  moribund  when  I  saw  them  after  the  rupture.  In 
the  fifth  case  I  saw  the  patient  four  days  before  the  rupture, 
found  evidences  of  pelvic  inflammation,  but  could  absolutely 
not  detect  a  p3^osalpinx  or  any  accumulation  of  pus  in  the 
pelvic  cavity.  As  the  lady  had  decided  signs  of  pulmonary 
inflammation,  I  attributed  her  temperature  and  pulse  to  this, 
and  saw  no  indication  for  operation.  Four  days  later  sudden 
high  temperature  developed.  I  was  sent  for,  but,  not  being 
able  to  respond  at  once,  she  was  seen  by  another  operator,  who 
opened  the  abdomen  and  found,  as  I  heard  later,  a  ruptured 
pus  tube.  At  my  visit  there  was  certainly  no  sign  of  pelvic 
suppuration  and  therefore  no  justification  for  an  abdominal 
section.  It  is  unfortunate  that  there  are,  and  probably  always 
will  be,  obscure  cases  of  this  kind,  in  which  even  the  most 
expert  finger  fails  to  detect  the  presence  of  pus  in  the  pelvic 
cavity.     To  perform  an  abdominal  section  under  such  circum- 
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stances,  with  scarcel}'  a  trace  of  a  local  indication,  would  hardly 
be  justifiable. 

In  many  instances  the  pus  is  spontaneously  evacuated  into  the 
bladder,  rectum,  vagina,  or  through  the  skin  of  the  abdomen, 
thigh,  or  buttock.  The  rectum  is  the  favorite  point  of  sponta- 
neous rupture,  the  vagina  next,  the  bladder  third:  perforation 
of  the  skin  is  less  frequent.  While  intraperitoneal  abscesses 
may  occasionally  open  into  one  of  the  internal  cavities  men- 
tioned (by  far  the  most  frequently  into  the  rectum),  the  skin 
of  the  anterior  abdominal  wall  seems  to  be  the  favorite  spot. 
Perforation  into  the  vagina  and  the  lower  pelvic  regions  occurs 
most  commonly  in  the  extraperitoneal  variety. 

If  neglected,  and,  unfortunatel}',  often  when  properly  cared 
for,  pelvic  abscesses,  both  intra-  and  extraperitoneal,  fail  to 
close  from  the  bottom  up,  and  more  or  less  tortuous  sinuses 
remain  which  annoy,  if  they  do  not  absolutely  disable,  the  pa- 
tient, and  frequently  resist  all  our  efforts  at  closure. 

So  far  as  the  mortality  of  pelvic  abscess  goes,  I  find  that  of 
103  cases  recorded  by  me  during  twelve  years  of  my  service  at 
Mount  Sinai  Hospital,  '  87  recovered,  <>  were  discharged  im- 
proved (with  sinus),  1  not  improved  (refused  treatment),  and 
9  died.  The  causes  of  death  were  either  exhaustion  from  the 
long  continuance  of  the  illness  or  from  complication  with 
interstitial  nephritis,  or  internal  rupture  of  a  pyosalpinx  (2 
cases).  The  danger  from  the  rupture  of  an  extraperitoneal 
abscess  into  the  peritoneal  cavity  is  slight,  but,  as  already 
mentioned,  fatal  peritonitis  from  rupture  of  a  pyosalpinx  occa- 
sionalh'  occurs.  The  denser  the  adhesions  surrounding  the 
pus  tube  or  pus  ovary  the  less  likely  is  it  to  rupture  inter- 
nally. 

In  one  case,  in  Mount  Sinai  Hospital,  death  occurred  from 
accidental  rupture  of  an  adherent  ovarian  abscess  which  was 
unsuspected  and  was  injured  during  the  efforts  made  to  ex- 
pose the  exact  location  of  a  utero-vesical  fistula. 

One  patient  at  Mount  Sinai  Hospital  died  of  exhaustion  from 
the  suppuration  of  an  extraperitoneal  pelvic  abscess  which 
burrowed  up  into  the  right  subrenal  region,  down  under  Pou- 
part's  ligament  into  the  thigh,  and  honeycombed  the  pelvic 
cavity.  The  abscesses  were  opened  as  freely  as  their  location 
permitted  and  carefully  drained. 

Recently  I  saw  in  consultation  a  case  of  septic  salpingitis 

'  American  Journal  of  Obstetrics.  October,  November,  December,. 
1893. 
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with  a  large,  brawny  exudate  in  the  right  iliac  fossa.  I  advised 
a  free  incision  as  soon  as  softening  took  place.  This  was  done 
by  the  attending  physician,  and  still  the  high  temperature  per- 
sisted. She  was  brought  to  the  hospital  and  I  enlarged  the 
incision  upward,  opening  an  enormous  pus  sac.  A  metastatic 
suppuration  of  the  knee  joint  then  appeared,  streptococci  were 
found  in  the  pus,  and  the  knee  joint  was  freely  opened  and 
drained.     The  patient  eventually  recovered. 

Frequency. — Among  681  cases  of  pelvic  peritonitis  (602)  and 
pelvic  cellulitis  (70)  there  were  103  cases  of  ''pelvic  abscess," 
or  15.1  per  cent.  To  these  should  be  added  40  cases  of  pyo- 
salpinx  and  16  cases  of  ovarian  abscess,  which  are  not  included 
in  the  list  of  681  cases  of  peritonitis  and  cellulitis.  Comprising 
all,  there  would  be  a  total  of  737  cases  of  pelvic  inflammation 
all  told,  and  159  cases  of  intra-  and  extraperitoneal  abscess,  or 
21.7  per  cent.  This  latter  figure,  however,  is  nearly  double  tha 
proportion  commonly  met  with.  My  experience,  drawing  a 
fair  average,  is  that  about  ten  per  cent  of  all  cases  of  encapsu- 
lated intraperitoneal  and  of  extraperitoneal  pelvic  exudate  re- 
sult in  suppuration. 

TREATMENT. 

For  all  non-adherent  pus  sacs  {pyosalpinx  and  pus  ovary) ; 
for  double  pyosalpinx  and  double  pus  ovary,  even  when 
adherent,  abdominal  section  and  extirpation  of  the  pus  sac 
is  the  proper  remedy.  If  antisepsis  has  been  thoroughly 
observed  and  the  pelvic  cavity  sponged  as  dry  as  practicable, 
even  if  the  abscess  sac  should  have  ruptured  during  re- 
moval, drainage  is  not  necessary,  either  upward  or  downward. 
Xeither  need  the  pelvic  cavity  be  packed  with  gauze,  as  a 
rule  ;  any  oozing  which  may  ensue  from  the  separation  of  adhe- 
sions usually  ceases  before  the  wound  is  closed.  Rarely,  I  pack 
Douglas'  pouch  with  a  long,  thin  strip  of  iodoform  gauze  brought 
out  at  the  lower  angle  of  the  wound  ;  but  on  removing  it  about 
forty-eight  hours  later  I  have  seldom  seen  any  more  than  a 
trifling  amount  of  bloody  serum  escape  from  the  wound,  not 
more  than  a  drachm  or  two,  which  would  have  done  no  harm  if 
it  had  been  allowed  to  remain  and  become  absorbed  :  and  I  have 
then  almost  invariably  felt  safe  in  closing  the  lower  angle  of  the 
wound  by  tying  the  stitch  left  there  for  that  purpose. 

If  pus  has  escaped  during  removal  of  the  appendages,  I 
quickly  wash  it  away  with  copious  streams  of  warm  Thiersch's 
solution  poured  on  from  a  pitcher,  protecting  the  upper  part  of 
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the  abdominal  cavity  from  infection  by  means  of  a  wet  towel. 
And  I  do  not  recall  a  case  of  septic  infection  after  such  an  ope- 
ration which  could  have  been  prevented  by  drainage.  Indeed, 
septic  infection  after  removal  of  pus  sacs  (both  tubal  and  ova- 
rian) by  abdominal  section  has  been  rare,  which  comparative 
immunity  I  attribute  to  the  fact  that  the  pus  from  many  of 
these  abscesses  contains  no  streptococci  and  is  innocuous. 
Especially  does  this  apply  to  pus  ovary,  after  16  of  which  ope- 
rations by  celiotomy  I  lost  only  one  case. '  Since  then  I  have 
operated  on  many  more  cases  of  ovarian  abscess  with  a  like 
result. 

If  an  adherent  ovarian  or  tubal  abscess  has  perforated  into 
the  pelvic  cellular  tissue,  or  the  peritoneum  of  Douglas'  pouch 
is  torn  during  the  operation,  I  think  gauze  drainage  into  the 
vagina  advisable,  closing  the  abdominal  wound. 

My  belief  that  drainage  after  abdominal  section  is  seldom 
required  if  thorough  antisepsis  has  been  observed,  even  though 
there  may  be  a  small  amount  of  blood  or  serum  retained  in  the 
abdominal  and  pelvic  cavities,  was  expressed  as  long  as  ten 
years  ago  in  a  paper  read  before  the  American  Grynecological 
Society  in  1887,^  which  at  that  time  seemed  premature  and  was 
not  very  favorably  received.  But  since  then  I  notice  that  nearly 
all  abdominal  operators  have  become  converted  to  my  opinion 
and  have  almost  entirely  discarded  drainage  of  any  kind. 

For  SINGLE  pyosalpinx  and  pus  ovai'y  ivhen  firmly  em- 
bedded in  adhesions  and  pointing  into  the  vagina  ;  for  encap- 
sulated pus  in  Douglas'  pouch,  and  for  appendical  abscess, 
both  pointing  into  the  vagina,  a  free  transverse  opening  into 
the  vaginal  vault  should  be  made  with  knife  or  scissors ;  not 
merely  a  puncture,  but  an  incision  two  to  three  inches  in  length, 
care  being  taken  to  avoid  wounding  an  artery,  which  can  be 
located  beforehand  by  its  pulsation.  The  cervix  should  be 
drawn  forward  by  bullet  forceps  and  the  posterior  vaginal 
vault  thus  put  on  the  stretch.  After  evacuating  the  pus  the 
index  finger  should  thoroughly  explore  and  clean  the  abscess 
■cavity,  using  the  nail  as  a  curette ;  the  cavity  should  then  be 
irrigated  with  hot  Thiersch's  solution  or  sterilized  water,  or,  if 
the  pus  was  offensive,  with  1  :  5000  sublimate  solution,  and  be 
packed  with  iodoform   or  sublimate  gauze,  which   should  be 

'  See  article  on  "Abscess  of  the  Ovary,"  Gaillaid's  Med.  Journal,  May, 
1894,  and  my  'Report  on  the  Gynecological  Service  of  Mount  Sinai  Hos- 
pital," American  Journal  op  Obstetrics,  1893. 

*  See  "  Drainafi;e  after  I  aparatomy."  Auier.  Gyii.  Trans..  1887. 
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changed  every  twenty-four  to  forty-eight  hours.  If  the  cavity 
is  large  it  might  be  well  to  introduce  a  large,  stiff,  white  rubber 
drainage  tube  into  it,  and  pack  loosely  around  it  with  gauze, 
and  irrigate  through  the  tube  with  sterilized  water  two  or  three 
times  daily,  according  to  the  amount  of  discharge.  When  the 
latter  ceases  remove  the  tube  and  pack  with  gauze  until  the 
cavity  closes  by  granulation  and  contraction.  This  will  usu- 
ally take  place  in  the  coarse  of  several  weeks,  during  which 
time  the  patient  can  be  up  and  attending  to  light  duties. 

It  goes  almost  without  saying  that  it  is  indispensable  to  a 
cure  that  the  abscess  should  close  from  within,  and  the  opening 
must  therefore  be  the  last  part  to  contract. 

Occasionally  curetting  and  the  application  of  tinctvire  of  iodine 
or  concentrated  solution  of  carbolic  acid,  or  packing  the  cavity 
with  gauze  soaked  in  balsam  of  Per  a,  or,  after  Van  Arsdale, 
balsam  of  Peru  and  castor  oil,  equal  parts,  are  needed  to  excite 
healthy  granulation. 

In  by  far  the  large  majority  of  cases  such  an  intraperitoneal 
adherent  or  encapsulated  abscess  can  be  cured  by  free  vaginal 
incision,  drainage,  and  packing  as  described.  And  then  it  is 
possible  to  save  the  other  appendage  for  possible  future  useful- 
ness. If  both  appendages  are  irretrievably  diseased  by  sup- 
purative inflammation  I  prefer  to  remove  them  by  abdominal 
section. 

Personally  I  do  not  approve  of  the  routine  r^ernoval  of  diseased 
appendages  through  the  vagina,  although  I  do  not  deny  its 
feasibility,  or  even  facility,  at  times.  But  the  danger  of  wound- 
ing the  ureter  or  large  blood  vessels,  and  the  necessity  of  work- 
ing more  or  less  in  the  dark  when  operating  through  the  vagina, 
leads  me  to  prefer  the  abdominal  route  for  major  operations  of 
this  kind. 

Panhysterectomy  per  vaginam — that  is,  the  removal  of  the 
uterus  together  with  and  at  the  same  time  with  the  diseased 
appendages — seems  to  me  to  be  justifiable  only  when  the  uterus 
also  is  hopelessly  diseased  (as  by  intramural  suppuration  or 
incurable  gonorrheal  endometritis),  or  when  the  thorough  drain- 
age necessary  to  a  cure  of  the  pelvic  abscess  can  be  secured 
only  in  this  manner.  I  cannot  but  feel  that  many  uteri  have 
thus  been  needlessly  removed.  It  is  not  at  all  the  question  as 
to  whether  the  uterus  is  necessary  to  the  woman's  health  or 
comfort,  or  not,  after  her  appendages  are  gone ;  nor  even  the 
increased  danger  incurred  by  the  hysterectomy.  It  is  simply 
the  question  whether  the  uterus  mast  be  removed  in  order  to 
40 
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effect  a  cure.     If  so,  then  by  all  means  let  it  be  removed  ;  if 
not,  then  on  no  account  interfere  with  it. 

Once  in  a  while  a  pelvic  abscess  such  as  I  have  described 
fails  to  be  cured  by  the  vaginal  method:  the  cavity  contracts, 
but  a  sinus  remains  opening  into  the  vagina,  or  the  vaginal 
incision  closes  and  the  abscess  refills,  and  this  repeats  itself 
again  and  again.  Then,  it  is  true,  panhysterectomy  may  be 
indicated,  especially  if  the  appendages  on  the  other  side  also 
become  diseased  ;  or  the  operator  may  prefer  to  open  the  abdo- 
men and  remove  the  appendages.  Occasionally  the  exact  loca- 
tion of  the  abscess  may  be  so  obscure  that  the  abdomen  needs 
to  be  opened  in  the  median  line  and  two  fingers  of  one  hand 
introduced  to  meet  two  fingers  of  the  other  hand  in  the  vagina. 
When  the  relations  of  the  abscess  are  thus  clearly  mapped  out 
it  can  be  opened  from  below,  if  thought  best,  and  the  abdominal 
incision  closed.  When  the  swelling  which  is  suspected  to  be  an 
abscess  is  located  in  the  right  upper  half  of  the  pelvis  and 
can  be  touched  through  the  vagina  only  when  it  is  depressed 
by  the  hand  on  the  abdomen,  and  when  the  history  is  so  obscure 
as  to  leave  the  appendical  or  tubo-ovarian  origin  of  the  disease 
doubtful,  but  where  an  operation  seems  indicated,  I  would  ad- 
vise making  the  incision  in  the  right  semilunar  line  rather  than 
in  the  linea  alba,  because  the  lateral  incision  is  vastly  preferable 
if  the  case  turns  out  to  be  appendical,  and  equally  convenient  if 
it  proves  to  be  tubal  or  ovarian. 

For  extraperitoneal  pelvic  abscess  the  treatment  should  be 
the  same  as  for  any  abscess — namely,  wherever  the  pus  points, 
be  it  into  the  vagina  or  on  the  abdominal  skin,  a  free  incision 
(preceded  by  exploratory  aspiration,  if  thought  advisable), 
cleaning  out  of  the  abscess  cavity  with  the  finger,  irrigation, 
drainage,  and  gauze  packing.  If  necessary,  as  in  abscesses 
which  have  burrowed  upward  toward  the  subrenal  or  perityph- 
litic  region,  two  or  more  drainage  tubes  may  be  required,  or 
a  counter-opening  may  have  to  be  made  to  secure  thorough 
drainage  (as  in  the  flank,  above  the  crest  of  the  ilium).  Free 
drainage  is  indispensable  if  the  abscess  is  to  close  from  the 
very  bottom  and  the  persistence  of  a  tedious  sinus  is  to  be 
avoided.  And  even  with  the  utmost  precaution  and  the  most 
careful  aseptic  surgery  such  a  sinus  will  remain  and  require 
months  of  perseverance  on  the  part  of  surgeon  and  patient 
before  a  cure  is  effected. 

While  the  opening  of  a  pelvic  abscess  which  points  into  the 
vagina  or  toward  the  abdominal  surface  (whether  it  was  origi- 
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nally  extraperitoneal  or  practically  became  so  through  encapsu- 
lation) is  a  comparatively  safe  and  easy  operation,  requiring 
only  a  few  arterial  ligatures  and  ordinary  surgical  skill  and 
care,  there  are  times  when  the  pus  is  so  deeply  seated  that  it  is 
reached  only  after  cautious  and  skilful  dissection  through  the 
more  or  less  infiltrated  tissues  of  the  anterior  abdominal  wall, 
the  knife  being  perhaps  guided  by  upward  pressure  on  the 
affected  side,  performed  by  a  finger  in  the  vagina.  When  deep 
in  the  pelvic  cavity,  blunt  dissection  by  scalpel  handle,  director, 
and  finger  nail  is  then  preferable  to  a  knife  or  scissors. 

RESULTS. 

The  mortality  of  pelvic  abscess,  both  intraperitoneal  and 
extraperitoneal,  if  treated  early  and  properly  by  abdominal 
section  or  vaginal  incision,  etc.,  should  not  exceed  five  per 
cent.  After  abdominal  and  vaginal  incision  without  invading 
the  peritoneal  cavity  there  should  be  no  mortality. 

But  patients  often  come  to  us  with  their  vitality  sapped  and 
their  strength  reduced  by  long  illness  and  deep-seated  suppu- 
ration and  the  resulting  septic  infection,  and  such  cases  may 
increase  the  above-mentioned  death  rate,  and  this  may  be  still 
further  elevated  by  an  occasional  death  from  intraperitoneal 
rupture  and  general  peritonitis. 

Sinus.  —  Aside  from  the  mortality,  one  result  liable  to  follow 
pelvic  abscess  is  the  persistence  of  a  sinus,  which  may  open 
into  the  vagina  at  the  point  of  the  incision,  or  more  frequently 
at  the  same  point  on  the  anterior  abdominal  wall.  The  unyield- 
ing, cicatricial,  poorly-nourished  tissues  forming  the  wall  of 
such  a  sinus  do  not  respond  to  the  efforts  made  to  cause  them 
to  throw  out  healthy  granulations  which  will  fill  up  the  canal 
from  the  bottom  ;  the  sinus  remains  open,  discharges  a  copious 
sero-purulent  fluid,  and  annoys  the  patient,  although  perhaps 
causing  neither  pain  nor  general  disturbance;  and  of  course, 
so  long  as  it  exists,  the  patient  cannot  consider  herself  cured. 
Search  should  always  be  made  for  a  ligature  which  may  be  the 
cause  of  the  persistence  of  the  sinus.  I  have  repeatedly  found 
one  or  more  silk  ligatures  at  the  bottom  of  the  sinus,  and  on 
removing  them  with  forceps  the  sinus  has  rapidly  closed.  Such 
cases  are  easily  cured. 

But,  unfortunately,  this  is  not  always  the  case,  and  when 
there  is  no  retained  ligature  at  fault  the  results  of  our  efforts 
to  close  such  sinuses  are  by  no  means  satisfactory.  It  is  not 
easy  to  account  for  the  formation  of  a  sinus  in  many  of  these 
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cases.  Certainly,  unclean  surgery,  which  some  self-confident 
operators  claim  to  be  the  cause,  cannot  always  be  blamed 
for  the  accident. 

I  have  treated  such  sinuses  by  repeated  curetting ;  steady 
packing  with  gauze ;  cauterization  with  solid  nitrate  of  silver, 
pure  carbolic  acid,  twenty-five  per  cent  solution  of  carbolic 
acid  in  alcohol,  the  actual  cautery,  balsam  of  Peru,  without 
and  with  castor  oil ;  b}^  freely  enlarging  the  opening,  which  is^ 
at  times  risky,  as  the  peritoneal  cavity  may  be  accidentally 
opened ;  by  draining  through  into  the  vagina  if  the  sinus  ex- 
tended deep  down  into  the  pelvis,  and  gradually  withdrawing 
the  drainage  tube  or  gauze  downward  as  the  upper  portion  of 
the  sinus  closed — all  these  methods  have  been  employed  by 
me  again  and  again,  and  all  have  now  and  then  failed.  Three 
times  the  adherent  bladder  was  accidentally  injured  while- 
drawing  the  rubber  drainage  tube  into  the  vagina ;  with  a  per- 
manent catheter  in  the  bladder  and  frequent  irrigation  of  sinus^ 
and  bladder  the  rent  soon  closed.  But  I  am  still  far  from 
satisfied  with  the  means  at  our  disposal  either  to  prevent  the- 
formation  of  such  sinuses  or  to  effect  their  rapid  and  certain 
closure. 
20  West  Forty-fifth  street. 
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The  surgical  treatment  of  the  congenital  deformities  of  the- 
ano -rectal  region  embraces  a  great  number  of  procedures.  The^ 
surgeons  who  have  proposed  them  had  always  in  view,  first,. 
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to  give  immediate  relief  to  the  intestinal  tension  by  removing 
the  obstruction  and  thus  establish  the  fecal  circulation;  and, 
second,  to  establish  an  anal  outlet  that  would  as  nearly  as  pos- 
sible imitate  the  functions  of  the  natural  orifice. 

Success  in  accomplishing  this  purpose  must  be  measured  by 
the  fulfilment  of  certain  conditions.  The  new  anus  must  give 
easy  and  painless  exit  to  the  feces,  whatever  their  consistence 
maybe.  It  must  be  controllable — i.e.,  able  to  close  hermeti- 
cally and  voluntarily  in  the  intervals  between  the  acts  of  defe- 
cation. It  must  be  placed  in  the  most  favorable  situation,  con- 
sidering that  for  this  purpose  there  can  be  no  better  site  than 
that  which  was  originally  selected  by  Nature  herself.  Finally, 
all  these  conditions  must  be  permanent  and  not  liable  to  retro- 
gressive changes  in  the  lapse  of  time. 

The  congenital  malformations  which  call  for  the  restoration 
or  the  creation  of  the  anal  outlet  may  be  grouped  into  two 
^reat  classes,  if  we  view  them  purely  from  the  clinical  and  ope- 
rative point  of  view.  The  first  comprises  all  the  congenital 
malformations  of  the  anus,  including  in  this  category  abnor- 
mal narrowing  or  stenosis,  occlusion  by  membranes  of  varying 
•degrees  of  density,  partial  or  complete  absence  of  the  anus,  and 
-other  abnormalities  of  configuration.  The  second  includes  the 
malformations  of  the  rectum,  including  in  this  its  termination 
(1)  in  a  blind  cul-de-sac  at  a  variable  distance  from  the  peri- 
neum: (2)  its  termination  in  fistulous  or  other  openings  into 
neighboring  pelvic  organs  or  channels,  such  as  the  bladder,  the 
vagina,  the  urethra,  the  normal  anus  being  present  or  absent; 
(3)  by  more  or  less  imperfect  and  always  anomalous  termina- 
tions in  the  skin  of  the  genital  and  perineal  region,  the  normal 
anus  being  absent  or  imperfectly  developed;  (4)  by  a  cloaca  in 
common  with  the  vagina;  (5)  finally,  the  total  absence  of  the 
rectum.  This  classification  is  doubtless  more  clinical  than  in 
conformity  with  embryological  ideas,  but  as  we  are  not  at  pre- 
sent interested  in  the  pathogeny  of  these  conditions,  and  solely 
in  the  discussion  of  their  surgical  treatment,  the  present  group- 
ing will  be  more  than  sufficient  for  our  purpose. 

I  shall  furthermore  circumscribe  my  remarks  on  the  present 
occasion  to  the  surgical  or  operative  treatment  of  the,  strictly 
speaking,  obstructive  or  atresic  malformations  of  the  ano- 
rectal outlet,  in  which  there  is  no  avenue  whatever  (not  even  a 
fistulous  communication  with  another  viscus)  for  the  escape  of 
the  intestinal  contents,  and  in  which  prompt  action  is  required 
to  save  the  life  of  the  new-born  infant. 
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II. 

I  shall  not  tarry  long  in  the  discussion  of  the  treatment  of 
the  deformities  of  the  anal  orifice  or  of  the  rectum  which  are 
characterized  by  an  abnormal  contraction  (stenosis)  or  by  the 
formation  of  membranous  diaphragms  of  varying  thickness 
and  degrees  of  contraction.  The  gravity  of  this  condition,  as 
well  as  the  severity  of  the  treatment,  must  depend  upon  the 
degree  of  impediment  to  the  accomplishment  of  the  anal  func- 
tion as  well  as  upon  the  situation  of  the  obstruction.  When 
the  stenosis  is  of  moderate  calibre  and  the  stricture  is  soft  and 
yielding,  dilatation  or  divulsion,  followed  by  the  systematic 
introduction  of  bougies,  will  probably  effect  a  cure.  But  when 
the  obstruction  is  formed  by  a  hard,  fibrous,  and  rigid  dia- 
phragm of  considerable  thickness  and  of  small  calibre,  simple 
dilatation  will  prove  ineffectual.  Dilatation  may  do  well  as  a 
palliative  measure,  but  rarely  as  a  radical  cure.  Here  centu- 
ries of  experience  with  dilatation,  divulsion,  cauterization,  and 
incision  (proctotom}^  and  rectotomy)  have  resulted  in  the  final 
recognition  of  their  inutilit}';  simply  because  any  procedure 
that  will  leave  a  cicatricial  ring  must  result  in  recontraction, 
and  with  it  a  return  to  the  primitive  stenotic  condition  with  all 
its  evils. 

The  simplicity  and  benignity  of  the  old  methods  of  treatment 
are  more  apparent  than  real.  A  mere  glance  at  the  long  list 
of  recorded  cases  demonstrates  that  not  only  do  the  so-called 
simple  methods  almost  invariably  result  in  failure,  but  they 
are  also  a  fruitful  source  of  endless  miseries  and  serious  if  not 
fatal  complications.  In  addition,  the  duration  of  the  treatment 
by  dilatation  is  not  the  least  of  its  objections.  The  little 
patients  are  condemned  for  years,  if  not  all  their  lives,  to  the 
tyranny  of  a  painful  and  constant  treatment.  The  strictures 
relapse  more  promptly  and  are  more  rebellious  to  treatment 
than  the  acquired  strictures  of  the  urethra  in  the  adult,  and 
in  consequence  require  the  almost  daily  introduction  of  some 
form  or  other  of  dilating  agent.  The  constant  friction  caused 
by  these  repeated  manipulations,  and  interference  with  the 
natural  functions  by  the  disease  itself,  soon  lead  to  proctitis, 
rectitis,  ulceration,  fissures,  with  their  accompanying  tenes- 
mus; and,  if  the  strictures  are  high  up,  perirectal  abscess  and 
sometimes  peritonitis.  The  benefits  of  the  treatment  by  inci 
sion  are  even  more  doubtful  than  those  obtained  by  dilatation. 
Whenever  the  stricture  is  a  little  high  in  the  rectum  its  division 
with  the  knife  (rectotomy)  is  not  only  uncertain  and  unreliable 
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as  a  curative  agent,  but  is  dangerous.  The  danger  is  chiefly 
from  infection  of  the  perirectal  tissue,  though  risk  from  hemor- 
rhage in  the  infant  is  not  to  be  disregarded.  Finally,  simple 
incision  will  never  accomplish  any  lasting  good  without  dilata- 
tion, as  the  contractility  of  the  stricture  will  reassert  itself. 
It  is  only  when  the  obstructing  membrane  is  thin  and  formed 
by  a  simple  duplication  of  the  mucous  membrane  that  any  per- 
manent good  can  be  accomplished.  The  most  rational  as  well 
as  the  most  successful  treatment  for  the  diaphragmatic  form 
of  stricture  is  the  resection  of  the  obstructing  membranous  dia- 
phragm, with  a  restoration  of  the  continuity  of  the  mucous 
lining  of  the  bowel  by  suture.  The  comparatively  low  position 
of  these  strictures,  usually  from  one  to  two  inches  from  the 
anus  at  furthest,  favors  this  mode  of  intervention.  When  the 
strictures  are  more  anal  than  rectal,  the  best  plan  is  to  treat 
the  condition  as  if  it  were  one  of  complete  imperf oration — i.e., 
by  resecting  the  whole  strictured  area  and  bringing  the  mucosa 
down  to  the  margin  of  the  anus,  where  it  is  sutured  to  the 
skin.  The  benefits  of  this  mode  of  treatment  have  been  well 
established  by  the  results  obtained  in  recent  years  by  Villar,' 
Pean,'  Jaboulay,^  Lannelongue/  Duplay,"  Broca,'  Bouilly ' 
(1882),  Berger*  (1888),  Terrier^*  (1891),  Mauclaire,'"  and 
others. 

'  The  bibliography  will  appear  in  the  Journal  for  December. 

*  This  case  was  reported  by  Prof.  Terrier  to  the  Societe  de  Chirurgie  of 
Paris,  February  24th,  1891  (Rev.  de  Chirurgie,  p.  349.  torn.  xi..  1891),  and  is 
particularly  instructive.  M  Terrier  expressed  himself  as  a  partisan  of  ex- 
tirpation, not  only  in  the  treatment  of  congenital  but  also  of  syphilitic 
strictures  of  the  rectum,  and  related  the  following  case:  Male,  at  the  age 
of  21  began  to  suffer  very  seriously  from  the  effects  of  a  neglected  congen- 
ital stricture  of  the  rectum.  In  1873  Czerny  operated  for  secondary  fistula 
in  ano.  In  1885  McKenzie,  of  Melboiu-ne,  cut  the  stricture  posteriorly 
(linear  rectotomy)  without  x'elief.  In  1880  Thiersch,  of  Leipzig,  again 
repeated  the  rectotomy,  with  no  better  results.  In  1883  Bergmann,  of 
Berlin,  again  resorted  to  rectotomy  without  benefiting  the  patient.  In 
1889  the  patient  consulted  Terrier.  The  finger  introduced  into  the  anus 
reached  the  stricture  at  a  depth  of  four  centimetre's.  It  was  recognized  as 
an  obstructing  diaphragm  with  a  central  orifice:  the  end  of  the  finger 
could  barely  be  insinuated  into  the  opening.  The  rectum,  apart  from  this 
stricture,  was  apparently  healthy,  with  the  exception  of  the  posterior  cica- 
trices caused  by  the  previous  operations.  On  June  2d,  1889,  M.  Terrier 
extirpated  the  inferior  extremity  of  the  rectum  by  perineal  incision  and 
succeeded  in  preserving  the  anal  sphincter.  The  mucosa  was  then  sutiu'ed 
to  the  anus.  The  patient  was  discharged  well,  July  20th.  There  was  still 
some  incontinence  when  the  stools  were  liquid,  which  indicated  that  the 
functional  value  of  the  sphincter  had  not  been  completely  restored. 
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III. 

TOTAL   IMPERFORATION   OF   THE    ANO-RECTAL    TRACT. 

Under  this  heading  we  shall  group  all  those  cases  in  which 
the  anus  and  rectum  have  failed  to  meet  through  defective  de- 
velopment of  either  the  proctodenum  or  enteron,  and  in  which 
the  terminal  pouch  of  the  colon  or  rectum  is  at  a  greater  or  less 
distance  from  the  perineum.  The  anus  may  be  well  formed,  or 
rudimentary,  or  it  may  be  totally  absent,  but  in  either  case  it 
does  not  communicate  with  the  upper  intestinal  tract.  The 
variations  in  the  relative  distance  of  the  rectal  pouch  from  the 
perineum  may  measure  from  a  few  millimetres  to  five  or  more 
centimetres,  or  the  enteron  may  be  entirely  absent  and  remain 
out  of  the  pelvis  altogether.* 

It  is  immaterial  for  our  present  purpose  what  these  particular 
variations  are.  Suffice  it  to  say  that  we  must  deal  with  the 
group  generically,  as  the  differentiation  of  the  species  is  most 
frequently  impossible  at  the  bedside.  The  surgeon  has  but  one 
course  open  before  him,  and  that  is  to  presume  that  there  is  a 
rectal  pouch  in  the  pelvis,  and  that  it  is  his  duty  to  find  it  and 
place  it  as  near  the  natural  outlet  as  possible  or  in  the  region 
which  will  most  nearly  approach  the  situation  of  the  anal  orifice. 

IV. 

EVOLUTION  OF  THE  MODERN  OPERATION  OF  PROCTOPLASTY. 

The  history  of  the  operative  treatment  of  congenital  occlusion 
of  the  rectum  is  one  of  the  most  interesting  chapters  in  the  evo- 
lution of  surgical  methods,  and  faithfully  reflects  the  progress 
of  our  art. 

From  the  remotest  antiquity  the  congenital  closure  of  the 
anus  or  rectum  was  noticed  by  the  Greek,  the  Roman,  and  the 
Arabic  physicians.  They,  however,  looked  upon  it  generally 
as  beyond  the  power  of  art  to  remedy,  and,  consequentlj^,  as 

*  An  important  fact  to  remember  in  this  connection  is  that  in  the  vast 
majority  of  the  recorded  cases  of  ano-rectal  deformity  the  rectal  end  of 
the  colon  or  enteron  exists  and  occupies  some  portion  of  the  pelvis.  The 
cases  in  which  the  rectum  is  totally  absent  or  is  totally  inaccessible  througli 
a  perineo-sacral  opening  are  relatively  few.  Bodenhammer,  whose  erudite 
and  laborious  researches  have  made  him  facile  princeps  among  the  sj's- 
tematic  writers  on  the  subject,  collected  a  total  of  465  cases  which  he  had 
gathered  from  all  sources  up  to  1879.  Out  of  this  total  only  species  8 
and  9  of  his  classification,  in  which  the  rectum  and  colon  are  totally 
absent,  furnished  the  comparatively  small  contingent  of  41  observations. 
(Vide  N.  Y.  Med.  Journ.,  May  25th,  1889,  vol.  xlix.) 


COXGENITAL   ANO-RECTAL   IMPERFORATION.  633 

possessing  no  interest  in  their  estimation  beyond  that  of  a  lusus 
naturm. 

With  greater  diffusion  of  knowledge  and  observation,  the 
rehef  of  these  conditions  by  opening  up  the  natural  outlet,  when 
this  existed,  by  punctures  or  incisions,  naturally  suggested 
itself.  This  must  have  been  especially  true  of  those  cases  in 
which  the  anus  already  existed  and  when  a  rudimentary  de* 
pression  indicated  its  natural  situation,  and  where  the  bulging 
or  tension  of  the  rectal  pouch  at  the  anus  appealed  to  the  knife 
for  relief. 

We  thus  find  that  as  far  back  as  the  seventh  century  Paulus 
Egineta"  once  relieved  an  imperforate  anus  by  plunging  a  knife 
into  it.  His  method,  which  was  subsequently  generally  adopted 
and  practised  even  until  comparatively  modern  times,  was  fol- 
lowed by  dilatation  with  wax  bougies  or  other  means.  In  1834 
Breschat'-  reported  that  he  had  obtained  a  dozen  successes  by 
ibis  method.  In  1844  Berard'^  had  extended  the  method  of 
perineal  incision  and  dilatation  to  a  case  of  congenital  atresia 
<mi  with  vulvar  fistula,  and  Vidal  de  Cassis,"  Guillon,'^  Dan- 
yan,"  Malgaigne,"  Velpeau,"  popularized  it  with  their  great 
authority  in  France.  In  England,  Benjamin  Bell,"  in  1787, 
advocated  perineal  incision  in  the  median  line,  followed  by  dila- 
tation of  the  wound  by  the  finger,  and  if  the  rectal  ampulla  was 
not  found  he  sought  for  it  in  the  hollow  of  the  sacrum  with  a 
trocar. 

This  operation  was  successfully  performed  for  the  first  time 
in  the  United  States  in  1800  by  Dr.  John  P.  Campbell,"  of 
Flemingburg,  Ky.  Copeland  Hutchinson,"  in  1822,  slightly 
modified  Bell's  operation,  without  any  advantages,  by  cutting 
with  the  knife  no  further  than  one  and  a  half  to  two  inches, 
and,  after  this  limit,  trusted  to  the  trocar  only.  Dieffenbach" 
(1845)  made  a  small  crucial  incision  over  the  site  of  the  rudi- 
mentary or  absent  anus,  excised  the  triangular  flaps  that  re- 
sulted from  this  incision  to  enlarge  the  space,  and  continued  to 
incise  in  the  median  line  for  one  inch.  Then  the  trocar  was 
substituted  for  the  knife,  and  this  was  made  to  penetrate 
upward  and  backward  in  the  direction  of  the  hollow  of  the 
sacrum  until  the  rectal  pouch  was  tapped,  when  the  path  of  the 
trocar  was  dilated  and  the  meconium  allowed  to  escape.  If 
this  procedure  failed  the  canula  was  allowed  to  remain  in  situ, 
and  a  piece  of  sponge  was  forced  through  it  to  dilate  the  space 
beyond.  If,  after  this  dilatation,  the  pouch  could  not  be 
reached,  colotomy  was  performed.    Roux"  de  Brignolles  (1835) 
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differed  from  his  contemporaries  in  paying  special  attention  to 
the  preservation  of  the  sphincter  fibres  while  dissecting  the 
perineum.  He  used  the  knife  throughout,  the  scalpel  first,  and 
the  straight  bistoury  to  perforate  the  pouch.  He  believed  that 
the  sphincter  fibres  j^reserved  their  functional  value  in  these 
rudimentary  conditions. 

I  have  referred  to  these  methods  simply  to  illustrate  the  prac- 
tice that  prevailed  up  to  the  first  half  of  the  present  century. 
It  is  evident  to  any  student  of  surgery  of  the  period  that  there 
was  no  great  progress  accomplished  up  to  a  relatively  recent 
epoch,  save  in  the  more  general  adoption  of  operative  interfer- 
ence for  the  relief  of  these  congenital  deformities.  Then  the 
sole  aim  of  the  operator  was  to  reach  the  ampulla,  and  it  was  a 
great  triumph  if  he  succeeded  in  tapping  and  draining  it  by  a 
happy  puncture  or  a  plunge  of  the  bistoury  made  in  the  dark; 
after  this  was  done  a  long,  tedious,  and  usually  unsuccessful 
process  of  dilatation  followed,  which  had  to  be  kept  up  for  years 
under  penalty  of  recontraction.  The  famous  Dionis"*  (1740), 
and  his  followers  nearly  a  century  after  him,  among  whom 
was  Mr.  Malyn"  (1841),  an  English  writer,  maintained  that 
the  retraction  of  the  perineal  muscles,  after  division,  efiiciently 
prevented  recontraction.  and  that  this  recontraction  was  the 
result  of  insufficient  incision.  Bat  the  records  of  the  period  are 
the  best  contradiction  to  this  assertion. 

The  objection  to  the  method  of  simple  punctures  and  incision 
in  complete  obstruction  is  that  it  exposes  the  tissues  to  septic 
infection  from  secondary  contraction  and  closure  of  the  anal 
opening.  In  the  more  aggravated  cases,  in  which  the  rectal 
pouch  is  punctured  and  evacuated  at  a  considerable  distance 
from  the  perineum,  the  dangers  from  peritoneal  and  perirectal 

*  From  Dionis  (1740)  to  Velpeau  (1847)  we  see  iu  all  the  writings  on  this 
subject  that  the  tendency  of  the  artificial  opening  was  to  recontraction. 
Bodenhammer,  to  whose  great  erudition  I  am  indebted  for  these  data, 
quotes  the  case  of  'Mr.  Miller,  of  Methven,  England,  in  which  the  ten- 
dency to  recontraction  was  so  great  that  he  was  compelled  to  repeat  the 
operation  ten  times  before  the  little  patient  was  8  months  old."'  Cases 
are  related  by  McEvoy,  Smith,  Hitter,  Broca,  and  other  later  writers,  which 
are  similarly  rebellious  and  unfortunate.  I  liave  mentioned  Terrier's  case 
as  a  typical  illustration  of  the  failure  of  incisions  in  ordinary  congenital 
stricture.  It  was  doubtless  these  bad  effects  and  the  great  liability  of  tliese 
infants  to  i-elapse  tliat  caused  Bigelow  and  tlie  older  Gross  to  hold  very 
gloomy  views  on  this  subject,  and  led  them  virtually  to  rei)udiate  all  ope- 
rative intervention  for  imjjerforate  anus.  It  is  perhaps  owing  to  their  influ- 
ence that  so  many  of  the  practitioners  of  the  past  generation  in  this  coun* 
try  took  a  similar  posititm  when  called  to  relieve  these  (vises. 
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infection  are  infinitely  increased.  That  these  evils  were  fully 
appreciated  in  1835  is  indicated  by  the  profound  impression 
produced  by  the  "  Memoires  "  of  Amussat.'"  in  which  he  an- 
nounced his  new  and  improved  method  of  proctoplasty,  and  by 
the  rapid  and  general  acceptance  of  his  suggestions. 

The  new  operation  proposed  by  Amussat,  and  practised  by 
him  in  1835,*  marks  a  great  step  in  advance  of  his  predecessors, 
and  is  to  be  regarded  as  one  of  the  most  conspicuous  landmarks 
in  the  history  of  this  branch  of  surgery.  Amussat  proposed 
that  not  only  should  the  rectal  pouch  be  sought  for  by  a  free 
and  systematic  dissection  of  the  perineum,  but  (and  this  was 
his  great  merit)  that  after  it  had  been  found  it  should  be  freely 
detached  from  its  surroundings,  so  that  it  might  be  dragged  to 
the  level  of  the  skin,  where,  after  opening  and  evacuating  it, 
the  mucous  membrane  could  be  sutured  without  tension  to  the 
skin,  where  it  would  unite  by  primary  intention. 

Thus  would  a  continuous  mucous  lining  be  formed  for  the 
anal  passage,  which  would  prevent  fecal  contamination  of  the 
wound  and  permanently  protect  the  parts  from  future  cica- 
tricial contraction.  The  manifest  advantages  of  Amussat's 
operation  over  the  old  methods  rapidly  gained  for  it  general 
acceptance,  so  that  it  soon  became  the  classical  operation — a 
position  which  it  holds  to  the  present  day  in  all  cases  in  which 
a  rectal  pouch  is  accessible  by  the  perineal  route.  Amussat's 
first  operation  not  only  opened  the  door  to  future  progress  in 
this  line  of  surgery,  but  led  to  the  suggestion  of  another  opera- 
tive principle,  which  was  destined  to  play  a  great  part  in  the 
surgery  of  the  pelvis  long  after  the  origin  of  the  suggestion 
had  been  forgotten  even  by  many  of  his  own  countrymen. 

We  refer  to  Amussat's  recommendation  to  enlarge  the 
field  of  operation  by  the  excision  of  the  coccyx  or  a  part  of 
it,  with  the  view  of  accomplishing  his  great  object — i.e.,  the 
suture  of  the  rectal  mucosa  to  the  skin.  This  recommendation 
was  evidently  suggested  by  the  objections  that  were  raised  at 
the  time  against  the  general  application  of  his  method  by  his 
contemporaries,  who  argued,  with  some  reason,  that  in  those 
cases  in  which  the  rectum  was  very  incompletely  developed 
and  remained  high  in  the  pelvis  it  would  be  impossible  to  drag  it 
down  to  the  level  of  the  perineal  opening,  and  thus  render  its 
suture  to  the  skin  impracticable.  To  this  Amussat  replied 
that  the  incision  should  be  carried  upward  to  meet  the  pouch, 

*  The  principle  underlying  this  operation  was  suggested  by  Dieffenbach 
in  his  operation  of  clieiloplasty,  1838. 
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SO  that  if  the  ampulla  could  not  be  detached  sufficiently  to 
bring  it  to  its  normal  position  the  incision  should  be  extended 
to  the  coccygeal  region  to  meet  it.  He  therefore  advised  that 
the  perineal  incision  be  made  long  enough  to  reach  the  coccyx, 
or  to  extend  it  beyond  and  to  the  left  border  of  this  bone;  or, 
if  more  room  was  needed,  to  remove  the  coccyx,  as  he  had 
done  in  part,  on  one  occasion,  in  a  desperate  case.  This  case  I 
have  recorded  as  No.  1  of  my  table  of  coccygectomies  for  im- 
perforation,  and  marks  the  first  step  in  the  direction  of  what  is 
now  known  as  Kraske's  operation. 

Returning  to  Amussat's  operation,  we  must  note  that  Goy- 
rand  "  became  one  of  its  chief  promoters.  His  numerous  and 
careful  studies  of  the  anatomical  and  pathological  peculiarities 
presented  by  the  parts  involved  in  the  operation,  such  as  the 
exact  relation  of  the  peritoneum  to  the  ampulla  and  pelvic 
floor,  and  the  disposition  of  the  fibres  of  the  perineal  muscles, 
led  him  to  lay  down  the  rules  governing  the  operation  with 
great  precision. 

Accepting  Amussat's  original  operation,  without  reference  to 
his  subsequent  recommendation  of  coccygectomy,  as  the  first 
and  still  most  satisfactory  method  of  obtaining  a  plastic  restora- 
tion of  the  anal  outlet  (proctoplasty),  we  shall  review  its  vari- 
ous steps  with  some  detail,  in  order  to  facilitate  the  discussion 
of  the  more  recent  modifications  and  additions  that  have  been 
suggested  by  modern  experience. 

Presuming  that  we  are  about  to  deal  with  a  case  in  which 
there  is  a  total  anal  occlusion  and  there  is  no  evidence  of  com- 
munication with  the  rectum,  and  that  the  latter  does  not  ap- 
parently discharge  its  contents  into  the  vagina,  bladder,  or 
urethra,  or  other  channels,  we  must  begin  by:  (1)  a  simple 
median  perineal  incision,  to  be  followed  by  (3)  search  for,  and 
isolation  of,  the  rectal  pouch,  (3)  dragging  of  the  pouch  to  the 
level  of  the  skin  in  the  perineal  wound,  followed  by  (5)  the 
puncture  and  evacuation  of  the  rectum,  and  (6)  suture  of  its 
mucosa  to  the  skin.  Such  would  be  the  steps  of  a  typical 
Amussat  operation. 

V. 

Before  considering  the  technique  of  the  operative  treatment 
it  will  be  well  to  refer  to  some  measures  recommended  to  clear 
the  diagnosis  as  to  the  anatomical  conditions  before  deciding 
upon  the  operation.  The  presence  of  meconium  in  the  urine, 
or  its  appearance  in  the  vulva  or  vagina,  is  clearly  suggestive 
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of  a  fistulous  intestinal  communication.  The  presence  of  me- 
conium in  the  urine  calls  for  prompt  action,  especially  if  the 
escape  of  intestinal  contents  into  the  bladder  is  very  free  and 
continuous.  While  there  are  numerous  cases  on  record  in 
which  congenital  entero-vesical  or  rectal  fistula  have  been 
comparatively  well  tolerated  (in  some  instances  for  years),  it  is- 
the  rule  to  find  the  bladder  extremely  sensitive  to  the  presence 
of  fecal  material;  and  it  is  not  long  before  septic  cystitis  and 
other  more  serious  consequences  of  fecal  intoxication  make 
their  appearance  and  incapacitate  the  patient  for  surgical 
treatment.  Infants  passing  meconium  with  the  urine  must,, 
therefore,  be  treated  just  as  promptly  and  radically  as  if  they 
had  been  born  completely  imperforate. 


Fig.  1.— Arrow  shows  how  peritoneum  can  be  contaminated  by  exploratory  puncture- 
of  rectal  cul-de-sac  through  anus.    (After  Cripps.) 


When  the  intestinal  fistula  opens  into  the  vulva,  vagina,  or 
uterus,  or  any  part  of  the  cutaneous  surface,  then  the  urgency 
of  intervention  depends  upon  the  extent  and  position  of  the 
intestinal  communication.  If  the  discharge  of  feces  and  gases 
is  freely  effected  through  the  vagina,  there  is  no  urgent  demand 
for  action,  as  the  intestinal  tension  is  relieved  and  the  patient'& 
life  is  not  in  danger.  Time  is  given  for  the  choice  of  the  pro- 
cedure and  of  favorable  opportunity  in  such  cases.  When,, 
however,  the  fistulous  communication  is  very  small  and  does 
not  allow  a  free  escape  of  meconium,  and  especially  if  the 
opening  is  seated  high  up  in  the  vagina  or  other  part  of  the 
genital  tract,  then  operative  treatment  is  immediately  indicated 
and  must  be  conducted  on  the  general  methods  applied  for  total 
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imperf oration — viz.,  restoration  of  the  normal  anal  outlet  plus 
separation  and  closure  of  the  fistulous  connections.  As  to  the 
diagnosis  of  the  position  of  the  rectal  end  or  enteron,  and  the 
possibility  of  recognizing  its  descent  into  the  pelvis,  its  relations 
to  the  pelvic  floor  or  total  absence  from  pelvic  cavity,  it  is 
practically  impossible  to  determine  this  before  operation.  To 
introduce  an  exploring  or  aspirating  needle  in  the  direction  of 
the  hollow  of  the  sacrum  through  the  perineum  or  the  anal 
vestige,  if  this  exists,  is  fallacious  and  full  of  risk  of  fatally 
infecting  the  peritoneum;  the  experience  of  Guersant,"'  Ed- 
ward," Curling,'"  Giraldes,"  Cripps,''  Jacobi,''  Anders," 
Czerny,"  and  others,  uniting  to  prove  that  this  is  no  imaginary 
risk.  (See  Fig.  1,  after  Cripps.)  Its  fallacy  is  also  well  illus- 
trated in  my  own  experience. 

On  the  other  hand,  the  exploration  with  probes  and  bougies 
through  the  bladder  and  vagina,  with  the  view  of  feeling  the 
resistance  of  the  enteron  in  the  hollow  of  the  sacrum,  is  also 
extremely  fallacious  and  cannot  be  relied  upon,  though  the 
introduction  of  guides  into  the  bladder  and  vagina  is  almost 
a  necessary  preliminary  in  all  cases,  in  order  to  facilitate  the 
recognition  of  these  parts  and  to  prevent  injury  to  them  in  subse- 
quent manipulations.  Neither  can  we  depend  upon  the  external 
configuration  of  the  pelvis  as  indicating  the  anatomical  condi- 
tion of  the  contained  organs.  A  narrow,  undeveloped,  or  dis- 
torted pelvis  may  be  suggestive  of  correspondingly  great 
abnormalities  within,  but  that  is  all,  as  we  shall  note  further 
on.  The  only  positive  method  of  establishing  the  diagnosis  of 
the  real  anatomical  condition  is  by  actual  operative  exploration 
of  the  pelvic  contents.  How  to  accomplish  this  will  now  en- 
gage our  attention. 

VI. 

INCISION   OR   SIMPLE   PROCTOPLASTY. 

It  may  be  said  that  all  forms  of  incision  have  been  suggested 
with  the  view  of  utilizing  the  limited  dimensions  offered  by  the 
very  narrow  perineal  space  of  the  new-born  infant  when  born 
with  this  deformity.  Amussat  first  practised  a  T-shaped  inci- 
sion ;  the  transverse  branch  of  the  T  running  across  the  peri- 
neum from  one  ischial  tuberosity  to  the  other,  the  vertical 
branch  beginning  in  the  centre  of  the  anus,  if  this  existed,  and 
extending  backward  in  the  median  line  to  the  coccyx.  This 
was  soon  abandoned  for  the  simple  sagittal  or  antero-posterior 
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section,  which  in  the  male  extended  from  the  root  of  the 
scrotum  (perineo-scrotal  angle)  to  the  coccyx,  and  in  the  female 
from  the  vulvar  commissure  to  the  coccyx.  When  the  anus 
or  a  trace  of  it  existed,  the  incision  was  then,  and  is  now,  fre- 
(]uently  limited  by  the  anal  centre  anteriorly  and  the  base  of 
the  coccyx  posteriorly.  It  can  now  be  extended  further  back- 
ward without  fixed  limits,  according  to  the  needs  of  the  operator, 
by  utilizing  the  sacro-coccygeal  route. 

The  careful  study  of  the  dimensions  of  the  infantile  pelvic 
outlet  has  taught  us  that  nothing  can  be  gained  by  any  cross- 
section  of  the  perineuin  as  a  method  of  increasing  the  field  of 
the  operation. 

On  the  contrary,  much  and  irreparable  damage  will  be  done 
by  the  division  of  the  fibres  of  the  external  sphincter,  if  these 
exist,  as  they  usually  do;  and  still  more  by  cutting  the  fibres  of 
the  levator  ani,  which  is  our  main  reliance  in  the  future  control 
of  the  rectal  outlet.  We  cannot,  therefore,  insist  too  much 
upon  making  all  incisions  in  the  perineum  and  pelvic  floor 
strictly  in  the  median  line  at  whatever  depth  we  may  penetrate. 
By  proceeding  in  this  way  we  soon  separate  the  median  fibres 
of  the  levator  and  coccygeus  muscles,  pelvic  fascia,  and  enter 
the  subperitoneal  connective  tissue  of  the  pelvis.  Then  begins 
the  second  stage  of  the  operation:  the  search  for  the  rectal  pouch 
and  its  isolation  from  its  surroundings. 

There  are  certain  signs  which  at  this  stage  will  often  lead  us 
to  a  prompt  discovery  of  the  rectal  cul-de-sac.  These  are  espe- 
cially bulging  of  the  perineum  or  at  the  bottom  of  the  incision, 
caused  by  the  growing  distension  of  the  rectum.  If  the  finger 
is  introduced  into  the  anal  depression,  when  this  exists,  a  pecu- 
liar sense  of  fulness  and  tension  will  be  discovered  beyond, 
which  indicates  the  proximity  of  the  intestine.  The  cries  of  • 
the  infant,  aided  by  pressure  applied  over  the  hypogastrium, 
will  often  make  this  sensation  more  apparent.  But  more 
often,  on  the  contrary,  the  most  careful  examination  reveals 
nothing  except  that  the  pelvis  is  very  narrow  and  abnormally 
contracted.  In  some  cases  (Amussat,  Vincent,  Anders,  et  al.) 
the  transverse  diameter  is  so  narrow  that  the  tuberosities  of  the 
ischia  almost  touch  and  it  is  impossible  to  introduce  the  index 
finger  between  them.  The  condition  is  not  without  significance 
or  importance  to  the  operator.  In  fact,  some  writers  afiirm 
that  the  defective  development  of  the  pelvis  is  an  index  to  the 
extent  of  the  visceral  imperfection,  and  that  in  such  cases  the 
perineal  operation  should  not  be  thought  of  and  that  an  iliac 
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anus  should  be  performed  without  dela5^  There  are  several 
cases  on  record  which  prove,  however,  that  this  conclusion  is 
erroneous  (Vincent,  Anders);  and,  furthermore,  even  if  the 
pelvic  space  is  very  narrow,  there  are  other  resources  left 
which  will  amply  compensate  for  this  contraction,  and  will 
permit  the  operator  to  reach  the  blind  end  of  the  colon  through 
a  perineal  opening,  even  if  the  rectum  be  totally  absent.  An- 
ders, whose  authority  in  this  matter  is  indisputable,  expresses 
a  similar  opinion,  and  believes  that  while  an  abnormal  contrac- 
tion of  the  pelvis  is  unfortunate  and  is  not  to  be  lightly  disre- 
garded, it  mast  not  be  permitted  to  influence  our  choice  of  the 
operation. 

When  the  intestinal  pouch  fails  to  appear  after  the  complete 
i  section   of  the   skin,  we   must   proceed  with   caution,  and,  as- 
Darand  insists,  the  surgeon   must  constantly  think  of  three- 
L  organs — the  rectum,  the  peritoneum,  and  the  pelvic  fascia. 

After  the  ischio-rectal  fossae  have  been  freely  exposed  the- 
main  exploration  and  incisions  must  be  directed  backward 
toward  the  hollow  of  the  sacrum. 

We  must  bear  in  mind  that  the  organs  of  the  utero- vaginal 
tract  in  the  female,  and  the  bladder  in  the  male,  have  a  most 
annoying  tendency  to  fall  backward  on  the  sacral  vertebrae, 
and  are  easily  mistaken  for  the  rectal  pouch,  and  have  been 
repeatedly  injured.* 

*  Kirnai.sson:  "  L'absence  de  I'anus  et  du  rectum  eu  coincidence  avec^  de& 
malformations  multiples  (pouce  surnumeraire,  hypospadias,  ectopia  abdo- 
minals des  deux  testicules,  dilatation  des  deux ureteres,  etc.)  "  Rev.  d'Or- 
thoped.,  Paris,  1895,  vi.,  2S4-289.  In  this  case  tliere  was  a  total  absence  of 
the  anus  and  rectum,  and  the  pelvis  was  very  abnormally  contracted.  A 
perineal  incision  was  made  and  the  bladder  presented  itself  in  a  manner 
which  closely  imitated  the  rectal  pouch.  It  was  opened  cautiously,  and 
the  presence  of  urine  revealed  its  true  nature.  The  perineal  route  wa& 
then  abandoned  and  an  attempt  was  made  to  reach  the  colon  in  the  left 
groin.  Here  new  and  unexpected  difficulties  presented  themselves  in  con- 
sequence of  the  enormous  dilatation  of  the  ureters,  which  were  as  large  a* 
the  colon.  The  blind  end  of  the  colon  was,  after  great  difficulties,  recog- 
nized in  the  lumbar  region,  where  it  was  hidden  behind  the  peritoneum. 
Considerable  traction  had  to  be  made  to  bring  the  retracted  gut  to  the 
abdominal  incision,  and  the  tension  was  so  great  that  the  sutxires  tore 
through  the  bowel  coats  and  some  meconium  was  unavoidably  spilled  in 
the  peritonemn.  Notwithstanding  this  accident  no  peritonitis  followed. 
Later,  however,  the  bowel  became  detached  and  prolapsed  tlu-ough  the 
iliac  opening,  leading  to  the  death  of  the  child  sixteen  days  after.  The 
anomalies  in  the  arterial  distribution  of  the  mesenteric  vessels  in  tliis  case, 
a.s  revealed  by  the  autopsy,  were  also  very  extraordinary. 
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Therefore,  when  the  posterior  fibres  of  the  levator  have  been 
separated  and  pelvic  fascia  opened,  it  is  best  to  trust  to  the 
grooved  director  and  the  finger  for  the  further  exploration  of 
the  pelvic  floor  and  sacral  hollow.  In  case  of  doubt  a  guide 
introduced  in  the  vagina  or  in  the  bladder,  according  to  the 
sex  of  the  infant,  will  prove  most  serviceable.  At  this  stage 
the  expulsive  efforts  of  the  child,  or  its  cries,  will  often  bring 
the  exploration  to  a  happy  termination  by  forcing  the  distended 
rectum  down  into  the  gap,  thus  leading  to  its  easy  recognition. 

This  tendency  of  the  rectal  pouch  to  descend  into  the  outlet 
of  the  pelvis  spontaneously  has  been  made  familiar  to  all 
students  of  this  subject  by  the  now  classical  anecdote  told  by 
J.  L.  Petit  ^°  of  a  surgeon  who,  despairing  that  he  would  ever 
find  the  rectal  pouch,  after  a  most  patient  search  gave  up  the 
case.  The  parents,  however,  sent  for  another  surgeon,  who 
on .  his  arrival  had  the  good  fortune  to  find  a  blackish  tumor 
protruding  between  the  lips  of  the  wound  which  had  been 
created  by  his  predecessor,  and  which  he  had  no  trouble  in 
recognizing  as  the  missing  rectum.  This  he  at  once  punctured, 
and  thus,  without  much  effort,  succeeded  in  establishing  his 
superiority  as  an  operator  at  the  expense  of  his  too  easily  dis- 
couraged rival. 

On  the  other  hand,  this  remote  possibility  was  not  infre- 
quently made  the  excuse  in  the  past  for  delaying  further 
search  for  manj^  hours,  and  led  to  pernicious  and  often  fatal 
delays  in  practice. 

All  authors  speak  of  a.  fibrous  cord  which  sometimes  con- 
nects the  perineum  or  anal  rudiment  to  the  rectal  pouch,  but 
this  is  not  to  be  relied  upon;  it  is  really  exceptional,  as  all 
operators  of  experience  attest. 

YII. 

THE   PERITONEUM   AND   STROMEYER'S   SUGGESTION. 

The  older  operators,  even  up  to  very  recent  times,  feared  the 
accidental  opening  of  the  peritoneum  in  this  locality  as  one  of 
the  direst  of  calamities,  and  if  they  insisted  so  formally  in  fol- 
lowing the  hollow  of  the  sacrum  in  their  punctures  and  explora- 
tions, it  was  more  to  avoid  injuring  the  peritoneum  than  to 
prevent  accidents  to  the  bladder  or  other  organs. 

Their  fears  made  them  illogical;  for  after  losing  valuable 
time,  sometimes  hours,  in  ineffectual  subperitoneal  manipula- 
41 
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tions,  in  which  the  greatest  caution  was  observed  to  avoid  an 
accidental  tear  of  the  serosa,  thej"  abandoned  the  lower  route 
and  proceeded  to  do  deliberately  what  they  had  been  trying 
most  strenuously  to  avoid — viz.,  to  open  the  peritoneum  by 
another  operation,  and  incur  the  risk  of  its  infection  by  creating 
an  artificial  anus  in  the  groin. 

The  inguinal  colotomy  which  was  performed  under  such 
circumstances  was  always  more  dangerous  than  if  performed 
as  an  initial  operation,  the  operator  being  pressed  for  time  by 
the  exhaustion  and  threatened  collapse  of  the  patient  from  the 
iiedious  and  bloody  traumatism  that  preceded  it.  The  risk  of 
peritoneal  sepsis  was  also  greater,  owing  to  the  hurry  with 
•which  the  suturing  of  the  bowel  to  the  skin  had  to  be  effected. 
"This  inconsistency  did  not  escape  the  observant  mind  of  Stro- 
meyer,  who  for  the  first  time,  in  1844,  expressed  the  opinion 
that  if  the  rectal  pouch  could  not  be  found  after  a  careful  sub- 
peritoneal search  in  the  perineal  wound,  it  was  proper  to  open 
the  peritoneum  in  the  pelvic  floor  in  order  that  its  relations  to 
the  other  pelvic  organs  might  be  more  satisfactorily  investigated 
and  the  presence  of  the  missing  rectum  ascertained. 

Stromeyer's  operation.'^  as  the  Germans  call  this  procedure, 
was  never  performed  by  himself,  but  Liesrinck ''  applied  it  for 
the  first  time  in  1872  and  obtained  a  brilliant  result.  The  case 
was  that  of  a  male  infant  born  imperforate.  Liesrinck  failed 
to  discover  the  rectal  cul-de-sac.  Through  the  perineal  open- 
ing the  finger  was  introduced  into  the  cavity  of  the  peritoneum 
and  the  dilated  end  of  the  colon  was  recognized  by  the  finger 
at  a  depth  of  seven  centimetres.  The  colon  was  then  seized 
with  blunt  forceps  and  dragged  down  to  the  opening,  where  it 
was  sutured  and  opened.  Some  signs  of  local  peritonitis  fol- 
lowed, but  the  child  made  a  rapid  and  easy  recovery.  In  1879 
Kronlein '"  reported  a  very  instructive  case,  in  which  he  delib- 
erately opened  the  peritoneal  cavity  through  the  perineal  inci- 
sion. The  child  was  7  days  old  and  in  bad  condition.  A 
perineal  incision  in  front  and  behind  the  anal  depression  was 
made,  which  was  carried  to  the  depth  of  three  inches  without 
meeting  the  rectal  ampulla.  The  peritoneum  was  then  opened 
and  a  considerable  quantity  (120  grammes)  of  ascitic  fluid  es- 
caped. The  finger  then  introduced  in  the  cavity  failed  to  find 
the  missing  cul-de-sac,  and  left  iliac  colotomy  was  attempted. 
Here,  again,  the  close  adhesion  of  the  colon  to  the  lumbar 
region  prevented  the  operator  from  bringing  it  to  the  surface, 
and  he  was  compelled  to  attack  and  open  the  nearest  and  most 


CONGENITAL   ANO-RECTAL   IMPERFORATION.  'oi'd 

distended  coil  of  intestine.  The  infant  recovered.  Seven 
months  later  the  finger  was  introduced  into  the  artificial  anus, 
and  a  resisting  body  was  felt  in  the  pelvis  which  was  suspected 
to  be  the  distended  rectum.  The  perineal  scar  was  reopened, 
and  Kronlein  was  fortunate  enough  to  find  that  the  distended 
rectal  pouch  had  descended  since  the  operation  into  the  pelvis. 
A  perineal  anus  was  now  formed,  and  the  child  recovered 
completelj^  in  three  weeks. 

Anders,^"  on  June  3d,  1881,  availed  himself  of  Stromeyer's 
suggestion  and  successfully  performed  a  proctoplasty  by  pull- 
ing down  the  blind  rectal  pouch,  which  he  had  found  high  in 
the  pelvis,  to  the  perineal  opening.  In  three  weeks  the  child 
had  entirely  recovered. 

In  a  preceding  case  in  which  Anders  had  utilized  an  acci- 
dental tear  in  the  peritoneum  to  localize  the  position  of  the 
rectal  pouch,  the  child  succumbed  from  exhaustion  forty- eight 
hours  afterward.  The  autopsy  satisfied  him  that  there  was  no 
peritonitis. 

Vincent,"  of  Lyons  (1886-87,  Maitre's  thesis),  opened  the 
peritoneum  through  the  perineal  wound  in  two  cases.  One 
•of  these  was  a  particularly  trying  operation,  in  which,  after  a 
thorough  exploration  of  the  pelvis  through  the  perineum  and 
sacral  region,  it  was  found  that  the  rectum  was  entirely  absent. 
Vincent  then  decided  that  instead  of  inflicting  the  additional 
shock  of  a  laparatomy  he  would  pull  down  the  sigmoid  colon 
and  bring  it  to  the  sacral  opening.  He  was  able  to  reach  the 
iliac  fossa  readily  and  pulled  down  a  distended  gut,  which  hap- 
pily proved  to  be  the  blind  terminal  portion  of  the  colon,  which 
was  sutured  and  opened  at  the  parasacral  opening,  which  the 
•operator  had  made  high  in  accordance  with  his  special  method, 
which  will  be  referred  to  later. 

A.  Mayo  Robson,"  of  Leeds,  also  reported  a  case  (1886-87) 
in  which  the  peritoneum  was  deliberately  opened  and  the  cul- 
de-sac  of  the  colon  thus  recognized  and  sutured  to  the  perito- 
neum without  an}^  evil  after-effects.  Robson  suggests  that  a 
uniform  principle  or  plan  be  adopted  in  operating  imperforate 
anus,  in  which  he  urges  the  advantages  of  the  perineal  explora- 
tion, made  more  universally  applicable  by  the  aseptic  opening 
of  the  peritoneum. 

H.  Cripps  also  reports  the  following:*  A  male  infant  3  days 
old  was  admitted  August  lith,  1890,  with  imperforate  anus, 
also  with  hypospadias.  There  was  considerable  bilious  vomit- 
*  British  Medical  Journal,  June  4th,  1892,  vol.  i..  p.  1892. 
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ing.  A  cul-de-sac  reached  from  the  anus  upward  for  about, 
one  and  a  quarter  inches.  There  was  no  bulging  to  be  felt^ 
though  the  abdomen  was  somewhat  distended.  A  median  in- 
cision made  from  the  anal  cul-de-sac  back  to  the  coccj'x  and 
the  bowel  was  found  after  dissection  of  one  and  a  half  inches 
upward.  The  peritoneum  was  extensively  opened,  but  was- 
closed  by  five  silk  sutures.  After  the  bowel  had  been  drawn 
down  the  child  did  well,  and  was  brought  to  the  surgery  daily 
for  six  weeks  to  have  a  bougie  passed. 

A.  Joudeau"  (1891)  reported  a  case  in  which  Stromeyer's 
suggestion  was  applied.  Male  infant,  five  days  old.  Anus 
well  formed.  Attempt  at  proctoplasty  b}"  the  perineal  route; 
failure  to  find  the  rectal  pouch.  Peritoneum  opened  and  pel- 
vis explored  by  perineal  incision;  still  no  rectal  ampulla  was 
found.  The  operator  was  about  to  perform  a  Littre  when  the 
extreme  weakness  of  the  child  decided  him  to  pull  down  the 
first  distended  loop  of  the  bowel  that  he  could  secure  and  stitch 
it  to  the  perineal  wound.  After  doing  this  and  giving  exit  to 
the  meconium  immediate  relief  followed,  but  death  took  place 
in  thirty-six  hours  from  exhaustion. 

Other  operators  have  no  doubt  had  similar  experiences,^ 
though  I  fail  to  find  other  references  which  illustrate  the  prac- 
tice of  this  procedure  in  the  current  literature  of  the  subject. 
There  are  probably  many  unrecorded  cases  which  would  illus- 
trate this  practice  in  the  last  few  years,  especially  since,  as  Mr. 
Tait  has  said,  we  are  able  to  open  the  peritoneum  with  almost 
as  little  fear  as  we  would  our  pockets.  It  is  certain,  however, 
that  the  systematic  application  of  Stromeyer's  suggestion, 
which  could  only  have  been  realized  since  the  advent  of  Lister- 
ism,  is  another  and  most  conspicuous  landmark  in  the  histor}" 
of  the  treatment  of  these  malformations,  and  will  revolutionize 
our  hitherto  classical  modes  of  treatment.  Until  very  recent 
times — in  fact,  in  several  late  text  books — the  instructions  are 
still  given  that,  after  penetrating  to  a  certain  depth  in  the  peri- 
neum, the  search  for  the  missing  rectum  must  be  abandoned 
and  colotomy  must  be  performed.  Some  of  the  ancients  in- 
sisted upon  a  limit  of  penetration  of  one  or  one  and  a  half 
inches  (Copeland  Hutchinson,  for  instance).  Then  only  the 
trocar  could  be  used;  but  as  surgery  grew  bolder  the  limit  of 
exploration  was  allowed  to  extend  two,  three,  four,  five,  and 
even  six  centimetres  in  depth.  Anders  (1893),  in  criticising 
Jacubovicz  (18SG)  for  stating  that  in  general  an  exploration 
beyond   the  depth  of  four  or  five  centimetres  is  dangeroua 
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because  of  the  probable  injury  to  the  peritoneum,  says  that  he 
has  frequently  penetrated  eight  or  nine  centimetres  into  the 
pelvis  (presumably  through  the  peritoneum)  in  his  own  cases, 
without  ill  effects  The  active  propaganda  in  behalf  of  early 
intraperitoneal  exploration  of  the  pelvic  cavity  for  the  missing 
enteron  in  cases  of  imperforate  anus,  whicb  was  started  by 
Stromeyer  and  long  afterward  continued  by  the  work  and 
advocacy  of  Liesrinck,^^  Kronlein,"  Anders,*^  Vincent,*'  Froe- 
lich,"  Fochier  *''  and  Commandeur,''"  Durand,^'  Robson,"  and 
others,  will  no  doubt  rapidly  reach  the  mass  of  the  profession 
and  generalize  the  new  procedure  as  occasion  calls  for  it.  At 
any  rate,  it  is  not  likely  that  we  shall  read  many  more  accounts 
of  those  prolonged  manipulations  so  exhausting  to  the  patient 
and  operator,  and  which  the  French  have  picturesquely  described 
as  "foraging"  (forage)  or  "mining"  (travail  de  mine),  and 
which  were,  in  the  main,  due  to  the  dread  of  the  peritoneum. 
And  the  questions,  "  When  shall  we  stop?  "'  and  "  To  what  ex- 
tent ought  we  to  persevere  with  the  exploratory  dissection  of  the 
deep  perineum  and  parasacral  region  before  proceeding  to  co- 
lotomy?"  will  not  remain  long  unanswered,  as  no  precious  time 
will  be  lost  in  unnecessarily  long  and  uncertain  subperitoneal 
manipulations. 

Stronger,  however,  than  the  evidence  gathered  by  the  com- 
paratively rare  and  isolated  experiences  in  this  class  of  cases  is 
"the  convincing  argument  of  modern  gynecological  experience, 
which  demonstrates  by  hundreds  of  cases  of  vaginal  hysterec- 
tomy for  cancer,  for  fibroids,  for  tubal  and  ovarian  disease, 
that  the  peritoneum  is  even  more  tolerant  of  trauma  and  less 
liable  to  septic  infection  in  the  pelvis  than  when  attacked  by 
the  higher  hypogastric  operations.  The  lessons  gathered  from 
the  more  general  experience  of  abdominal  surgery  cannot  be 
lost,  and  their  application  to  this  more  restricted  field  of  intes- 
tinal work  must  soon  yield  better  fruit. 

VIII. 

Presuming  that  in  a  given  case  we  have  succeeded  in  finding 
the  blind  terminal  pouch  of  the  rectum  and  colon,  and  have 
dragged  it  gently  to  the  edge  of  the  peritoneal  wound  with  a 
protected  or  blunt  artery  forceps  or  the  fingers,  the  distended 
gut  will  present  itself  in  two  ways:  (1)  either  free  from  serous 
coverings,  which  will  be  observed  in  those  simple  cases  in 
which  the  rectum  has  nearly  reached  the  perineum  in  its 
development;  or  (2)  as  a  pouch  partially  or  entirely  covered  by 
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peritoneum,  which  will  be  the  case  when  the  intraperitoneal 
method  has  been  called  into  requisition,  and  when  the  gut  has 
been  arrested  in  its  developmental  ascent  at  a  high  point  in  the 
pelvis.  In  either  case  great  care  must  be  taken  to  avoid  the 
septic  contamination  of  the  perirectal  tissues.  The  danger  of 
sepsis  from  fecal  contact  must  be  proportional  to  the  number  of 
hours  that  have  elapsed  since  the  birth  of  the  infant ;  for,  as 
Welch  ^'  and  others  have  shown,  the  meconium  is  bacteriologi- 
cally  sterile  at  birth,  but  is  bound  to  become  septic  by  admis- 
sion of  germs  in  the  ingesta  and  by  other  means,  even  when 
the  child  is  breast-fed.  As  it  is  not  likely  that  the  meconium 
will  maintain  its  asepticity  many  days,  or  even  hours,  after 
birth,  it  is  proper  that  in  all  cases  the  operation  of  opening  the 
sac  should  be  conducted  as  if  the  meconium  were  septic.  If 
the  peritoneal  cavity  has  been  opened  it  must  be  carefully  pro- 
tected, as  if  we  were  opening  the  colon  in  the  groin,  by  packing 
sterile  gauze  around  it,  and,  if  there  is  great  tension,  a  prelimi- 
nary tapping  may  become  necessary,  as  Esmarch  "  and  others 
recommend  as  an  invariable  procedure.  But  the  safest  plan,  in 
all  cases  in  which  it  is  practicable  to  do  so,  is  to  carefully  suture 
the  gut  to  the  deeper  planes  of  the  peritoneum  or  of  the  peri- 
neal wound,  by  either  a  protecting  row  of  buried  sutures  or  by 
the  method  of  Vincent,^*  who  introduces  deep  fixation  sutures 
through  the  skin  and  soft  parts,  which  penetrate  deeply  into 
the  rectum  at  a  distance  from  the  anal  margin.  The  ends  are 
knotted  without  overtension.  Vincent  applies  several  of  these 
sutures  at  equidistant  points  in  the  periphery,  with  the  double 
object,  first,  of  firmly  anchoring  the  rectum,  and,  secondly,  of 
protecting  the  deeper  parts  of  the  wound  from  fecal  contami- 
nation. 

After  the  deeper  tissues  are  protected  the  cul-de-sac  can  be 
punctured  or  incised  freely.  It  will  always  be  a  safe  precau- 
tion, as  well  as  a  source  of  relief  to  the  infant,  to  keep  a  con- 
tinuous stream  of  warm  and  mildly  antiseptic  fluid  constantly 
flowing  over  the  field  of  operation.  After  the  evacuation  of 
the  gut  has  been  accomplished  the  mucosa  must  be  carefully 
adjusted  to  the  skin  in  order  to  complete  the  proctoplasty. 
Here  I  believe  that  Vincent's  suggestion  to  cut  two  elliptical 
flaps  of  skin,  when  the  anus  does  not  exist,  or  when  the  new 
orifice  has  to  be  placed  at  a  higher  point  than  normal,  is  a  valu- 
able recommendation.  The  excision  of  these  elliptical  flaps 
increases  the  area  of  denudation,  and  allows  the  rectal  mucosa 
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to  be  spread  over  the  margin  of  the  wound,  hke  the  borders 
of  a  large  felt  hat  {?-ebor'd  cle  chapeau),  and  favors  prompt 
union  over  an  extensive  surface,  and  insures  a  most  complete 
protection  against  a  cicatricial  retraction.  Finally,  a  carefully 
made  interrupted  silkworm  or  silk  suture  brings  the  edges  of 
the  mucosa  and  skin  in  linear  coaptation  and  completes  the 
operative  act.  Bismuth  and  iodoform  mixed  is  an  excellent 
dressing  powder,  but  the  greatest  reliance  must  be  placed  on 
frequent  warm  baths,  which  are  fortunately  easily  applied 
throughout  the  after-treatment.  In  other  respects  the  treat' 
ment  should  be  conducted  on  general  principles. 

IX. 

THE  ANAL  INFUNDIBULUM  (p'rOCTODENUM)  ;  ITS  TREATMENT. 

We  have  thus  far  considered  only  those  relatively  simple 
cases  in  which  the  rectal  pouch  is  easily  discovered  by  extra- 
peritoneal or  intraperitoneal  incision  and  manipulation,  and  is 
readily  dragged  down  to  the  perineal  wound.  This  easy  ter- 
mination of  the  operation  is,  however,  far  from  being  the  invari- 
able rule,  for,  as  we  all  know,  often  more  serious  and  trying 
complications  combine  to  thwart  the  purpose  of  the  operator. 
Before  proceeding  further  it  will  be  convenient  to  consider  the 
question  whether  we  should  always  avail  ourselves  of  the  anus 
and  its  cul-de-sac  (the  "  anal  thimble")  and  allow  these  to  re- 
main undisturbed  when  they  exist.  In  simple  cases  it  is  unnec- 
essary to  increase  the  traumatism  and  complicate  the  opera- 
tion by  its  excision,  especially  when  all  that  may  be  required 
to  restore  the  continuity  of  the  recto-anal  tract  is  to  perforate  a 
thin  membranous  partition  which  alone  interferes  with  the 
escape  of  the  meconium.  But,  unfortunately,  in  the  majority 
this  is  not  the  case,  and  the  infundibulum  of  the  rudimentary 
anus  is  an  impediment  to  a  perfect  proctoplasty,  and  must  be 
sacrificed,  though  its  excision  must  be  done  in  a  manner  that 
will  respect  as  closely  as  possible  the  subjacent  tissues,  and 
especially  the  muscular  fibres  of  the  sphincters,  if  these  exist. 

When  the  rectal  pouch  is  short  and  terminates  too  far  from 
the  natural  opening  to  permit  its  fixation  at  the  normal  anal 
orifice,  the  only  alternative  is  clearly  to  create  the  anus  at  the 
lowest  possible  point  and  leave  the  original  proctodenum  with- 
out disturbance.  But  when  the  rectal  pouch  has  been  freely 
dissected  from  its  surroundings,  and  is  rendered  flaccid  by  the 
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evacuation  of  its  contents,  it  is  not  only  long  enough  to  reach 
the  normal  anal  margin,  but  leaves  a  redundancy  of  mucous 
membrane  which  may  even  exceed  the  amount  required  for  a 
perfect  plastic. 

In  my  patient's  case  I  was  anxious  to  disturb  the  superficial 
perineal  fibres  of  the  sphincter  as  little  as  possible,  and  pre- 
ferred to  leave  the  cul-de-sac  in  situ  after  suturing  it  to  the 
rectal  pouch  in  the  manner  shown  in  the  diagram.     (Fig.  2.) 

While  the  procedure  is  perfectly  feasible  and  is  apparently 
satisfactory,  I  believe  it  is  a  better  plan  to  entirely  remove  the 
mucosa  of  the  anal  cul-de-sac  down  to  its  junction  with  the 


Fig.  2.— Diagram  showing  lateral  anastomosis  of  proctodenum  and  mesenteron  in. 
imperforation.  1,  Mesenteron  or  rectum  :  3,  anal  cul-de-sac  or  proctodenum  sutured 
together  ;  3,  peritoneal  reflexion  ;  4,  promontory  of  sacrum. 

skin  by  a  careful  dissection,  and  substitute  for  it  mucosa  of  the 
enteron.  The  objection  to  lateral  entero-proctorrhaph}^  as  we 
might  designate  the  suture  of  the  bowel  to  the  rudimentary 
anus,  as  practised  in  my  case,  is  that  it  leaves  a  larger  anal 
orifice  than  is  required,  and  that  the  interposition  of  the  new 
mucosa  in  the  posterior  segment  will  act  as  a  wedge  and  will 
interfere  with  the  perfect  grasp  of  the  sphincters.  On  the 
other  hand,  the  circular  suture  of  the  dilated  enteric  end  to  the 
dome  of  the  anal  cul-de-sac  by  a  circular  enterorrhaphy  is  not 
always  a  satisfactory  procedure,  owing  to  the  great  difiiculty 
in  securing  the  accurate  coaptation  of  the  dilated  end  of  the 
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enteron  to  the  narrow  circle  of  the  proctodenum.  A  better  pro- 
cedure is  the  excision  of  the  anal  infundibulum,  leaving  the 
marginal  anal  mucosa  intact,  and  suturing  it  to  the  rectal 
pouch  at  this  edge. 

The  fear  that  incontinence  ma}-  follow  the  formation  of  the 
new  anus  need  not  cause  uneasiness,  as  experience  teaches 
that  even  in  inguinal  colotomy,  or  in  the  high  anal  openings 
formed  after  Vincent's  and  Kraske's  operations,  to  which  we 
shall  refer  later,  the  functional  control  of  the  new  anus  is  suffi- 
ciently good  to  permit  the  patients  to  live  comfortably  and  at- 
tend to  their  occupations  in  after-years  without  great  disad- 
vantage. When  the  anus  can  be  placed  in  its  proper  normal 
position,  and  the  fibres  of  the  sphincter  have  been  divided  pos- 
teriorly only,  and  the  levator  muscle  has  not  been  cut  trans- 
versely, the  functional  control  is  then  perfect. 

X. 

THE  QUESTION  OP  SPHINCTER  CONTROL. 

In  the  earlier  days  of  the  perineal  operation  the  question  of 
spliincteric  control  led  to  many  discussions,  which  have  been 
again  revived  in  our  days  in  consequence  of  the  frequent  ex- 
tirpation of  the  rectum  and  anus  for  cancer  or  other  conditions. 
There  is  a  great  difference  in  the  conditions  when  extirpation 
of  the  rectum  and  anus  is  made  in  the  adult  for  malignant  dis- 
ease, and  when  an  artificial  proctoplasty  is  made  in  the  perineal 
region  in  the  new-born  fetus.  Amussat  ^^  paid  no  attention  to 
the  external  sphincter  apparatus  in  this  class  of  cases.  His 
theory  was  "  that  the  interior  outlet  of  the  body  is  disposed  in 
such  a  manner,  independently  of  its  muscular  apparatus,  as  to 
favor  voluntary  retention  of  feces."  He  was  supported  in 
these  ideas  by  Obeirne's  theories  (1834-35),  and,  as  Boden- 
haminer  remarks,  by  the  fact  that  many  patients  have  been 
known  to  regain  control  over  their  alvine  discharges  after  ex- 
tirpation of  the  rectum.  In  accordance  with  his  own  views, 
Amussat  had  no  hesitation  in  making  cross-sections  of  the 
perineal  region  or  of  creating  the  new  anus  in  the  coccygeal 
region  when  it  was  too  short  to  be  dragged  to  its  natural  situa- 
tion. Blandin "  (1833)  concluded  from  his  dissections  that 
when  the  anus  is  completely  absent  the  sphincter  muscle  is 
also  missing,  and  he  used  this  as  an  argument  in  favor  of 
establishing  artificial  anus  in  the  groin,  as  an  artificial  anus  in 
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the  perineum,  destitute  of  sphincter,  would  occasion  inconti- 
nence of  feces  to  a  greater  extent  and  would  be  attended  with 
greater  inconvenience  than  one  established  in  the  abdominal 
wall.  Tungel ''  (1863)  and  Velpeau  "'  (1847)  agreed  with  Blan- 
din's  anatomical  ideas.  Roux  de  Brignolles,  however,  was  the 
great  opponent  of  all  these  teachings.  His  operations  wera 
distinguished  by  the  great  care  with  which  he  sought  to  pre- 
serve the  sphincters.  He  based  his  opinions  on  his  dissections, 
which,  he  said,  confirmed  the  then  current  theories  of  the  er- 
rors of  development  of  the  rectum  in  these  cases,  the  defects- 
being  accounted  for  by  the  abnormal  distribution  and  forma- 
tion of  the  inferior  mesenteric  arteries,  which  being  absent  or 
defective  were  unable  to  supply  the  rectum.  The  perineal 
muscles,  on  the  other  hand,  were  supplied  from  an  entirely 
different  source,  and,  unless  their  special  vascular  supply  was 
interfered  with,  they  suffered  no  atrophy  and  remained  func- 
tionally active. 

Bodenhammer,  who  summarized  all  the  prevailing  opinions 
up  to  1860,  wiselj^  concludes  that  whether  "  the  muscular  fibres 
are  present  or  not,  the  artificial  anus  should  always,  if  possible, 
be  established  in  the  natural  situation  in  the  perineum;  for 
should  these  muscles  be  absent  the  infirmity  is  greatly  lessened, 
and  should  they  be  present  the  operation  should  be  so  especially 
conducted  as  by  all  means  to  preserve  their  function  for  the 
benefit  of  the  newly-formed  anus.'' 

With  the  rapidly  accumulating  experience  of  the  last  decade^ 
the  fear  of  incontinence  from  injury  to  the  sphincter  and  leva- 
tors has  not  diminished  in  the  surgery  of  the  adult,  and  the 
chief  concern  of  the  modern  generation  of  surgeons  who  are 
engaged  in  rectal  operations  appears  to  be  how  to  devise  means 
by  which  the  fecal  control  that  has  been  lost  after  necessary 
operations  on  the  anus  can  be  regained.*  The  numerous  and 
ingenious  operations  for  the  reunion  of  the  sphincter  after 
complete  perineal  laceration  and  after  excision,  and  the  late 
suggestion  of  Willems,""  Witzel,"'  Grersuny,"  Delorme,"^  and 
others,  prove  that  the  danger  exists  and  is  one  of  the  gravest 
that  we  are  confronted  with  in  rectal  practice.     It  is  otherwise 

*One  of  the  reasons  wliy  Kraske's  procedure  appeals  so  strongly  to  tlie 
surgical  mind  is  that  it  often  parinits  the  remo^^al  of  a  diseased  rectum 
without  injuring  tlie  sphincter — a  desideratum  wliicli  wns  long  ago  ex- 
pressed and  attempted  by  Delpech,  Lisfranc,  Dieffenbach,  Hahn,  and 
Konig.  after  excision  of  rectal  cancer,  before  Kraske  or  Bardenheuer  had 
nailed  attention  to  tlie  saci'o-coccygeal  operation. 
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in  the  surgery  of  the  new-born.  Here  time  and  long  experi- 
ence have  taught  us  that  Nature  is  more  capable  of  greater 
adaptation  than  in  adults,  and  that  in  the  young  child  the 
original  defects  of  development  are  subsequently  compensated, 
if  art  will  only  give  a  helping  hand  in  accomplishing  her  pur- 
pose. My  own  experience,  limited  as  it  is,  confirms  this  view, 
and  the  numerous  reports  of  cases  collected  by  Anders  and 
others  demonstrate  that  the  ordinary  proctoplasty  performed 
in  cases  in  which  there  is  no  rudiment  of  anus  is  followed  by  a 
perfectly  functional  result. 

There  is  no  doubt,  however,  that  the  further  away  we  move 
from  the  perineal  region  the  more  difficult  it  is  for  Nature  to 
establish  control;  but  even  here,  as  a  considerable  array  of 
witnesses  will  attest,  from  the  earliest  reported  cases,*  a  com- 
pensatory hypertrophy  of  the  muscular  coat  about  the  new 
mucous  orifice  may  develop  into  an  efficient  muscle,  which,  a& 
the  child  grows,  becomes  more  highly  differentiated  and  acts 
as  a  true  and  serviceable  sphincter. 

XI. 

Dismissing  for  the  present  the  important  question  of  sphincter 
control,  we  must  now  consider  the  graver  problems  that  con- 
front the  operator  when  he  finds  (1)  that  he  cannot  reach  the 
missing  rectal  pouch  by  the  ordinar}^  perineal  opening,  or 
when,  (2)  having  discovered  it,  he  finds  that  it  is  impossible  to 
drag  it  down  without  laceration  to  the  perineal  wound.  It  is 
in  trying  to  solve  these  two  problems  that  the  modern  genera- 
tion of  surgeons  has  chiefly  distinguished  itself  and  has  added 
new  resources  to  the  older  methods. 

We  have  already  referred  to  the  abnormal  shortening  of  the 

*  Nothing  is  more  conclusive  on  this  point  than  the  reports  of  the  earlier 
operations  for  the  relief  of  imperforate  anus  by  primary  inguinal  colotomy 
which  were  reported  by  Duret,*^  Miriel  ^^  (pere  et  fils),  and  many  others, 
subsequently  collected  by  Rochard.*^  Bodenhammer,^''  Giraldes,""*  Cripps,^* 
and  others,  which  demonstrate  that  patients  afflicted  by  tliis  infirmity  have 
lived  to  a  mature  old  age  in  perfect  comfort  and  in  the  enjoyment  of  all 
the  privileges  of  the  normal  individual.  A  striking  case,  which  contra- 
dicts some  of  the  pessimistic  ideas  entertained  on  the  distressing  features 
of  colotomy  in  imperforate  children,  by  those  who  are  not  familiar  with 
the  literature  on  the  subject,  is  a  patient  of  Prof.  Oilier,  of  Lyons,  reported 
by  Laguaite  in  his  thesis.'"  In  this  case  inguinal  colotomy  was  done  for 
imperforation.  The  girl  grew  to  womanhood,  suffering  no  inconvenience 
from  her  abnormality,  and  at  the  time  of  the  report  was  en  vole  de 
mariage. 
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diameter  of  the  pelvic  outlet  in  many  of  the  children  born  with 
anal  imperforation.  A  careful  study  of  the  dimensions  of  the 
normal  and  abnormal  pelvis  has  been  made  by  several  obser- 
vers. Bodenhammer  (1860),  Maitre  (1887),  Froelich  (1894),  and 
others,  have  studied  the  surgical  anatomy  of  the  pelvis  with  a 
view  to  its  dimensions. 

According  to  Maitre,  who  studied  this  question  with  some 
care,  the  measurements  are  as  follows  :  From  the  root  of  the 
scrotum  to  the  point  of  the  coccyx,  average  distance  is  from  4 
to  4|  centimetres  in  bo3^s,  and  about  4  centimetres  from  the 
posterior  vulvar  commissure  to  the  coccj^x  in  girls.  According 
to  Froelich's  measurements,  3  centimetres  would  be  nearer  the 
true  average.  The  distance  from  the  anus  to  the  tip  of  the 
coccyx  would  average  L  to  1^  centimetres.  This  measurement 
appears  to  be  a  little  greater  in  males  than  in  females. 

The  distance  of  1+  to  2  centimetres  which  normally  separates 
the  ischial  tuberosities  does  not  appear  to  differ  much  with  the 
sex.  The  field  of  operation  resembles  a  lozenge  with  a  diagonal 
length  of  3  or  4  centimetres.  We  must  now  add  to  this  that 
the  distance  from  th,e  tip  of  the  coccyx  or  from  the  centre  of  the 
anus  to  the  most  salient  point  of  the  sacro- vertebral  prominence 
is  5  to  6  centimetres.  In  the  male  the  recto- vesical  cul-de-sac 
of  the  peritoneum  lies  at  3  centimetres  above  the  anus,  and  in 
the  female  the  recto-vaginal  cul-de-sac  averages  24-  centimetres 
from  the  anus. 

According  to  Froelich,  Maitre's  figures  would  be  a  little 
above  the  average.  He  measured  the  distances  in  five  new-born 
babies  at  the  maternitj^of  Nancy,  and  found  that  the  recto- 
vesical cul-de-sac  rested  no  further  than  2  centimetres  from  the 
anus  when  he  took  the  anterior  anal  margin  at  its  junction  with 
the  skin  as  his  lower  landmark.  From  this  point  to  the  sacro- 
vertebral  prominence,  in  the  male,  the  distance  averaged  5^ 
centimetres.  We  must  now  bear  in  mind  that  these  are  nor- 
mal dimensions,  such  as  are  found  in  new-born  infants  at  term. 
In  cases  of  imperforate  anus  we  must  expect  to  find  frequent 
narrowing  of  the  outlet,  especially  in  its  bis-ischiatic  diameter, 
while  the  depth  of  the  pelvis  may  be  very  much  increased.  In 
one  of  Vincent's  cases  the  distance  between  the  tuberosities  was 
only  10  to  12  millimetres.* 

*  The  following  measurements  were  obtained  by  the  author  (April  30th, 
1897)  from  a  normal  still-born  full-blooded  negro  fetus,  at  term,  weighing 
about  eight  ix)unds: 
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In  dealing  with  the  surgical  anatomy  of  the  part  it  will  be 
well  to  remember  that  the  enteron  or  rectal  pouch,  as  it  is  ar- 
rested in  its  various  stages  of  development,  may  assume  certain 
relations  to  its  peritoneal  investment  that  are  variable  within 
wide  limits.  Even  when  the  bowel  descends  low  down  as  far 
as  the  coccygeal  region,  it  forms  a  projecting  pouch  which  is 
covered  by  serous  membrane  except  in  its  posterior  surface. 
This  is  the  reason  why,  as  Cripps  has  well  shown,  many  cases 

1 .  From  the  posterior  commissure  of  the  vulva  to  the  tip  of  the  coccyx,. 
3|  centimetres 

2.  From  the  posterior  margin  of  the  anus  to  the  tip  of  the  coccyx,  2  cen- 
timetres. 

3.  Bis-ischiatic  diameter,  2^  centimetres. 

4.  Distance  from  sacral  spine  to  tip  of  coccyx,  dorsal  measurements,  over 
soft  parts,  5  centimetres. 

5.  Length  of  sacrum,  dorsal  surface,  2i  centimetres. 

6.  Length  of  coccyx,  1^  centimetres.  (Both  of  these  last  measurements- 
confirmed  by  dissection. ) 

7.  Distance  from  the  upper  border  of  the  sacro  sciatic  notch  to  line  of 
base  of  sacrum,  2  centimetres. 

8.  The  index  finger  introduced  into  the  rectum  explored  the  entire  pelvi& 
up  to  the  sacro-vertebral  junction  as  far  as  a  point  10  centimetres  above  the 
anal  margin,  along  the  line  of  the  spine 

9.  The  finger  introduced  into  the  anus  6  to  8  centimetres  easily  touched 
the  vertebro-sacral  prominence  and  swept  readily  over  the  superior  brim 
to  the  pelvis. 

10  The  posterior  cul-de-sac  of  the  peritoneum  was  reached  at  2^  centi- 
metres from  the  anal  margin. 

Exploration  above  the  pelvic  brim  into  the  iliac  fossa  was  much  facilitated 
by  flexing  the  vertebral  column  and  tilting  the  pelvis  in  an  extreme  lithotomy 
position.  The  anus  and  rectum  are  easily  dilated,  and  yielding  without 
laceration  to  the  index  finger  of  the  operator.  After  dissection  it  was- 
found  that  the  coccyx  was  entirely  cartilaginous.  The  sacrum  was  also 
cartilaginous  up  to  the  tliird  sacral  vertebra,  and  could  be  cut  to  any  extent 
up  to  this  point  with  a  pair  of  common  dissecting  scissors.  Above  this 
point  there  were  centres  of  ossification  which  would  have  required  a  heavier 
pair  of  scissors  or  a  rongeur  forceps  if  further  excision  of  the  sacrum  to  its. 
base  had  been  contemplated. 

After  removal  of  the  coccyx  and  the  sacrum  up  to  the  third  sacral  verte- 
bra by  a  median  incision,  the  opening  made  easily  permitted  a  complete 
palpation  of  the  rectum  up  to  the  beginning  of  the  sigmoid  flexure.  The 
ileum  and  other  coils  of  small  intestine  could  also  be  dragged  to  the  wound, 
where  they  could  have  been  readily  opened  had  an  artificial  anus  been  re- 
quired. The  vagina,  vitenis,  and  appendages  could  easily  be  brought  to  the 
external  wound  ;  the  bladder  could  also  be  easily  palpated  and  inspected 
through  this  aperture.  The  facts  obtained  by  the  examination  of  this  nor- 
mal fetus  were  eminently  suggestive  of  the  possibilities  of  the  sacral  route 
in  the  class  of  cases  under  consideration,  and  were  confirmatory  of  tlie 
experience  already  obtained  with  Kraske's  method  in  the  adult. 
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of  simple  puncture  with  a  trocar  have  ended  in  peritonitis 
through  contamination  of  the  peritoneal  cul-de-sac  which  inter- 
venes between  the  anal  centre  and  the  rectum.  (Fig.  1.) 
When  the  enteron  is  arrested  higher  up  at  the  middle  of  the 
sacrum,  it  is  still  more  thoroughly  invested  by  peritoneum,  and 
this  accounts  for  the  frequent  accidental  tearing  of  the  peri- 
toneum, as  in  my  own  case  and  in  the  experiences  related  by 
Curling,  Guersant,  and  several  others.  When  the  gut  stops  at 
the  promontory,  of  the  sacrum  it  is  then  usually  provided  with 
a  complete  mesenter}',  and  the  distended  bowel  hangs  loosely 
in  the  pelvis  precisely  like  the  cecum  does  normally,  and  it  is 
impossible  to  reach  it  without  going  through  its  serous  cover- 
ings, as  Debout  (1885),  Delageniere  (1894),  and  others,  have 
demonstrated  by  actual  dissections.  With  these  facts  before 
us  we  can  easily  understand  the  ease  with  which  septic  con- 
tamination of  the  serosa  takes  place  when  deep  dissections  are 
made  in  the  pelvis  with  the  view  of  reaching  the  enteric  pouch 
subperitoneally. 

XII. 

PROCEDURES     SUGGESTED     WITH    THE    VIEW    OF    INCREASING 

THE   ANTERO-POSTERIOR  OR   SAGITTAL   DIAMETER 

OF   THE    PELVIC    OUTLET. 

First  among  these  we  must  mention,  in  chronological  order, 
the  removal  of  the  coccyx,  or  a  part  of  it,  as  suggested  by 
Amussat  in  1834  and  applied  by  him  in  a  case  reported  on 
November  28th,  1835.  We  have  already  sufficiently  explained 
Amussat's  operation  and  the  reasons  which  led  him  to  extend 
his  perineal  incision  to  the  coccygeal  region. 

This  suggestion  of  Amussat,  which  really  entitles  him  to  the 
credit  of  being  the  father  of  the  sacral  route,  appears  to  have 
been  forgotten  by  the  French  themselves.  They  usually  refer 
to  the  excision  of  the  coccyx  as  an  original  suggestion  of  Ver- 
neuil,"  who,  though  himself  most  conscientious  and  learned  in 
historical  matters,  appears  to  have  overlooked  Amussat's  un- 
doubted claim  to  priority,  for  he  does  not  mention  Amussat's 
case  or  his  suggestion,  in  his  first  exhaustive  paper  before  the 
Societe  de  Chirurgie  de  Paris,  in  1873,  and  entitled  "The  Re- 
section of  the  Coccyx  to  Facilitate  the  Formation  of  a  Perineal 
Anus  in  cases  of  Imperforate  Rectum."  He  states  that  the 
value  of  coccygeal  resection  had  occurred  to  him  as  far  back  as 
1853,  when  practising  Amussat's  simple  proctoplasty  on  the 
-cadaver,  etc.     He   thus  refers  to  Amussat's  simple   perineal 
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incision,  without  alluding  in  any  manner  to  Amussat's  coc- 
cygectomy,  which  Yerneuil  evidently  considers  his  own  idea. 
Bodenhammer,  however,  in  1860,  long  before  Verneuil  pub- 
lished his  memoir  of  1873,  had  made  English  readers  fami- 
liar with  Amussat's  prior  claim  in  this  direction,  so  that  Ameri- 
can and  English  writers  have  occasionally  referred  to  coccy- 
geal resection  in  these  cases  as  Amussat's  operation,  while  the 
French  have  been  steadily  designating  it  as  Verneuil's.  I  have 
lingered  over  this  point  because  the  resection  of  the  coccyx  un- 
questionably marks  the  first  step  in  the  evolution  of  Kraske's 
sacral  resection.  It  is  undeniable,  however,  that  it  is  due  to 
Verneuil's  enthusiastic  advocacy  of  this  procedure,  and  the 
brilliant  results  which  he  obtained  by  this  means,  that  the 
suggestion  was  revived,  especially  in  France.  Kocher,'''  of 
Berne,  in  1874,  and  Lange,"  of  New  York,  1883,  also  inde- 
pendently practised  coccygectomy,  in  order  to  gain  a  more 
ready  access  to  the  pelvis  while  extirpating  rectal  carcinoma; 
but  the  credit  remains  with  Verneuil  for  having  familiarized 
the  modern  generation  with  the  value  of  this  procedure  in  con- 
genital and  rectal  imperforation.  Verneuil  advised  the  early 
excision  of  the  coccyx  by  prolonging  the  median  perineal  inci- 
sion over  this  bone,  which  he  enucleated  with  great  care,  so  as 
not  to  injure  the  muscles  and  soft  parts  that  were  attached  to 
it.  There  is  no  doubt  but  that  this  can  be  done  without  seri- 
ously disturbing  the  tendinous  attachments  of  the  sphincter, 
coccygeus,  and  levators,  and  is  a  most  valuable  means  of  en- 
larging the  field  of  the  operation.  Even  when  this  is  not  abso- 
lutely necessary,  says  Verneuil,  the  performance  of  coccygec- 
tomy, at  an  early  stage  of  the  operation,  greatly  expedites  its 
termination  by  bringing  the  enteron  easily  into  view  and  by 
facilitating  its  fixation  to  the  wound  without  tension. 

Simple  cocc3"gectomy  [i.e.,  not  combined  with  sacrectomy) 
has  not  been  performed  very  often,  for  after  a  patient  search 
I  have  been  able  to  gather  only  sixteen  reported  cases  (up  to 
July,  1897).  These  cases  will  be  found  tabulated  in  the  accom- 
panying table.  They  are  all  serious  cases,  for  the  fact  that 
they  necessitated  the  removal  of  the  coccyx  indicates  that  the 
rectal  pouch  was  situated  high  up  and  was  inaccessible  by  the 
ordinary  perineal  incision.  This  accounts  for  the  heavy 
mortality,  sixt}'  per  cent,  which,  I  am  satisfied,  is  not  in  the 
least  attributable  to  the  excision  of  the  coccyx.  This  bone  is 
cartilaginous  in  the  new-born,  and  its  rapid  excision  can  be 
effected  with  sharp  heavy  scissors.     I  can  confirm  Verneuirs 
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statement  when  he  says  that  the  excision  of  the  coccyx  so 
greatly  facilitated  his  exploration  of  the  pelvis  that  he  was 
usually  able  to  find  the  rectal  pouch  in  a  few  minutes,  whereas 
he  had  lost  in  previous  cases  one-quarter  of  an  hour  or  more  in 
a  fruitless  search  by  the  simple  perineal  incision .     Though  not 
regarded  with  favor  by  Esmarch,  Anders,  and  others,   there 
can  be  no  question  that  the  Amussat-Verneuil  suggestion  is  a 
decided  help  in  many  cases  and  an  improvement  over  the  old 
methods.     An  objection  to  coccygeal  incision,  which  has  be- 
ll come  more  apparent  since  sacral  operations  have  been  more 
frequent,  lies  in  the  predisposition  to  prolapse  of  the  rectum 
which  it  induces,  and  to  which  we  shall  refer  in  another  place. 
In  connection  with  coccygeal  excision  we  would  refer  to 
two  other  suggestions — viz.,    the   perineal  incision   extended 
through  the  middle  of  the  cartilaginous  coccyx  without  extir- 
pation, as  successfully  practised  by  Polaillon  "  (1875).     Delens  '^ 
(1874)  suggests  that  this  bone  be  displaced  backward  without 
removing  it,  as  successfully  done  by  himself,  and   since  by 
Esmarch,  Anders,  and  Hawkes.'" 

Incidentally  we  would  state  that  Byrd,"  of  Quincy,  111.,  was 
the  first  to  apply  coccygectomy  in  this  country,  in  a  successful 
operation  for  imperf oration  in  1880.  He  credits  Verneuil  en- 
tirel)^  with  the  suggestion. 

(We  shall  again  refer  to  the  results  obtained  by  simple  coc- 
cygectomy when  reviewing  the  tabulated  cases  presented  in 
Table  I.) 

XIII. 

RESECTIOX   OF   THE  SACRUM. 

Nothing  was  more  natural  after  the  extirpation  of  the  coccyx, 
when  great  difficulties  presented  themselves  in  the  way  of 
reaching  the  dilated  rectal  pouch  or  of  attaching  it  to  the 
skin,  than  to  advance  a  step  further  and  to  increase  the  gap 
in  the  pelvis  by  sacrificing  a  part  of  the  sacrum.  Nevertheless 
the  important  and  close  relation  of  this  bone  to  the  sacral 
nerves  and  vessels,  and  the  fear  of  opening  the  sacral  canal, 
caused  this  osseous  barrier  to  be  respected  until  very  recent 
times.  In  fact,  it  was  not  until  the  feasibility  and  advantages 
of  sacral  incision  had  been  proclaimed  and  demonstrated  by 
Kraske"  in  his  papers  of  1885,  188G,  1887  that  the  isolated 
experience  and  opinions  of  previous  operators  like  Barden- 
heuer''  (1880),  and  the  antecedent  work  done  in  coccygectomy, 
aroused  serious  interest  in  the  sacral  route  as  a  legitimate  pro-] 
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cedure.  Then  followed  the  numerous  repetitions  of  Kraske's 
operation  for  the  relief  of  cancer  by  Rinne,  Israel,  Schonbron, 
in  188G,  and  subsequently  by  Bardenheuer,  Schede,  Lauenstein, 
Bruns,  Koch,  Roux,  Levy,  Hochenegg,  Heinecke,  Rydygier, 
Rhen,  with  other  various  and  more  or  less  valuable  modifica- 
tions with  which  we  are  acquainted.  Then  came  the  applica- 
tion of  Kraske's  suggestion  to  gynecological  practice  by  Hegar 
and  Wiednow  in  1889,  and  later  by  Pozzi,  Terrier,  Routier, 
Richelot  '°  for  removal  of  the  uterus  and  appendages  in  ad- 
vanced cases  of  diffused  malignant  disease.  Then  other  opera- 
tors have  followed  with  numerous  observations,  so  that  in  a 
little  over  a  decade  hundreds  of  observations  have  accumulated 
which  eloquently  attest  the  high  estimate  placed  by  the  pro- 
fession upon  the  value  of  this  new  procedure  as  a  more  direct 
avenue  to  the  pelvic  viscera. 


XIV. 

APPLICATION   OF    THE   SACRAL   ROUTE   TO   CONGENITAL 
ANO-RECTAL   IMPERFORATION. 

Notwithstanding  numerous  precedents,  and  the  great  activ- 
ity displayed  in  all  countries  in  the  application  of  Kraske's 
operation  to  the  rectal  and  pelvic  surgery  of  the  adult,  we  find 
that  it  is  only  very  recently  indeed  that  resection  of  the  sa- 
crum has  been  adopted  in  difficult  cases  of  imperforate  rectum. 
The  first  published  records  that  I  can  find  in  which  the  sacral 
route  was  utilized  are  mentioned  in  the  thesis  of  Maitre,  of 
Lyons,  which  appeared  in  June,  1887,  and  were  gathered  from 
the  clinics  of  Prof.  Vincent,  of  that  city.  Vincent's  cases " 
were  also  reported  to  the  Societe  Rationale  de  Medecine  of 
Lyons,  March  14th,  1887.  Morestin,  in  his  remarkable  and 
exhaustive  thesis  on  Kraske's  operation,  published  in  1894,  de- 
votes a  short  chapter  to  the  possible  applications  of  the  sacral 
route  to  the  surgery  of  congenital  imperforations  and  defects, 
and  refers  to  the  extensive  resections  practised  by  Kraske  and 
Bardenheuer  in  adults,  but  fails  to  mention  Vincent's  or  any 
other  cases.  As  Kraske  in  his  three  papers,  and  Bardenheuer 
(1887),  and  Anders  (1893)  who  is  thoroughly  familiar  with  the 
literature  of  the  subject,  do  not  report  any  actual  applications 
of  this  method  to  this  class  of  cases,  and  after  carefully  exam- 
ining the  references  in  the  Index  Medicus  to  the  present  date 
(August  1st,  1897),  I  conclude  that  Vincent  was  the  first,  in 
42 
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1887,  to  attack  the  sacrum  for  imperforation.  As  we  shall  see, 
jhowever,  A'^incent,  as  he  is  represented  by  his  pupil  Maitre, 
preferred  sacrotomj^  and  parasacral  incision  to  sacrectomy,  and 
now  favors  the  parasacral  incision  altogether,  which  he  believes 
accomplishes  all  the  purposes  of  sacro-coccygectomy.  without 
permanently  damaging  the  pelvic  skeleton,  and  with  less  shock 
to  the  patient. 

We  shall  now  pass  in  review  the  individual  cases  in  which 
-sacro-coccygectomy  or  the  sacral  route  has  been  applied  for 
the  relief  of  congenital  imperforation.  as  a  preliminary  to  a 
-final  estimate  of  the  value  of  the  operation. 

The  following  is  an  abstract  of  Vincent's  cases  in  which  the 
sacral  route  was  adopted  b}'  himself  and  Maitre: 

Case  I.,  September,  1887. — Male  infant,  age  24  hours.  Com- 
plete absence  of  anus.  Operated  at  night.  Meteorism  begin- 
ning. No  bulging  of  perineum.  No  meconium  in  urine. 
Lithotomy  position.  No  anesthetic.  Median  perineal  section, 
5  to  6  centimetres,  from  root  of  scrotum  to  tip  of  coccyx.  No 
pouch  in  depth  of  perineal  wound.  Peritoneum  ijurposely 
opened.  Bladder  presented  and  recognized  by  catheter.  Coc- 
cyx cut  in  half,  and  sacrum  divided  up  to  its  middle  portion 
{milieu  de  sa  hauteur).  The  parts  are  then  retracted  laterally 
and  the  ampulla  is  recognized,  seized  with  forceps,  and  gently 
guided  to  the  surface.  Anus  permanently  fixed  and  opened  at 
a  point  4  centimetres  from  the  scrotum  at  the  junction  of  the 
sacrum  and  coccyx.  The  new  anus  admits  thumb  easily. 
Child  died  October  3d,  apparently  from  causes  independent  of 
operation. 

Case  II.,  Vincent,  Lyons,  April  27th,  1887.— Male,  age  38 
hours.  No  anus;  pelvis  contracted:  ischial  tuberosities  only 
10  to  12  millimetres  apart.  Perineal  incision  and  immediate 
resection  of  coccyx,  as  there  is  no  working  space  in  perineum 
to  reach  guide  in  bladder.  Coccygeal  incision  carried  high 
up  along  left  border  of  sacrum  to  the  highest  level  of  the 
sacro-sciatic  notch.  Peritoneum  opened.  Careful  exploration 
of  pelvis  discloses  total  absence  of  rectal  pouch.  The  finger 
introduced  above  the  superior  pelvic  strait  into  the  iliac 
fossa,  and  a  bowel,  which  Vincent  takes  to  be  the  sigmoid 
■colon,  is  brought  down.  Closer  examination  reveals  that  it  is 
the  terminal  pouch  of  the  colon  held  by  mesentery.  It  is 
brought  down  and  stitched  to  the  upper  limit  of  parasacral 
wound  at  the  highest  level  of  the  sacro-sciatic  notch.  Three 
days  after,  child  dies  of  exhaustion.     Autopsy  shows  no  peri- 
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Gonitis.  The  rectal  pouch  firmly  attached  and  adherent  to 
skin,  and  no  damage  done  to  parasacral  structures. 

Case  III. — Ceci,  of  Genoa,*  describes  a  case  of  atresia  ani 
successfully  operated  by  Bardenheuer  s  method  of  sacral  resec- 
tion, March  30th,  1890.  Male  infant,  age  2  days,  well  formed. 
Distended  abdomen;  anal  orifice  normal,  terminating  in  a  blind 
pouch  at  a  depth  of  1  centimetre.  The  anal  cul-de-sac  was 
freely  incised  up  to  the  level  of  the  tip  of  the  coccyx.  A  cathe- 
ter introduced  in  bladder  revealed  that  the  pelvis  was  occupied 
by  the  bladder  and  urethra.  Incision  then  prolonged  upward 
to  the  middle  of  the  sacrum.  The  coccyx  and  the  sacrum 
were  exposed,  the  sacro-sciatic  ligament  was  divided,  and  the 
sacrum  cut  transversely  on  a  level  with  sacro-sciatic  notch  and 
removed  with  the  coccyx.  The  parasacral  tissues  were  retracted 
in  the  median  line  and  carefully  separated  with  a  blunt  director 
in  the  direction  of  the  hollow  of  the  sacrum,  with  the  catheter 
acting  as  a  guide. 

After  dissecting  for  a  depth  of  3  or  4  centimetres  the  rectal 
ampulla  was  identified  as  a  very  thin-walled,  almost  trans- 
parent, pouch.  This  was  isolated  with  great  care,  and  was 
finally  brought  down  to  the  upper  border  of  the  normal  anus, 
where  it  was  finally  sutured  and  incised.  An  abundant  flow 
of  meconium  followed.  The  posterior  anal  margin  and  coccy- 
geo-sacral  wound  were  closed  with  metallic  sutures.  The  child 
recovered  rapidly,  and  was  entirely  well,  when  a  capillary 
bronchitis  set  in  and  carried  it  off  on  the  seventeenth  day  after 
the  operation,  f  In  this  case  the  following  points  are  worthy 
of  notice:  the  extensive  sacral  resection,  the  position  of  the 
rectal  pouch  high  above  the  pelvic  floor,  the  successful  suture 
of  the  rectal  ampulla  to  the  sacral  cul-de-sac. 

Case  IV.  was  operated  by  H.  L.  Burrell,  of  Boston,  Novem- 
ber 34th,  1891,  and  has  been  recently  reported  by  F.  A.  Hig- 
gins.J  Male,  age  4  days.  General  condition  good,  though 
abdomen  tender  and  distended.  Anus  formed  and  admitted 
the  tip  of  a  little  finger  to  a  depth  of  nearly  an  inch  and  a  half. 
A  sense  of  fluctuation  was  imparted  to  the  finger.  Median  in- 
cision from  the  posterior  margin  of  anus  to  dorsum  of  sacrum. 
The  coccyx  and  left  half  of  the  sacrum  up  to  the  second  fora- 

*  "  Operazioni  sul  retto,"  1891,  p.  14. 

t  Quoted  by  Sieiir,  Archives  pi'ovinciales  de  Chirurgie,  March  1st,  1897, 
p.  185. 

X  Boston  Medical  and  Surgical  Journal.  May  Utli,  1896,  No.  30,  pp.  485, 
486. 
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men  were  excised  with  bone  forceps.  An  opening  of  sufficient 
size  was  thus  obtained,  with  the  rectum  lying  exposed  directly 
in  front.  The  rectal  and  anal  portions  of  the  intestine  were 
continuous,  and  the  obstruction  found  to  be  due  to  a  membra- 
nous diaphragm  stretched  across  about  two  inches  above  the 
anal  opening.  The  anus  dilated,  the  diaphragmatic  partition 
punctured  from  below,  the  opening  stretched,  and  the  external 
wound  was  sutured.  The  punctured  diaphragm  was  dilated 
every  three  or  four  days  while  the  child  remained  in  the  hospi- 
tal. Recovery  was  uneventful.  Discharged  from  the  hospital 
on  the  tenth  day.  The  boy  was  4  3'ears  old  when  the  report 
was  published,  is  now  perfectly  well  and  has  perfect  control 
of  the  sphincter. 

Case  V.  is  reported  by  Chaput.*  The  date  of  the  operation 
is  not  stated  nor  the  age  of  the  infant.  The  operator  says  : 
Failing  to  reach  the  gut  by  the  perineum,  a  vertical  incision 
was  made  in  the  left  iliac  fossa.  The  sigmoid  flexure  was  then 
sutured  to  the  abdominal  wound,  as  in  colotomy,  and  opened. 
A  probe  was  introduced  down  to  the  rectal  end  of  the  bowel, 
and  an  effort  was  made,  but  unsuccessfully,  to  make  the  rec- 
tal pouch  project  at  the  perineal  wound.  The  coccyx  was 
now  excised,  and  1  or  2  centimetres  of  the  sacrum  resected. 
After  this  the  tip  of  the  probe  was  felt  through  the  walls  of 
the  bowel  in  the  perineal  wound,  and  then  the  pouch  was  in- 
cised. But  it  was  still  found  impossible  to  drag  the  mucosa  to 
the  skin,  probably  because  of  the  previous  anchoring  of  the 
sigmoid  colon  in  the  inguinal  wound  where  it  had  been  su- 
tured. To  prevent  the  obliteration  of  the  inferior  orifice,  a 
rubber  tube  was  inserted  in  the  rectum  and  made  to  come  out 
through  both  the  inguinal  and  perineal  openings.  The  child 
recovered  from  the  operation,  but  died  in  two  months  from 
neglected  diarrhea. 

Chaput  remarks  that  when  the  ordinary  perineal  incision  is 
insufiicient  either  to  recognize  or  to  create  a  lower  pelvic  outlet 
for  the  gut,  this  may  be  done  by  extending  the  incision  to  the 
sacrum. 

Case  VI.  was^operated  by  Poisson.  of  Nantes,  in  1892.  f  Fe- 
male infant,  age  not  stated,  anus  well  formed.  The  anal  cul- 
de  sac  is  2  centimetres  deep,  at  the  bottom  of  which  a  bluish 
membrane  is  recognized  as  a  diaphragm  bj'  means  of  an  anal 
speculum.     The   family  physician   made  an  incision   of  two 

*  "  Des  operations  sur  Tintestin.  etc.,"  Paris,  1892,  p.  131. 

f  Soc.  med.  de  Nantes,  December  lotli,  1895;  quoted  from  Sieur,  loc.  cit. 
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"millimetres  in  depth,  but  no  meconium  escaped.  The  next  day 
Poisson  made  a  deeper  incision  and  was  able  to  introduce 
a  gum  catheter  a  distance  of  15  or  20  centimetres  in  depth.  A 
little  serous  fluid  escaped  through  the  catheter,  and  the  opera- 
tor supposed  that  he  had  penetrated  the  peritoneal  cavity. 
Kraske's  operation  was  then  adopted.  The  posterior  perineal 
raphe  was  incised  throughout  its  thickness,  and  the  coccyx, 
with  2  or  3  centimetres  of  the  sacrum,  was  removed. 

The  bowel  was  now  readily  recognized  through  the  incision 
and  was  brought  out  to  the  level  of  the  skin,  where  it  was  in- 
cised and  sutured.  The  operative  sequelae  were  of  the  simplest 
kind,  with  the  exception  of  a  procidentia  of  the  rectum,  which 
was  reduced  permanently  (?)  by  iodoform  packs. 

Sieur,  in  his  commentary  upon  this  case,  says:  "We  would 
only  criticise  M.  Poisson's  operation  in  one  respect,  and  that 
is  that  he  did  not  try  to  utilize  the  existing  anal  orifice  and 
thus  obtain  a  complete  restitution  ad  integrum,  as  was  done 
in  Ceci's  case. ''  This  criticism  would  also  partially  apply  to 
my  own  case  (to  follow)  and  others,  but  the  reply  is  that  com- 
plete entero-proctorrhaphy  is  not  always  a  simple  procedure 
and  is  likely  to  be  followed  by  stricture.  It  would  be  prefer- 
able, as  stated  elsewhere,  when  the  anal  cul-de-sac  cannot  be 
readily  sutured  to  the  enteron,  that  it  be  entirely  removed  by 
careful  dissection,  with  proper  regard  for  the  muscular  fibres, 
and  that  the  mucous  membrane  of  the  enteron  be  substituted 
in  its  place. 

Cases  VII.  and  VIII.  were  reported  by  Czerny  (Heidelberg) 
at  the  Twenty-second  Congress  of  German  Surgeons,  held 
April,  1893.  The  precise  date  of  these  operations  is  not  given 
in  the  abstract  of  the  proceedings.  In  speaking  of  Kraske's 
operation  Czerny  says:  "I  was  less  fortunate  in  two  cases  of 
atresia  ani  in  which  the  ordinary  perineal  incision,  which 
was  first  tried,  did  not  attain  the  good  desired.  In  one  case 
the  atresia  recti  was  about  2^  centimetres  above  the  anal  open- 
ing, and  in  the  attempt  to  operate  by  the  perineal  route  I  could 
not  find  the  intestine.  In  this  case,  for  the  first  time,  I  did 
an  osteoplastic  operation,  resecting  the  os  sacrum  and  the 
OS  coccyx  according  to  the  method  lately  recommended  by 
Rydygier,  and  even  before  him  bj^  Rheu,  which  is  as  follows: 
first,  a  left  parasacral  incision,  then  a  cross-incision  at  the  level 
of  the  fourth  sacral  vertebra,  then  chiselling  this  and  turning 
over  the  fifth  sacral  vertebra  and  coccyx,  in  which  manner  the 
operator  can  better  expose  the  pelvic  cavity  than  by  any  oth 


662  MATAS:    SURGICAL   TREATMENT   OF 

osteoplastic  operation.  In  this  way  I  succeeded  very  easily  irt 
finding  the  lower  end  of  the  rectum  and  was  able  to  make  an 
anal  opening  at  the  right  spot.  Unfortunately,  the  child,  which 
was  weak,  died  of  a  peritonitis  which  followed  a  puncture  pre- 
viously made  with  a  trocar,  and  the  peritonitis  had  nothing  to 
do  with  the  sacral  operation. 

''  In  the  second  case  I  again  tried  the  osteoplastic  operation, 
because  in  the  position  of  the  rectum  at  the  lowest  pole  of  the 
axis  of  the  body  a  parenchymatous  organ  was  discovered, 
which  was  found,  on  closer  examination,  to  be  a  kidney.  Un- 
fortunately, even  through  the  sacral  opening  I  was  unable  to 
find  the  rectum,  since  the  entire  small  pelvis  was  filled  up  by 
the  kidney,  which,  as  it  turned  out  later,  was  the  only  one  in 
the  body.  There  then  remained  nothing  else  for  me  to  do  but 
to  sew  up  the  sacral  wound  and  to  do  a  colostoraia  iliaca.  The 
child  stood  the  operation  very  well,  lived  four  weeks,  and  the 
wound  was  completely  healed,  but  it  died  of  a  diarrhea."  * 

Case  IX.  was  reported  January  14th,  1891,  by  Prof.  Fochier, 
of  Lyons.  The  following  is  an  abstract  of  Commandeur's 
report  of  the  casef  :  "Male;  weight,  two  kilos,  five  hundred 
grammes;  2  days  old.  No  outward  deformity;  tympanites. 
Incision  from  anus  to  coccyx,  followed  by  resection  of  this  bone. 
No  pouch  could  be  discovered  in  the  wound.  Then  the  lower 
third  of  the  sacrum  was  removed.  Nothing  was  then  seen 
or  felt  but  a  layer  of  dense  connective  tissue.  The  perineal 
route  was  then  abandoned  and  an  artificial  anus  made  in  the 
groin.  The  operative  result  was  good,  but  green  diarrhea  set 
in  and  the  little  one  died  on  the  fourteenth  day  after  the  opera- 
tion. The  autopsy,  held  thirty-four  hours  after  death,  revealed 
healthy  peritoneum;  firm  adhesions  around  artificial  anus  in 
groin.  A  director  introduced  through  the  anus  into  the  colon 
and  downward  led  to  a  cul-de-sac  which  reached  the  lower 
third  of  the  sacrum,  where  it  could  have  been  easily  exposed 
by  the  perineal  wound  had  the  dissection  been  pushed  a  little 
further  through  the  subperitoneal  connective  tissue  in  front  of 
the  sacrum.  Tlie  rectal  pouch  was  almost  entirely  invested  by 
the  peritoneum  and  formed  a  meso  like  the  cecum.  The  anal 
cul-de-sac  was  entirely  separated  from  the  rectum,  and  there 
was  no  trace  of  the  classical  fibrous  cord  between  them." 

This  very  instructive  experience  convinced  Fochier  of  the 

*  "  Ueber  Sacrale  Operationen,"'  Verhandlungen  der  deutschen  Gesell- 
schaft  fiir  Cliiiairgie,  Berlin,  1898,  p.  .36,  2'ld  Congi-ess. 
\  Mercredi  medical.  Paris,  1894.  pp.  60.J-607. 
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advantages  of  early  intrapelvic  exploration  through  the  peri- 
toneum after  the  failure  of  subperitoneal  dissection  to  discover 
the  rectal  pouch.  Had  he  opened  the  peritoneal  cul-de-sac  he 
would  have  easily  found  the  rectal  ampulla  and  the  inguinal 
colotomy  would  not  have  been  required,  Commandeur,  wha 
voices  his  opinions,  then  formulates  a  mode  of  attack  through 
the  perineo-sacral  region  which  is  essentially  like  that  pro- 
posed by  Robson  in  1880,  though  Commandeur  is  evidently 
unacquainted  with  Robson *s  paper. 

Case  X.  occurred  in  my  own  practice,  and  has  been  reported 
in  detail  in  the  ]^ew  Orleans  Medical  and  Surgical  Journal 
for  July,  1897,  under  the  title,  "  Congenitally  Imperforate 
Rectum  with  a  Well-formed  Anus,  in  an  Infant  at  Term; 
Restoration  of  the  Anal  Outlet  (Proctoplasty)  after  Kraske's 
Operation  ;  Convalescence  Complicated  by  Whooping  Cough 
and  Procidentia  of  the  Rectum,  necessitating  Excision;  Re- 
covery, with  Partial  Control  of  the  Bowel." 

On  August  28th,  1894,  I  delivered  Mrs.  H.  W.  of  a  full- 
grown  male  infant.  The  anus  was  well  formed  and  the  geni- 
tals presented  no  abnormality  on  inspection.  I m perforation 
of  the  rectum  was  discovered  the  day  after  birth.  A  probe 
could  be  made  to  enter  the  anus  a  distance  of  three-quarters  of 
an  inch  from  the  anal  margin,  and  no  further.  The  little  finger 
introduced  into  the  anus  encountered  a  complete  membranous 
barrier  and  confirmed  the  existence  of  an  imperforate  anal  cul- 
de-sac.  At  11  P.M.,  forty  hours  after  birth,  and  without  anes- 
thetics, the  operation  for  the  relief  of  the  obstruction  was  begun. 
After  careful  antiseptic  preparation  the  infant  was  placed  on 
the  back  with  the  nates  raised  high,  the  thighs  flexed  and  pro- 
jecting beyond  the  edge  of  a  hard  pillow  in  an  exaggerated 
lithotomy  position.  Sufficient  illumination  was  obtained  by 
several  lamps.  An  attempt  was  first  made  to  determine  the 
distance  of  the  rectal  pouch  by  introducing  a  long  needle^ 
attached  to  an  aspirating  syringe,  in  the  direction  of  the  hollow 
of  the  sacrum  and  upward.  This  was  introduced  a  distance  of 
over  two  inches  by  penetrating  the  anal  cul-de-sac,  which  was 
not  tense  or  bulged  when  the  child  cried.  In  view  of  negative 
results  a  formal  perineal  dissection  was  begun.  A  grooved 
director  was  introduced  into  the  anus  as  far  as  it  could  ge 
without  perforating  the  cul-de-sac,  and  an  incision  was  made 
in  the  median  line  through  the  posterior  anal  margin  to  the 
coccyx.  As  nothing  appeared  in  the  wound  at  this  stage  of 
the  operation  which  could  suggest  the  appearance  of  the  rectal 
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ponch,  the  incision  was  carried  higher  up  to  the  base  of  the 
coccyx,  which  was  cartilaginous  and  was  easily  excised  by 
enucleation  without  much  disturbance  to  the  soft  parts.  The 
removal  of  the  coccyx  left  an  opening  which  readily  admitted 
the  little  finger  for  its  whole  length  into  the  pelvis,  and  greatlj'' 
facilitated  exploration.  The  lips  of  the  wound  and  nates  were 
now  fully  retracted  and  careful  search  made  for  the  missing 
rectal  pouch  by  dissecting  the  loose  recto-perineal  connective 
tissue.  After  this  a  dark-brownish  mass  was  indistinctly  recog- 
nized as  an  occluded  rectal  pouch.  An  attempt  was  now  made 
to  seize  the  mass  with  hemostatic  forceps  and  to  drag  it  down 
to  the  edge  of  the  coccygeo-perineal  wound.  As  this  opening 
"was  insufficient,  and  it  was  evident  that  any  forcible  attempt  at 
traction  upon  the  mesenteron  would  end  in  a  premature  rup- 
ture of  the  gut  and  an  inability  to  form  a  proper  artificial  anus, 
I  decided  to  remove  as  much  of  the  sacrum  as  would  be  required 
to  permit  of  more  direct  exposure  of  the  pelvic  contents,  and 
also  allow  of  more  easy  introduction  of  the  finger  or  instru- 
ments into  the  pelvic  cavity,  with  the  view  of  clearing  the 
rectal  end  of  its  attachments,  thus  permitting  me  to  drag  it 
down  to  a  safe  anchorage  at  the  sacral  outlet. 

To  resect  the  sacrum  was  a  very  simple  procedure,  as  the 
bone  was  still  cartilaginous  and  could  be  cut  through  with 
strong  blunt-pointed  scissors  with  less  difficult}^  than  would  be 
experienced  in  cutting  through  heav}^  cardboard.  With  a  few 
clips  of  the  scissors  a  considerable  fragment  of  the  sacrum  was 
removed  up  to  a  point  corresponding  to  the  highest  level  of  the 
fourth  sacral  vertebra.  The  sacral  excision  was  central  at  the 
coccygeal  line,  but  marginal  and  to  the  left  as  it  advanced 
upward.  A  feuestrum  was  thus  made  in  the  posterior  wall  of 
the  pelvis  which  permitted  an  easy  exposure  of  the  missing 
bowel  and  peritoneum.  By  gently  insinuating  the  index  finger 
between  the  anterior  surface  of  the  sacrum  and  the  tissues  in 
front  of  it,  the  rectal  pouch  was  sufficiently  mobilized  to  permit 
it  to  appear  at  the  sacro-coccygeal  opening  without  dangerous 
traction.  The  peritoneum  almost  completely  surrounded  the 
gut,  which  presented  a  distended,  sausage-like  appearance,  of  a 
dark-bluish  color.  The  peritoneal  covering  was  particularly 
adherent  at  the  lower  end  of  the  pouch,  and  here  the  serosa 
was  unavoidably  torn  by  manipulations.  The  rent  in  the  peri- 
toneum was,  however,  easily  closed  by  a  few  catgut  stitches 
before  the  small  intestines  had  opportunity  to  prolapse  through 
the  opening.     It  was  now  recognized  that  the  gap  between  the 
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anus  and  the  rectum  was  considerable,  and  there  was  no  sign 
of  the  distinct  fibrous  cord  which,  according  to  some  observers, 
sometimes  connects  the  obliterated  rectal  and  anal  ends. 

The  dilated  anal  extremity  of  the  mesenteron  was  now  gently 
pulled  down  until  it  projected  beyond  the  edges  of  the  wound, 
and,  after  securing  it  at  opposite  points  with  artery  forceps, 
was  freely  opened  with  scissors  in  the  intervening  portion.  A 
flood  of  meconium  immediately  covered  the  field  and  continued 
to  flow  for  some  time  afterward.  In  the  meantime  the  parts 
were  constantly  irrigated  with  a  douche  of  warm  and  weaklj^ 
carbolized  water. 

In  consequence  of  the  evacuation  of  the  bowel  the  tension  of 
the  rectal  pouch  was  entirely  relieved,  so  that,  without  traction, 
the  bowel  could  be  brought  down  to  the  quite  low  level  of  the 
perineal  wound  in  easy  apposition  with  the  natural  anus.  The 
rectal  ampulla  was  then  sutured  to  the  proctodenal  cul-de-sac. 
The  skin  over  the  sacral  region  was  then  closed  with  a  few  silk 
sutures.  The  mode  of  suturing  the  anus  to  the  rectum  was 
peculiar  ;  I  found  it  difficult  to  suture  the  very  much  dilated 
rectal  ampulla  to  the  upper  segment  of  the  anal  inf  undibulum, 
owing  to  the  disproportion  between  the  two.  I  therefore  su- 
tured the  two  ends  together  in  the  manner  indicated  in  Fig.  2. 

I  have  since  concluded  that  in  a  similar  case  I  would  prefer 
to  excise  the  mucosa  which  lines  the  anal  cul-de-sac  completely 
to  the  margin  of  the  anus.  I  would  then  suture  the  edge  of  the 
rectal  ampulla  to  the  margin  of  the  anus,  being  especially  care- 
ful not  to  injure  the  submucous  tissues  with  the  sphincteric 
fibres.  The  objection  to  leaving  the  original  anus  in  situ  is 
mainly  that  the  interposition  of  the  mucous  membrane  of  the 
ampulla  in  its  posterior  segment  is  bound  to  act  as  a  wedge  of 
foreign  tissue  which  may  interfere  more  or  less  permanently 
with  the  efficient  contraction  of  the  sphincter. 

After  the  operation  the  child  was  washed  and  soothed  by  a 
general  immersion  in  a  tub  of  warm  water,  after  which  the  parts 
were  dusted  with  iodoform  powder  and  covered  with  gauze. 

Notwithstanding  the  extent  of  the  operation  the  baby's  con- 
dition was  excellent.  It  kept  up  a  continuous  cry  at  first,  but 
it  subsequentl}^  intermitted  with  the  less  painful  manipulations 
and  procedures  ;  after  the  final  bath  and  dressing  it  went  to 
sleep  very  quietly,  as  if  nothing  had  happened.  There  was  no 
loss  of  blood  of  any  consequence,  no  vessels  were  ligated.  and 
the  precautions  taken  to  keep  the  baby  warm  assisted  in  dimin- 
ishing shock.     On  the  fourth  day  marked  signs  of  whooping 


6Q6  MATAS:   SURGICAL  TREATMENT  OF 

cough,  which  was  epidemic  in  the  neighborhood,  became  mani-^ 
fest  and  for  some  time  threatened  the  final  success  of  the 
operation.  In  spite  of  this  condition  the  heaHng  of  the  wound 
progressed  rapidly  and  favorably.  The  bowels  moved  regu- 
larly, and  there  was  scarcely  any  irritation  in  the  neighborhood 
of  the  wounded  surface. 

The  frequent  paroxysms  of  pertussis  appear,  however,  to 
have  precipitated  another  complication  which  soon  compelled 
another  operation.  In  consequence  of  the  enlargement  of  the 
pelvic  outlet  by  the  coccygeo-sacral  resection  and  the  laxity  of 
the  anal  orifice  from  weak  sphincter  control,  the  rectum  began 
to  yield,  and  not  many  days  elapsed  after  the  violent  cough 
had  set  in  before  three  inches  of  prolapsed  rectum  protruded 
from  the  anus.  All  attempts  i:o  control  the  escape  of  the  bowel 
failed.  Consequently  on  September  20th,  twenty-eight  days 
after  the  first  operation,  I  amputated  three  inches  of  protruding 
rectum  by  a  simple  and  efficient  method  which  resembles  Kle- 
berg's procedure,  and  which  I  have  described  in  detail  in  the 
report  of  the  case  in  the  New  Orleans  Medical  and  Surgical 
Journal,  July,  1897. 

After  finishing  this  operation  I  found  it  necessary  to  circum- 
cise the  child  on  account  of  phimosis,  which  made  urination 
painful.  These  operations  were  followed  by  no  unpleasant  con- 
sequences, and  in  ten  days  the  child  was  entirely  well  with  the 
exception  of  an  incipient  inguinal  hernia,  which  became  less 
troublesome  as  the  cough  diminished.  It  is  also  worthy  of  note 
that  in  addition  to  the  anal  defects,  the  phimosis,  and  the  dis- 
position to  hernia,  the  child  was  born  a  unilateral  criptorchid, 
one  testicle  having  failed  to  reach  the  scrotum. 

After  this  event  the  child  continued  to  grow  and  to  do  well, 
though  he  was  more  fretful  and  less  vigorous  than  his  other 
little  brothers.  Last  summer,  or  about  one  year  and  a  half 
after  the  operation,  the  baby  was  brought  to  the  city  and  I  had 
an  opportunity  of  examining  it. 

The  child  has  normally  three  or  four  bowel  movements  a  day. 
It  is  difficult  to  ascertain  if  there  is  complete  bowel  control,  but 
the  finger  feels  a  decided  resistance  and  contraction  when  it  is 
introduced  a  short  distance  beyond  the  anal  margin.  When 
there  is  diarrhea,  which  is  not  a  rare  occurrence,  the  control  of 
the  bowel  is  almost  lost.  There  is  also  a  slight  tendency  to  a 
recurrence  of  prolapse,  though  in  much  less  degree  that  when 
this  condition  first  existed. 

While  the  chikl  has  thus  far  survived  and  is  apparently  in. 
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fair  condition,  it  is  evident  that  it  has  had  to  travel  over  a  very- 
rough  road. 

The  instructive  features  to  be  especially  noted  in  this  case 
are  :  1st.  That  without  the  increased  space  gained  by  Kraske's 
operation  I  would  have  been  compelled  to  perform  colotomy. 
2d.  That  the  resection  of  the  coccyx  and  the  sacrum  permitted 
not  only  an  easy  exploration  of  the  pelvis  and  recognition  of 
the  distended  ampulla,  but  that  it  allowed  the  bowel?  to  be 
sutured  to  the  anus  after  the  meconium  had  been  evacuated. 
3d.  That  the  advantages  obtained  by  the  sacral  dissection  dur- 
ing the  operation  have  been  in  part  offset  by  the  weakening  of 
the  pelvic  floor  caused  thereby.  4th.  That  this  could  be  obvi- 
ated in  future  by  applying  simple  median  sacro-coccygotomy, 
with  or  without  osteoplastic  flaps,  instead  of  the  typical  Kraske 
resection,  5th.  That,  notwithstanding  its  weakening  effects  on 
the  pelvic  floor,  the  Kraske  operation  in  this  case  is  far  more 
satisfactory  in  its  results  than  an  inguinal  colotomy. 

Case  XL  is  reported  under  the  heading,  "Successful  Lapa- 
ratomy  and  Kraske's  Operation  on  an  Infant  Two  Days  Old,  for 
Imperforate  Rectum,''  by  Dr.  J.  W.  Elliot,  of  Boston.*  It  is 
so  instructive  and  interesting  that  I  reproduce  it  almost  tex- 
tually:  "  May  1st,  1896,  an  infant  (female),  age  3  days,  was 
brought  to  the  Massachusetts  General  Hospital  with  the  his- 
tory that  it  had  passed  no  meconium  since  birth.  Weight,  six 
pounds  ten  ounces  at  birth.  Perfectly  formed  anus,  in  normal 
situation,  terminating  in  blind  pouch  less  than  one-fourth  of 
an  inch  deep.  The  little  finger  passed  into  the  vagina  failed 
to  reveal  distended  bowel. 

"  Operation. — Incision  from  anus  to  above  the  level  of  the 
top  of  the  sacrum.'  After  a  few  minutes'  dissection  it  became 
evident  that  the  lower  rectum  was  entirely  absent.  The  pos- 
terior wall  of  the  vagina  bulged  into  the  wound,  and  was 
opened  in  order  to  inspect  its  upper  end.  Coccyx  then  removed 
with  scissors,  but  no  portion  of  the  rectum  could  be  found. 
The  lower  part  of  the  sacrum  was  next  cut  out  on  the  left  side, 
up  to  about  the  third  foramen,  making  a  regular  Kraske  ope- 
ration. The  finger  was  then  pushed  in  just  in  front  of  the 
sacrum  to  a  considerable  depth,  but  the  bowel  could  not  be 
felt.  The  child  was  then  turned  on  its  back  in  the  Trendelen- 
burg position  and  the  abdomen  opened  in  the  median  line. 
The  urachus  and  the  bladder  were  met  lying  against  the  abdo- 
minal wall,  and  were  avoided.  The  lower  bowel  was  found  to 
*  Medical  News,  New  York,  October  ITtli,  1896. 
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consist  of  a  greatly  distended  pouch,  which  filled  the  abdomen 
and  seemed  to  spread  out  over  the  whole  pelvis,  but  not  enter 
it.  Its  distended  condition  prevented  its  being  pushed  into  the 
pelvis.  A  trocar  was  passed  in  through  the  sacral  wound, 
and,  yvith.  two  fingers  in  the  abdomen  to  guide  it,  was  pushed 
into  the  distended  bowel.  Gas  escaped  freely,  and  as  soon  as 
the  bowel  had  collapsed  it  was  pushed  down  in  front  of  the 
sacrum  until  it  was  caught  in  the  sacral  wound,  where  it  was 
opened  and  stitched  to  the  skin,  as  in  a  regular  Kraske  opera- 
tion. The  abdominal  and  perineal  wounds  were  quickly  closed 
with  sutures. 

"The  infant  bore  the  operation  remarkably  well.  Great 
care  was  taken  to  keep  it  warm.  It  was  fed  on  modified  milk 
(Ketch's  formula).  In  five  daj's  temperature  became  normal. 
Gas  and  feces  passed  freely  through  artificial  anus.  The  child 
gained  nearly  two  pounds  in  three  weeks,  and  was  discharged 
from  the  hospital  on  the  twenty- seventh  day  in  good  condition. 

"  The  child  was  in  excellent  health  three  months  after  the 
operation. "" 

Case  XII.  is  incidentally  referred  to  by  Prof.  W.  W.  Keen 
in  an  admirable  article  on  the  treatment  of  rectal  cancer,  etc., 
in  the  Therapeutic  Gazette,  May,  1897.  Prof.  Keen  has 
kindly  favored  me  with  the  notes  of  this  hitherto  unpublished 
case,  which  I  am  much  pleased  to  report  in  detail,  as  it  illus- 
trates several  unusual  features.  The  child  was  born  December 
27th,  at  11  A.M.,  and  the  operation  performed  December  29th, 
at  4  P.M.,  fifty-three  hours  after  birth. 

"  Congenital  imperforate  rectum  and  retention  of  urine  from 
unknown  cause;  Kraske's  operation.  Death  after  eighteen 
days  from  malnutrition.  T.  P.  C,  age  53  hours.  A  very 
feeble  infant.  The  child  had  neither  defecated  nor  urinated 
since  birth.  On  examination  the  anus  appeared  normal  in 
every  respect,  but  the  anal  portion  of  the  bowel  was  found  to 
be  only  about  one -third  of  an  inch  in  depth.  On  examination 
of  the  bladder  it  was  impossible  to  determine  how  full  it  was, 
as  the  belly  was  so  much  distended.  The  tympanitic  sound 
went  nearly  to  the  pubes.  On  attempting  to  introduce  an  in- 
strument into  the  bladder,  this  was  apparently  arrested  at  the 
membranous  or  prostatic  portion  of  the  urethra. 

"  I  did  an  ordinary  Kraske  operation,  removing  the  coccyx 
and  three-fourths  of  an  inch  of  the  sacrum,  which  was,  of 
course,  readily  divided  transversely  by  a  pair  of  ordinary 
scissors.     I  next  perforated  the  upper  end  of  the  anal  portion 
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of  the  rectum,  and  dilated  it  with  a  pair  of  hemostatic  forceps. 
I  then  passed  two  long  silk  sutures,  one  in  the  anterior  and  one 
in  the  posterior  part  of  the  blind  pouch  of  the  rectum,  and  the 
ends  were  drawn  out  through  the  anus.  I  opened  the  lower 
end  of  the  cul-de  sac  of  the  rectum,  and  then  immediately  drew 
the  open  end  through  the  anus  by  means  of  the  two  silk  sutures 
and  attached  it  to  the  perineum.  The  wound  was  then  care- 
fully cleaned,  as  it  had  been  slightly  filled  with  meconium. 
The  sacral  wound,  excepting  where  a  small  drain  of  iodoform 
gauze  was  placed,  was  then  closed.  Only  a  little  meconium, 
and  no  gas,  was  discharged  through  the  bowel;  but  in  order  to 
determine  its  patency  I  introduced  a  pair  of  hemostatic  forceps, 
which  passed  in  readily  up  to  the  handle.  I  next  did  a  supra- 
pubic cystotomy.  I  did  not  even  see  the  peritoneum;  the 
bladder  was  immediately  recognized  by  its  making  a  hernia 
into  the  wound  as  soon  as  the  bladder  wall  was  reached.  This 
was  opened,  and  not  over  two  or  three  drachms  of  urine  es- 
caped. An  instrument  could  then  be  introduced  into  the 
bladder  through  the  urethra.  What  the  nature  of  the  obstruc- 
tion was,  and  why  the  child  was  unable  to  urinate,  I  am  quite 
at  a  loss  to  determine. 

"The  temperature,  after  the  operation,  rose  to  100.2°,  but 
fell  to  normal  in  two  days.  The  child  died  eighteen  days  later 
from  malnutrition. 

"  The  secretion  of  urine  was  fully  established,  but  the  supra- 
pubic wound  was  not  healed  at  the  time  of  death,  and,  there- 
fore, the  urine  never  passed  through  the  urethra." 

After  this  contribution  was  written  the  details  of  the  follow- 
ing interesting  case,  which  occurred  in  this  city,  were  com- 
municated to  me  by  the  operator.  Dr.  Ernest  A.  White.  This- 
would  make  the  total  cases  of  Kraske's  operation  that  I  have 
been  able  to  collect  thirteen.  For  want  of  time  I  have  not 
been  able  to  modify  my  conclusions  in  accordance  with  thi& 
case.  The  case  is  properly  one  of  atresia  ano-vesicalis.  The 
anus  was  totally  absent,  and  the  colon  emptied  directly  into 
the  bladder. 

Dr.  White  describes  the  case  as  follows:  "When  called  to 
see  this  child  (M.  S.,  born  December  28th,  1895,  1  p.m.),  four 
days  after  birth,  I  found  it  in  great  pain  and  the  abdomen 
distended.  The  parents  acquainted  me  with  the  fact  that  the- 
child  had  had  no  passage  and  that  there  was  no  anal  opening. 
I  closel}^  examined  the  baby  and  found  the  anus  missing,  there 
being  only  a  darkened  spot  where  the  anus  should  have  been.. 
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I  was  also  told  that  the  child  had  passed  fecal  matter  with  the 
urine.     This,  then,   cleai'ed  up  the  nature  of  the  case.     I  at 
once  suggested  an  operation,  which  I  performed  on  the  same 
day,  January  1st,  1896,  at  2.30  p.m.     I  first  tried  to  reach  the 
gut  through  a  perineal  incision,  which  was  carried  up  for  some 
distance  into  the  floor  of  the  pelvis.     As  no  sign  of  the  rectum 
could  be  discovered,  I  removed  the  coccyx  and  a  portion  of  the 
sacrum.     Even  with  this  large  opening  I  failed  to  find  the 
ampulla.    The  peritoneum  was  opened,  and  some  coils  of  small 
intestine  presented  themselves,  but  they  were  at  once  replaced 
and  the  peritoneum  was  sutured.     I  then  concluded  to  perform 
laparo-colotomy,    closed   the  incision   made    posteriorly   with 
sutures,  and  made  an  oblique  incision  in  the  abdomen  a  little 
more  than  midway  between  a  point  two  inches  below  the  um- 
bilicus and  the  anterior  superior  spine  of  the  ilium.     When 
the  peritoneum  was  opened  the  bladder,  which  was  much  dis- 
tended, at  once  protruded  through  the  incision.     By  passing 
my  finger  into  the  cavity  I  could  easily  feel  the  colon,  as  it 
terminated  directly  into  the  bladder.     By  an  unfortunate  acci- 
dent the  thin  walls  of  the  bladder  were  punctured  with  the 
point  of  a  grooved  director,  and  a  jet  of  urine  stained  with 
meconium  and  gases  escaped  into  the  wound,  some  of  it,  no 
doubt,  entering  the  peritoneum.     I  passed  my  finger  around 
the  colon,  and  placed  a  silk  ligature  around  its  vesical  extremity 
and  a  band  of  sterilized  gauze  around  the  bowel  end,  with  the 
view  of  excluding  the  colon  from  further  communication  with 
the  bladder.     The  tubular  isthmus  was  then  cut  across  with 
scissors.     The  vesical  end   of  the   colon   was   then   carefully 
washed  and  closed,  and  allowed  to  drop  back  into  the  cavity, 
and  the  terminal  end  of  the  colon,  still  held  in  the  gauze  band, 
was  brought  to  the  level  of  the  skin,  where  the  mucosa  was 
sutured  with  silk  so  as  to  form  an  artificial  anus.     The  child 
appeared  to  be  relieved  by  the  free  discharge  of  meconium  that 
followed,  and  was  easy  for  three  hours  after  the  operation. 
Nevertheless  the  peritonitis  that  had  existed  before  the  opera- 
tion continued  unabated,  and  the  child  died  at  1.30  a.m.,  Jan- 
uarj^  2d,  1896,  or  eleven  hours  after  the  operation." 

This  was  an  exceedingly  unpromising  case  from  the  start,  ow- 
ing to  the  existence  of  peritoneal  infection  before  the  operation. 
It  is  possible,  had  the  condition  of  the  infant  permitted,  that  by 
previously  evacuating  the  bladder  the  communication  existing 
between  this  organ  and  the  colon  could  have  been  recognized 
and  severed  by  the  sacral  route.     The  condition  of  the  patient 
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was  SO  serious,  however,  that  the  operator  preferred  not  to 
delay  in  reaching  the  colon  by  the  upper  route.  In  dealing 
with  a  similar  case  I  would  adopt  the  method  of  inverting  the 
stump  of  the  colon  into  the  bladder,  just  as  in  Dawbarn's 
method  the  stump  of  the  shortened  appendix  (in  appendectomy) 
is  inverted  into  the  cecum.* 

*  While  this  article  is  going  tlirough  the  press  an  additional  case  of 
Kraske's  operation  (Table  II.-,  No.  14)  for  ano-rectal  iniperforation  has 
come  to  my  notice.  It  is  reported  by  Prof.  W.  J.  Brault,  of  the  Ecole  de 
Medecine  of  Algeria,  Africa,  in  the  Gazette  des  Hopitaux,  Paris,  August 
10th,  1897,  No.  90.  The  infant,  a  female  aged  2  days,  was  brought  to  Dr. 
Brault  for  treatment  February  3d,  1897.  It  was  in  a  very  exhaiisted, 
almost  moribund  condition.  An  attemi:)t  to  reach  the  gut  was  made  by 
perineal  incision  from  the  anal  infundibulum  to  the  coccyx  and  beyond. 
Nothing  to  indicate  the  presence  of  the  rectal  ampulla  was  discovered  in 
the  depth  of  the  wound,  and.  as  the  condition  of  the  child  did  not  justify 
further  extension  of  oi^eration  into  the  sacral  region,  a  left  iliac  colostomy 
was  performed,  from  which  the. child  promptly  recovered.  The  opening 
into  the  colon  was  made  in  a  manner  to  give  issue  to  the  meconium  with- 
out forming  an  eperon,  j^urposely  to  favor  the  final  restoration  of  the  anal 
outlet  in  the  futvire. 

At  the  end  of  three  weeks,  when  the  child  had  recovered  from  the  co- 
lostomy. Brault,  yielding,  against  his  judgment,  to  the  constant  entreaties 
of  the  parents,  performed  a  Kraske  resection,  with  a  view  of  restoi-ing  the 
normal  outlet.  This  operation  was  performed  February  23d.  A  long  inci- 
sion from  the  anal  orifice,  which  was  well  formed,  to  the  lower  third  of 
the  sacrum,  exjwsed  the  anal  infundibulvim,  the  posterior  vaginal  wall, 
the  uterus,  and  the  terminus  of  the  rectum,  which  ended  as  a  flat  tapering 
band  in  a  manner  resembling  the  mouthpiece  of  a  whistle  or  clarionet  (bee 
d  sifflet).  The  extreme  terminus  of  the  gut  was  recognized  by  introducing 
a  Benique  sound  as  a  guide  through  the  ojsening  of  the  iliac  anus  By 
keeping  this  guide  in  the  gvit  the  bowel  was  dissected  away  from  its  attach- 
ments in  the  pelvis  and  sutured  to  the  deep  layers  of  the  sacral  wound. 
The  blind  end  of  the  gut  terminated  near  the  middle  of  the  sacrum,  and, 
owing  to  its  high  termination  and  flattened  tip,  it  was  a  difficult  matter  to 
bring  it  down  to  the  level  of  the  \vound.  Nevertheless  the  functional  re- 
sult was  good.  The  feces  escaped  freely  through  the  new  anus,  and  the 
iliac  opening  became  inactive  and  was  becoming  rapidly  obliterated,  when, 
on  the  nintli  day  after  the  second  operation,  signs  of  progressive  malnutri- 
tion began  to  manifest  themselves  and  continued  until  the  eleventh  day, 
when  the  infant  died  in  complete  athrepsia. 

Brault  states  that  had  the  child  survived  the  sacral  operation  he  would 
have  attempted  to  transplant  the  original  anal  infundibulum  ■\\-ith  its 
sphincter  apparatus  in  a  sliding  flap  to  the  new  sacral  orifice,  hoping  in 
this  manner  to  secure  a  complete  fecal  control  of  the  sacral  outlet.  This 
is  certainly  an  ingenious  suggestion,  but  it  is  questionable  whether  the 
transjilanted  sphincters  could  be  made  serviceable  after  severing  their 
nervous  connections. 

(To  be  continued.) 
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A  PLEA  FOR  THE   RADICAL  OPERATION  FOR  HERNIA  AMONG 

THE   INSANE.' 


BY 

A.   T.   HOBBS,  M.D., 

Assistant  Physician  to  Asylum  for  Insane, 
London,  Ont. 


The  mechanical  displacement  of  normal  parts  of  the  ab- 
dominal wall,  the  protrusion  and  progressive  prolapse  of  ab- 
dominal viscera,  the  sequential  formation  and  elongation  of 
its  covering  of  peritoneum,  make  up  the  history  of  the  advent 
and  growth  of  a  hernia. 

Concurrent  with  its  development  are  discomfort  and  pain, 
often  so  severe  as  to  disable  the  patient  from  pursuing  any 
active  employment.  This  and  the  consciousness  of  the  ever- 
present  danger  from  impaction  of  the  contents  of  the  hernial 
sac  and  its  consequent  strangulation  tend  to  make  the  future 
of  the  affected  individual  an  unenviable  one. 

Hernial  protrusion  of  the  inguinal  t3^pe  is  the  prevailing  form 
of  abdominal  rupture,  affecting  the  male  sex  more  frequently 
than  the  female,  no  doubt  because  of  certain  inherent  defects 
of  the  larger  and  more  patulous  male  inguinal  canal,  and  also 
because  of  the  difference  in  vocation,  demanding  greater  physi- 
cal activity. 

The  percentage  of  hernia  occurring  among  the  male  popula- 
tion of  this  northern  continent  has  not  been  ascertained.  In 
the  Asylum  for  the  Insane  at  London,  with  which  I  am  con- 
nected, out  of  some  500  male  patients,  7  to  8  per  cent  have 
hernia. 

Taking  this  percentage  as  a  basis  and  estimating  the  male 
insane  population  of  similar  institutions  of  Canada  and  the 
United  States  at  90,000,  there  exist  at  least  some  6,000  patients 
who  have  the  additional  burden  of  a  rupture  to  render  more 
miserable  their  otherwise  often  hopeless  condition. 

The  management  of  this  complication  in  the  insane  by  the 
ordinary  palliative  method  as  used  by  the  profession  at  large 
— viz.,  by  the  adjustment  of  a  well-made  and  perfect-fitting 
trass,  and  the  constant  application  of  such  mechanical  support — 

'  Read  before  the  Ontario  Medical  Association  in  June,  1897. 
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is  an  almost  entire  failure.  Many  insane  patients  liaving  little 
or  no  self-control,  finding  a  truss  hurting  or  chafing  them  in 
the  slightest  degree,  destroy  or  throw  it  away  without  the 
least  compunction.  Others,  again,  have  an  aversion  to  the 
truss  and  cannot  be  induced  to  wear  one.  Some  who  wear 
trusses  tanper  with  them,  so  that  their  original  appearance  is 
lost  and  their  utility  as  a  mechanical  support  is  rendered  null. 
One  patient  managed  to  adjust  the  head  of  his  truss  at  such  an 
angle  that  an  opposite  deformity  was  produced,  and  instead  of 
the  usual  protruding  rupture  there  appeared  on  the  abdomen 
a  large  inflamed  cavit}-.  Another  patient,  having  a  mechani- 
cal turn  of  mind,  thought  he  would  improve  his  support.  He 
enlarged  the  head  and  increased  the  band  to  such  an  extent 
that  it  became  an  instrument  of  torture  instead  of  one  of  relief. 
The  inguinal  region  presented  such  a  mass  of  thickened  and 
hypsrtrophied  tissues  that  his  was  the  only  case  in  which  it 
was  impossible  to  follow  out  the  steps  of  the  Bassini  operation, 
and  as  a  consequence  the  only  hernia  which,  after  operation, 
shows  any  tendency  to  return.  Another  who  had  a  truss,  but 
had  thrown  it  away,  tried  to  retain  the  contents  of  the  hernia 
in  its  original  cavity  by  adjusting  a  long  woollen  comforter, 
knotted  and  twisted,  around  his  waist  and  thigh.  Needless  to 
say  his  ingenuity  failed  to  overcome  the  diflficulty. 

Impaction  of  the  contents  of  the  rupture  occasionally  occurs 
in  these  patients,  and  prompt  interference  aided  by  anesthesia 
is  necessary  to  save  them  from  strangulation.  When  you  con- 
sider that  a  majority  of  these  patients,  although  chronic  and 
hopeless  lunatics,  maintain  good  physical  health  and  are  likely 
to  live  to  a  good  old  age,  and  that  many  of  them  do  useful 
work  on  the  farm  and  gardens  and  in  the  workshops  of  the 
institution,  you  will  admit  that  some  attempt  should  be  made 
to  relieve  them  permanently  of  this  cause  of  annoyance,  thereby 
rendering  their  existence  a  little  more  comfortable  and  reliev- 
ing them  from  this  source  of  danger,  which  at  any  time  might 
place  their  lives  in  jeopardy.  In  my  experience  you  can  con- 
fer no  greater  boon  on  these  unfortunate  fellows  than  by  get- 
ting rid  of  such  an  encumbrance. 

The  question  now  presents  itself  as  to  the  best  method  of 
treatment  in  these  cases.  The  use  of  the  mechanical  support, 
as  I  have  shown,  is  a  poor  solatium.  There  remains  then  only 
one  avenue  of  relief  from  the  thraldom  of  rupture — that  of  sur- 
gical interference.  The  possibility  of  successful  operation  in 
hernia  on  the  insane  is,  I  think,  fully  demonstrated  by  the 
43 
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good  results  obtained  in  thirteen  out  of  fourteen  cases  that 
have  been  operated  on  in  the  London  Asylum  during  the  past 
two  years.  The  surgical  method  followed  out  in  the  thirteen 
successful  cases  followed  closely  the  lines  laid  down  by  Bas- 
sini.  Deviation  from  his  method  occurred  only  in  some  minor 
details  that  suggested  themselves  as  improvements  as  the  work 
progressed.  In  the  earlier  cases  drainage  from  the  lower 
angle  of  the  wound  was  adopted  for  the  first  twenty-four  hours. 
Latterly,  however,  better  success  has  followed  the  complete 
closure  of  the  wound,  after  thoroughly  drying  out  each  layer 
before  suturing  and  then  sealing  by  dressings  which  are  not 
disturbed,  unless  interfered  with  by  the  patient  or  because  of 
temperature  indication,  until  the  removal  of  the  superficial 
sutures  at  the  end  of  the  first  week.  Interrupted  sutures  of 
kangaroo  tendon  for  the'deep  layer,  and  a  continuous  suture, 
also  of  tendon,  for  the  middle  layer,  were  used  in  all  cases  after 
tying  off  and  cutting  away  the  sac  at  the  internal  ring. 

A  resume  of  the  fourteen  cases  records  the  variation  in 
hernial  contents  and  the  causation  of  any  retardation  in  recov- 
ery: 

Cases  1,  5,  7,  8,  10, 13,  and  14,  or  50  per  cent  of  those  operated 
on,  were  of  the  usual  order  and  their  convalescence  uneventful. 

Case  2  had  a  hydrocele  of  the  cord  complicating  his  hernia. 
The  cyst  was  emptied  and  injected  with  iodine. 

Case  3  had  an  empty  congenital  sac  alongside  the  hernial 
one.  He  was  very  restless  during  convalescence  and  removed 
the  dressings  nearly  every  night,  hiding  them  in  his  bed. 
Some  pus  formed  in  the  upper  angle  of  the  superficial  wound 
during  the  second  week  and  had  to  be  let  out.  Complete  re- 
covery rapidly  followed. 

Case  4  had  an  old  hematoma  filling  one  side  of  scrotum  com- 
plicating his  hernia.  The  left  testicle  had  entirely  disappeared. 
The  tumor  was  removed  at  the  time  of  the  hernial  operation. 
Recovery  was  uneventful. 

Case  6.  The  contents  of  the  sac  embraced  some  coils  of  the 
small  intestine,  the  cecum,  and  the  appendix.  These  were  re- 
turned into  the  abdominal  cavity.  Owing  to  the  mesentery  of 
the  appendix  and  cecum  being  attached  to  the  peritoneum  at 
the  internal  ring,  the  sac  had  to  be  opened  up  to  the  neck  and 
a  purse-string  suture  applied  to  close  off  the  abdominal  open- 
ing. The  after-results  were  good,  primary  union  in  the  wound 
taking  place. 

The  only  failure  to  carry  out  the  technique  of  Bassini,  and 
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tlie  only  case  in  which  the  hernia  showed  any  tendency  to 
return,  was  in  Case  9,  This  was  the  patient  who  had  recon- 
structed his  truss  on  his  own  ideas,  with  the  result  that  he  had 
injured  the  parts  over  the  inguinal  region  and  caused  such  a 
hypertrophj^  of  the  cord  that  it  was  found  impossible  to  com- 
plete the  operation  on  the  same  lines  as  were  carried  out  in  the 
others.  The  sac  was  tied  ofif,  removed,  and  the  parts  replaced 
in  the  normal  situation  and  sutured. 

Case  11  progressed  favorably  until  the  eighth  night  succeed- 
ing operation,  when  from  some  unknown  cause  hemorrhage 
occurred  beneath  the  superficial  fascia,  elevating  the  skin,  mak- 
ing it  tense  the  whole  length  of  the  wound,  forcing  its  way 
out  through  the  partially  united  incision,  saturating  the  dress- 
ing and  sheets.  The  patient,  a  very  restless  fellow,  seemed 
indifferent  to  this  state  of  affairs,  and  it  was  not  noticed  until 
the  day  nurse  attended  to  his  wants.  Then  the  superficial  in- 
cision was  reopened  for  three  or  four  inches  and  a  handful  of 
clots  removed  and  the  wound  packed  with  gauze.  The  cavity 
closed  up  rapidly  and  results  are  so  far  good.  This  was  the 
patient  whose  truss  had  made  a  cavity  for  itself  in  the  ab- 
dominal wall,  and  which  was  taken  away  from  him  a  month 
prior  to  the  operation  so  as  to  allow  the  parts  to  regain,  as  far 
as  they  would,  their  normal  contour. 

The  operation  in  Case  12  seemed  to  point  to  complete  success, 
but  on  the  fifth  day  the  temperature  ran  up  to  103°,  remaining 
elevated  for  two  or  three  days,  while  some  tenderness  and  hard- 
ness appeared  at  the  site  of  the  internal  ring.  It  was  thought 
advisable  to  put  the  patient  under  an  anesthetic  and  to  reopen 
the  wound  at  the  upper  end.  This  was  done,  allowing  of  the 
exit  of  a  quantity  of  foul-smelling  pus  which  had  collected  in 
the  neighborhood  of  the  stump  of  the  sac  and  had  seemingly 
burrowed  some  distance  into  the  wall  of  the  pelvic  cavity,  simu- 
lating an  appendicitis.  Infection  from  some  source  must  have 
been  introduced  at  the  time  of  the  operation  in  spite  of  every 
care.  Insertion  of  a  drainage  tube  packed  around  with  gauze 
was  followed  in  a  short  time  by  closure  of  the  abscess  cavity. 

These  patients  were  kept  in  bed  for  at  least  three  weeks  suc- 
ceeding operation.  Edema  of  the  cord,  varying  in  amount,  oc- 
curred after  each  operation;  this,  however,  gradually  subsided 
in  the  course  of  a  month  or  two,  recovery  being  hastened  by  the 
use  of  a  testicular  suspensory  bandage  when  the  patient  was  on 
his  feet. 

The  fourteen  cases  were  equally  divided  as  to  region,  seven 
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being  left  inguinal  and  the  remainder  right.  The  after-treat- 
ment of  these  cases  (as  already  detailed)  required  constant  care 
and  close  supervision  of  trustworthy^  and  intelligent  nurses. 
Difficulties  that  at  first  seemed  insuperable  have,  by  patience 
and  experience,  been  gradually  surmounted.  Age  made  no 
difference  in  deciding  on  operation,  providing  the  patient  was 
in  good  general  health  and  the  functions  of  the  body  were  in 
fair  order.  The  ages  in  the  fourteen  cases  ranged  from  30  to 
73.  No  mental  improvement  was  expected  as  a  result  of  the 
operation,  and  none  occurred. 

The  advances  made  in  modern  surgical  technique,  and  the 
perfection  that  aseptic  surgery  has  attained,  make  possible  and 
practicable  the  operation  for  radical  cure  in  at  least  90  per  cent 
of  all  cases  of  hernia.  By  the  operation  physical  comfort  is 
greatly  enhanced,  as  is  equally"  the  capability  of  the  patient  for 
useful  work.  I  see  no  valid  reason  why  operative  treatment 
should  not  be  adopted  in  all  institutions  similar  to  that  at  Lon- 
don which  are  devoted  to  the  care  of  these  national  wards. 

The  principal  lesson  taught  by  our  experience,  as  above  given, 
is  that,  whether  in  the  insane  or  sane,  operative  interference 
in  these  cases  is  attended  with  but  a  minimum  of  danger,  and 
may  be  so  conducted  as  to  be  almost  uniformly  successful,  and 
that  in  the  vastly  greater  number  of  cases  of  hernia,  and  espe- 
cially where  this  exists  in  the  insane,  it  is  much  preferable  to 
the  old  method  of  treatment  by  a  truss. 

Since  writing  the  above  two  more  cases  of  hernia  have 
been  operated  on  for  radical  cure,  one  being  a  right  inguinal 
and  the  other  a  left  femoral  hernia.  The  history  of  the  latter 
emphasizes  the  need  of  early  operation  in  these  cases  On  June 
12th  she  was  observed  to  vomit,  once  only,  b}'  her  cottage  at- 
tendant. No  recurrence  of  the  sickness  being  noted,  it  was 
put  down  to  an  attack  of  biliousness.  From  this  time  up  to 
June  IGtli  no  especial  notice  was  taken  of  her,  as  nothing 
unusual  was  apparent;  but  on  the  morning  of  that  date  the 
patient  had  an  attack  of  syncope.  Her  medical  attendant.  Dr. 
Buchan,  was  immediately  notified,  and  on  examination  found 
a  fair-sized  tense  tumor  in  the  right  femoral  region,  on  the 
lower  border  of  Poupart's  ligament.  She  was  at  once  trans- 
ferred to  the  infirmar}^  and  in  an  hour's  time  operation  was 
proceeded  with.  The  hernial  sac  was  filled  with  a  reddish 
serum  and  a  distended  coil  of  the  small  intestine  about  eight 
inches  long,  which  at  this  time  was  of  a  dark-purplish  color. 
The  constricting  band  was  the  neck  of  the  sac  itself  and  not 
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Gimbernat's  ligament.  This  band  was  incised  and  the  protrud- 
ing bowel  and  mesentery  were  gently  drawn  out,  freeing  the 
strangulated  portion.  For  some  thirty  minutes  a  hot  normal 
salt  solution  was  poured  on  the  injured  section,  with  the  object  of 
revivifying  the  stagnant  circulation  and  reinducing  peristaltic 
action,  which  was  absent  in  affected  parts.  At  the  end  of  that 
time  the  exposed  viscera  were  replaced  and  the  abdominal  cavity 
filled  up  through  the  opening  with  a  salt  solution.  The  edges 
of  the  ring  were  united  to  Pouparfs  ligament  by  sutures  of 
kangaroo  tendon  and  the  wound  closed  with  silkworm  gut. 
She  recovered  without  a  bad  symptom. 


A  CASE  OF  THE  PORRO  OPERATION;   RECOVERY   OF   MOTHER 

AND   CHILD. 


BY 

DAVID  BARROW,   M.D., 

Lexington,  Ky. 


(With  illustration.) 


Mrs.  H.,  44  years  of  age,  has  been  married  twenty-three 
years.  She  has  two  living  children,  one  20  and  the  other  15 
years  old;  one  miscarriage  between  the  birth  of  the  two  chil- 
dren. Five  years  ago  I  saw  her  for  the  first  time  in  consulta- 
tion with  a  medical  friend,  and  found  at  that  time  a  fibroid 
tumor  pretty  well  filling  the  pelvic  cavity.  She  was  losing  a 
good  deal  of  blood,  was  quite  anemic,  and  suffering  from  pres- 
sure symptoms.  I  visited  her  but  twice,  as  in  a  short  time  she 
sought  the  advice  of  another  physician.  For  several  years  she 
has  been  under  the  care  of  Dr.  Bryan,  in  the  main  getting 
along  fairly  well.  In  July  I  saw  her  with  Dr.  Bryan.  Pre- 
vious to  January,  for  two  years,  her  menstruation  had  been 
regular,  but  that  month  the  period  did  not  return.  Her  general 
health  had  improved,  and  the  abdomen  had  progressively  en- 
larged, and  all  symptoms  suggested  pregnancy.  The  fetal 
heart  could  not  be  heard,  but  she  thought  she  felt  the  move- 
ments of  the  child.  On  manipulating  the  abdomen  the  large 
tumor  could  be  plainly  mapped  out,  and  as  many  as  four 
nodular  masses  could  be  distinctly  felt  over  its  surface.  The 
smooth  part  of  the  tumor  was  above  the  umbilicus.     A  digital 
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examination  revealed  an  interesting  condition.  The  vagina 
was  large  and  soft:  the  cervix  was  high  up  and  hard  to  reach 
with  the  examining  finger,  and  was  jammed  tightly  above  the 
symphysis  pubis.  Occupying  and  filling  the  pelvic  cavity  was 
a  large  fibroid  mass,  very  hard,  and  even  by  the  use  of  firm 
pressure  it  was  impossible  to  displace  it  upward.  This  mass 
extended  below  and  had  crowded  the  cervix  out  of  the  pelvic 
cavitv. 


o,  OS  uteri. 

We  gave  the  opinion  that  the  patient  was  pregnant,  and 
also  stated  that  it  would  be  impossible  to  deliver  her  except 
by  surgical  means.  We  visited  her  from  time  to  time,  each 
examination  confirming  the  opinion  that  she  was  pregnant 
and  that  an  operation  was  absolutely  necessary  to  save  her 
life.  She  went  to  the  infirmary  on  September  26th,  and  on  the 
20th  the  operation  was  done.  Not  knowing  the  exact  date  of 
the  last  menstrual  period,  we  fixed  as  best  we  could  the  date 
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■of  expected  confinement  about  the  middle  of  October.  From 
the  appearance  of  the  child  I  think  we  were  right  in  estimating 
that  the  pregnancy  had  advanced  to  that  period. 

After  the  usual  preparation  for  an  abdominal  operation, 
•ether  was  administered  and  the  abdomen  opened.  The  inci- 
sion was  free,  extending  from  about  two  and  a  half  inches 
above  the  umbilicus  to  near  the  pubis.  The  tumor  pretty- 
much  filled  the  abdominal  cavity,  extending  to  the  diaphragm. 
Delivering  it  through  the  incision,  I  passed  an  elastic  tube 
around  the  lower  part  of  the  fibroid  mass  to  control  hemor- 
rhage. Gauze  and  aseptic  towels  were  carefully  packed  about 
the  tumor  and  into  the  abdominal  cavity  to  prevent  possible 
infection  from  the  uterine  contents.  The  child  occupied  the 
upper  two-thirds  of  the  tumor,  and  the  lower  one-third  was 
a  mass  of  fibroids.  The  constricting  band  being  tightened,  I 
freely  incised  the  uterus.  The  placenta  was  in  the  line  of  the 
incision  and  was  quickly  separated,  and  the  whole  contents  of 
the  uterus  delivered  without  rupturing  the  membranes,  fortu- 
nately eliminating  any  possible  infection  from  the  amniotic  fluid. 

The  child  was  handed  to  an  assistant,  who  ruptured  the 
membranes  and  tied  the  cord.  In  a  short  time  it  breathed  and 
was  soon  in  good  condition.  There  was  but  little  hemorrhage 
from  the  incision,  the  constricting  tube  making  the  operation 
almost  bloodless.  The  uterus  was  carefully  washed  out  with 
sterilized  water,  and  the  gauze  and  towels  removed  from  the 
cavity  and  fresh  ones  replaced.  The  broad  ligaments  were 
clamped  and  tied  with  silk  ligatures. 

The  peritoneum  on  the  lower  anterior  and  posterior  surfaces 
of  the  tumor  was  deflected,  the  vagina  opened,  and  the  whole 
mass  removed.  A  strip  of  gauze  v/as  passed  into  the  vagina 
and  the  peritoneal  surfaces  brought  together  with  catgut.  All 
ligatures  and  raw  surfaces  were  covered  by  the  peritoneal 
flaps,  and  were,  when  the  stitching  was  completed,  extraperi- 
toneal. After  spreading  out  the  omentum  the  abdominal  in- 
cision was  closed,  using  catgut  for  peritoneum,  silk  for  fascia, 
and  worm  gut  for  skin. 

Duration  of  operation,  one  hour.  Patient  left  table  in  good 
condition,  pulse  less  than  100.  The  child,  a  male,  weighed  six 
pounds  at  birth.  It  is  now  more  than  ten  months  since  the 
operation,  and  mother  and  child  are  well. 

Doctors  Bryan  and  Witherspoon  assisted  me  in  the  operation, 
and  Dr.  Patterson  administered  the  ether. 

22  Market  Street. 
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PRINCIPLES   OF  TREATMENT  IN  PUERPERAL  ECLAMPSIA. 


BY 

WILLIAM  WARREN  POTTER,  M.D., 
Buffalo,  N.  Y. 


At  the  Geneva  Congress  last  year  M.  Charpentier,  a  dis- 
tinguished Honorary  Fellow  of  this  Association  and  a  recognized 
authority  of  high  standing,  gave  utterance  to  views  regarding 
the  treatment  of  puerperal  eclampsia,  especially  as  to  the  appli- 
cability of  the  induction  of  premature  labor  for  its  relief,  so  at 
variance  with  those  that  I  have  been  accustomed  to  harbor, 
and  the  verity  of  which,  having  so  frequently  tested,  I  have  not 
doubted,  that  I  confess  to  my  surprise  thereat.  Moreover,  I 
have  been  somewhat  amazed  that  M.  Charpentier's  opinions,  so 
forcefully  announced  on  the  occasion  referred  to,  have  been 
allowed  to  pass  practically  unchallenged  for  so  long  a  time. 

It  is  not  in  any  spirit  of  controversy  that  I  shall  venture 
at  this  time  to  oppose  M.  Charpentier's  teachings,  but  simply 
in  the  interest  of  professional  progress  and  science.  Let  me, 
therefore,  asseverate  at  the  outset  that  in  this  paper  I  am  giv- 
ing merely  my  own  views,  briefly  set  forth,  no  matter  how 
opposite  to  those  referred  to  they  may  seem,  nor  yet  how  devoid 
of  novelty  or  barren  of  suggestion  they  may  prove.  However- 
somuch  this  may  appear  to  be  the  case,  they  are  yet  fortified 
by  an  experience  and  observation  extending  over  a  period  of 
many  years ;  moreover,  in  the  application  of  the  principles 
advocated  a  measure  of  success  has  been  obtained  at  my  hands 
that  did  not  present  itself  under  a  contrary  method  previously 
pursued. 

While  it  is  my  purpose  chiefly  to  discuss  principles  of  treat- 
ment, yet  in  order  to  do  so  intelligently  it  always  becomes 
necessary  to  inquire  into  etiology  and  patholog5\  In  the  pres- 
ent instance,  however,  only  such  brief  reference  to  each  will 
be  given  as  will  contribute  to  a  more  lucid  understanding  of 
my  argument. 

In  the  beginning  it  may  be  pertinently  remarked  that  it  is  a 
matter  of  regret,  notwithstanding  the  frequent  discussion  of  this 

'  Read  before  the  American  Association  of  Obstetricians  and  Gynecolo- 
gists at  the  annual  meeting  at  Niagara  Falls,  August  17th  to  20th,  1897. 
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disease  in  societies  and  magazines,  that  we  are  still  in  doubt  as 
to  its  pathogenesis.  Nay,  more,  we  are  even  forced  to  deny- 
that  it  is  a  pathologic  entity,  and  to  affirm  that  it  is  but  a  group 
of  symptoms  which  has  been  named  eclampsia  for  the  sake  of 
convenience  or  for  the  want  of  a  better  term.  We  are  prepared 
to  further  assert  as  a  result  of  progress  already  made  that  it  is 
not  of  hysterical,  epileptic,  or  apoplectic  origin— ^.e.,  it  is  not 
produced  in  the  human  economy  except  in  the  pregnant  or 
puerperal  state. 

Let  us,  too,  go  a  little  further  and  see  if  we  cannot  agree 
that  the  convulsions  are  reflexes  excited  by  cerebro-spinal  or 
medullary  irritation  of  toxemic  origin — a  toxemia  peculiar  to 
pregnancy,  that  has  no  parallel  except  during  gestation.  I  wish 
it  were  possible  for  us  to  go  still  further  and  formulate  the  pre- 
cise nature  of  the  toxins  that  play  such  havoc  with  a  goodly 
number  of  pregnant  women. 

In  searching  for  the  causes  of  eclampsia  the  kidney  has 
always  been  regarded  with  extreme  suspicion  by  most  physi- 
cians of  experience.  It  is  the  duty  of  the  kidneys  to  eliminate 
toxins,  and  if  these  organs  fail  in  their  office  unmistakable 
symptoms  may  be  promptly  presented  in  the  pregnant  woman. 
These  prodromes  are  manifested  in  various  ways,  the  leading 
or  most  pronounced  being  headache,  puffiness  of  the  eyelids, 
local  and  general  edema,  scanty  and  albuminous  urine.  Renal 
insufficiency,  either  in  quantity  or  quality,  or  both,  is  an  almost 
universal  accompaniment  of  the  pre-eclamptic  state.  Indeed, 
anuria  is  often  a  forerunner  of  the  fits.  But  the  kidney  is  only 
a  servant — in  the  majority  of  instances,  too,  healthy  in  itself — 
but  performing  its  duties  in  a  faulty  manner.  It  has  perhaps 
been  asked  to  perform  excessive  labor  because  of  an  over-pro- 
duction of  toxic  material;  again,  by  reason  of  mechanical  pres- 
sure on  its  emulgent  veins  it  finds  itself  embarrassed  in  its 
work;  or,  finally,  it  may  be  the  seat  of  parenchymatous  change. 
In  any  event  the  kidney  plays  an  important  part  in  the  economy 
of  the  eclamptic;  it  is  a  sentinel  stationed  at  an  important  gate- 
way which  must  challenge  every  toxic  element  that  approaches 
and  eliminate  it  with  promptitude. 

In  case  of  over-production  of  toxins  and  under-elimination 
by  the  kidney  the  road  is  a  short  one  to  an  eclamptic  seizure. 
The  degree  of  intoxication  regulates  the  severity  of  the  attack, 
while  the  nature  of  the  soil  in  which  the  toxic  elements  are 
sown  governs  the  quality  of  the  seizure.  Some  women  are 
easily  influenced  by  the  eclamptic  toxins,  while  others  resist 
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them  to  the  last  extremity.  In  this  latter  class  prodromata 
are  frequently  noted  and  eclampsia  is  prognosticated,  but  it 
rarely  comes,  or  if  it  does  it  is  more  readily  overcome  by  appro- 
priate measures.  I  wish  it  were  possible  in  the  present  state  of 
our  knowledge  to  fix  or  differentiate  precisely  what  these  mys- 
terious toxins  are.  If  their  source  even  were  better  understood 
we  might  do  more  eflBcient  work  in  their  elimination.  It  is 
probable,  in  my  view,  that  they  come  in  large  groups  from  the 
intestinal  tract,  either  the  result  of  putrefaction  or  waste  ;  that 
they  enter  the  blood  in  excess  of  what  the  kidneys  and  other 
emunctories  can  eliminate,  finally  causing  eclampsia  in  those 
women  whose  systems  are  easily  wrought  upon  by  this  group 
of  phenomena. 

It  is  a  well-known  fact,  and  one,  moreover,  not  to  be  lost 
sight  of  in  this  relation,  that  pregnancy  causes  a  modification 
of  woman's  economy  often  to  an  extreme  degree.  It  exagger- 
ates her  nervous  force  and  diminishes  her  resisting  power;  it 
perverts  her  mental  stamina  and  lessens  her  physical  energy. 
The  functions  of  organs  whose  province  is  especially  to  elimi- 
nate toxins  and  so  preserve  health,  are  now  so  disturbed  as  to 
prevent  the  exercise  of  their  oflSces  to  their  full  extent,  hence 
she  easily  falls  a  prey  to  toxemia. 

I  place  very  little  importance  upon  the  mere  presence  of  albu- 
min in  the  urine  of  a  pregnant  woman,  except  as  a  warning  that 
should  induce  careful  watchfulness.  How  many  women  with 
albuminuria  escape  eclampsia  !  and,  again,  how  many  eclamp- 
tics fail  to  exhibit  albuminous  urine  !  Yet  it  must  not  be  for- 
gotten that  a  large  percentage  of  albumin  means  less  elimina- 
tion of  toxins,  and  such  a  condition  may  become,  under  favoring 
conditions,  the  avant-courrHer  of  an  eclamptic  seizure  of  maxi- 
mum intensity. 

I  shall  not  take  time  in  this  presence  to  discuss  the  microbic 
theory  of  eclampsia,  for  it  is  a  proposition  that  remains  to  be 
demonstrated.  Moreover,  if  in  the  present  state  of  our  know- 
ledge we  adhere  to  the  belief  that  toxemia  is  a  causative  factor, 
we  shall  find  ourselves  on  more  substantial  foundations  as  to 
successful  treatment,  which,  without  further  circumlocution, 
let  us  proceed  to  consider. 

Treatment. — In  order  to  arrive  at  an  intelligent  treatment 
there  must  be  a  clear  understanding  of  the  conditions  we  are 
called  upon  to  treat.  Let  it  be  understood,  then,  that  we  are 
dealing  with  a  subtle  toxemia  not  yet  understood  as  to  origin 
or  material,  nor  even  as  to  its  modus  operandi,  but  still  one 
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that  arises  from  ingesta,  intestinal  putrefaction,  and  fetal  meta- 
bolism, one  or  all,  and  that  the  organs  of  elimination  are  either 
sluggish  or  suspended  in  action.  Symptomatically,  we  usually 
have  to  contend  with  severe  headache,  edema,  albuminous  and 
scanty  urine,  diminished  urea  excretion,  and,  finally,  cyano- 
sis, convulsions,  and  coma  or  semi-coma.  The  first  group  of 
symptoms  pertains  to  the  pre-eclamptic  state,  while  the  last 
belongs  to  true  eclampsia. 

Again,  the  woman  may  be  anemic  or  plethoric,  young  or 
middle-aged,  a  primipara  or  a  multipara,  and  the  symptoms 
grave  or  moderate  in  their  manifestations.  Finally,  the 
eclamptic  seizure  may  be  antepartum,  intrapartum,  or  post- 
partum. All  these  factors  serve  to  modify  or  control  the 
details  of  treatment  to  be  proposed  in  a  given  case. 

The  treatment  of  eclampsia,  too,  should  be  further  classified 
into  (a)  preventive  and  (6)  curative.  The  preventive  treat- 
ment may  be  subdivided  into  medicinal  and  hygienic,  and  the 
curative  into  medicinal  and  obstetric. 

The  preventive  treatment  of  eclampsia  affords  an  interesting 
field  in  which  the  clinician  may  display  his  talent  and  ingenuity 
in  the  application  of  hygienic  measures  and  drugs  to  avert  an 
impending  danger  of  the  gravest  import.  Given  a  pregnant 
woman  in  the  seventh  or  eighth  month  with  the  prodromes  of 
eclampsia — that  is  to  say,  who  manifests  the  phenomena  inci- 
dent to  the  pre-eclamptic  state — and  what  shall  be  done  ? 

Manifestly  the  first  duty  will  be  to  interrogate  the  kidney  as 
to  its  sufficiency  and  integrity.  A  qualitative  and  quantitative 
analysis  of  the  urine  should  be  made  at  the  outset.  Albumin- 
uria is  not  an  unfailing  symptom  of  renal  disease  or  insufficiency, 
nor  is  a  scanty  twenty-four  hours'  output  a  reliable  index  of 
kidney  failure,  nor  yet  is  a  diminution  of  urea  excretion  an 
infallible  indication  of  approaching  eclampsia.  Exceptionally, 
all  of  these  conditions  may  coexist  and  yet  eclampsia  not 
result.  These  are  indications,  singly  and  collectively,  that  there 
is  existing  toxemia,  that  there  is  defective  elimination,  and  that 
something  must  be  done  to  correct  a  faulty  relationship  between 
nutrition  and  excretion. 

If  the  prodromes  and  the  physical  signs  are  recognized  early 
it  may  be  expected  with  reason  that  hygiene  and  medicine  will 
correct  the  errors  that  are  so  rapidly  tending  toward  eclamp- 
sia. Air,  food,  and  drink  must  be  supplied  in  ample  quantities 
and  of  good  qualities ;  so,  too,  must  we  insist  upon  exercise, 
active  or  passive — walking,  driving,  light  calisthenics,  or  mas- 
sage, according  to  the  taste  or  tolerance  of  the  patient.     These 
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are  all  good  agents  to  employ,  but  the  object  sought  should  be 
to  limit  the  source  of  toxins  that  are  being  absorbed  and  to  pro- 
mote their  elimination. 

One  of  the  surest  ways  in  which  to  control  the  supply  of 
toxins  appears  to  be,  from  abundant  testimony,  to  place  the 
l/l  woman  upon  an  exclusive  milk  diet.  This  will  serve  at  once 
not  only  to  diminish  the  supply  of  toxins,  but  to  increase  the 
fluids  of  the  body,  flush  the  kidneys,  and  favor  the  elimination 
of  toxic  material.  AVater,  too,  should  be  freely  given  in  defi- 
nite quantities  and  at  regular  intervals.  I  speak  from  a  con- 
siderable experience  when  I  say  that  distilled  water  is  one  of 
the  best  diuretics  that  can  be  administered  to  a  woman  in  the 
eclamptic  state.  Two  quarts  a  day  is  not  too  much,  and  it  may 
be  given  still  or  charged,  according  to  the  taste  of  the  patient. 
It  dilutes  the  toxins  and  hastens  their  exit  from  the  economy. 

The  bowels  of  the  pre-eclamptic,  too,  demand  supervision. 
Constipation  must  not  only  be  prevented,  but  intestinal  toxins 
must  be  unloaded  and  the  intestinal  tract  kept  free.  These 
are  commonplace  observations,  perhaps,  but  they  are  essentials 
that  cannot  be  omitted  in  a  consecutive  clinical  picture  of  the 
management  of  a  woman  with  eclamptic  prodromes.  Drugs 
are  not  specified  in  kind,  but  each  physician  will  invoke  the  aid 
of  an  intelligent   pharmacology.     It  should  be  remembered, 

(however,  that  forcing  the  kidneys  without  supplying  copiously 
of  fluids  is  to  be  reprehended.  Potassium  salts,  that  have  been 
so  frequently  employed,  and  as  I  believe  to  the  detriment  of 
eclamptic  patients,  should  be  avoided  ;  they  favor  the  pro- 
duction of  intestinal  toxins,  and  besides  tend  to  diminish  red 
blood  corpuscles — an  element  that  must  be  conserved.  The 
tendency  of  the  disease  is  toward  anemia — a  tendency  that 
must  be  antagonized,  not  favored,  by  our  therapeutics. 

There  are  two  other  remedies  of  which  just  here  I  wish  to 
speak,  for  they  belong  to  the  therapeutics  of  the  condition 
we  are  discussing — that  is,  the  pre-eclamptic  state.  These  are 
blood-letting  and  glonoin.  If  there  is  a  full  artery  at  the  wrist 
with  a  tendency  to  cyanosis  in  the  pre-eclamptic,  venesection 
may  be  resorted  to  with  possible  benefit.  One  good  full  bleed- 
ing is  permissible,  but  it  should  be  used  with  caution  in  repeti- 
tion. I  fear  its  employment  during  an  eclamptic  seizure,  but 
here — i.  e.,  in  the  pre-eclamptic  state — it  is  admissible,  and  in 
selected  cases  it  will  often  prove  beneficial.'  If  there  is  high 
arterial  tension — vasomotor  spasm — glonoin  in  full  doses  is  a 

'  But,  again,  we  must  bear  in  mind  that  copious  and  repeated  blood- 
letting may  foster  an  irrecoverable  anemia. 
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valuable  remedy.  It  combats  this  condition  without  depleting 
the  patient,  and  moreover  helps  to  set  the  kidney  to  work. 
Let  us  now  dismiss  the  pre-eclamptic  state  and  take  up  the 
treatment  of  true  eclampsia. 

Suppose  a  physician  is  summoned  as  a  consultant  in  a  case 
where  convulsions  have  already  set  in,  what  is  to  be  done  ? 
Here  let  us  recall  the  three  forms  of  eclampsia,  («)  antepartum, 
(b)  intrapartum,  (c)  postpartum.  The  treatment  will  be,  first, 
medicinal,  and  second,  obstetric.  The  first  indication  of  treat- 
ment in  antepartum  eclampsia  is  to  control  the  convulsions. 
An  attempt  wisely  enough  may  be  made  to  do  this  through 
the  administration  of  chloroform  by  inhalation  as  well  as  the 
administration  of  chloral  by  the  rectum.  An  eclamptic  woman 
swallows  with  difficulty  or  not  at  all,  as  she  rarely  rouses  to 
full  consciousness  between  the  fits.  Hence  it  is  better  to  ad- 
minister chloral  by  the  rectum.  For  my  part  I  would  administer 
chloroform  rather  tentatively  in  these  cases.  If  the  convulsions 
were  not  promptly  controlled  or  diminished  in  frequency  or 
severity  by  its  vigorous  and  skilful  administration,  I  should 
institute  measures  at  once  to  empty  the  uterus  of  its  contents  ; 
and  this  brings  us  face  to  face  with  the  most  interesting  question 
in  the  obstetric  management  of  puerperal  eclampsia — viz.,  the 
induction  of  premature  labor  for  its  relief. 

A  considerable  experience  has  convinced  me  that  a  prompt 
evacuation  of  the  uterus  constitutes  the  most  important  method 
of  dealing  with  eclampsia.  While  the  womb  remains  gravid 
we  are  hampered  in  our  therapeutics.  Two  lives  are  at  stake, 
and  in  our  anxiety  to  preserve  both  we  may  save  neither.  By 
addressing  ourselves  assiduously  to  a  speedy  delivery  of  the 
fetus  we  contribute  in  the  largest  manner  to  the  conservation 
of  both  lives.  With  the  fetus  once  delivered  there  is  a  freer 
opportunity  to  deal  with  the  woman  in  the  most  masterful 
or  even  heroic  manner.  Fortunately  eclampsia  rarely  occurs 
until  the  fetus  has  reached  the  period  of  viability,  hence  its 
speedy  delivery  becomes  its  greatest  safeguard;  for  every  hour 
increases  its  liability  to  death  from  maternal  toxemia,  as  well 
as  diminishes  its  chances  of  survival  after  premature  delivery, 
since  the  fetus  absorbs  toxins  as  well  as  the  mother. 

How  many  times  has  the  fetus  been  destroyed  by  prolonged 
chloroform  anesthesia,  full  morphinism,  or  extreme  chloraliza- 
tion!  One  or  all  of  these  means,  to  be  sure,  may  be  used  with 
comparative  safety  to  the  mother  if  the  fetus  is  out  of  the  way. 
How  often,  too,  has  the  fetus  succumbed  to  prolonged  intoxi- 
cation from  the  mother's  blood! 
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If  I  am  called  to  an  eclamptic  woman  who  is  within  a  month 
of  term  I  lay  down  as  a  cardinal  principle  for  my  own  guid- 
ance that  it  is  my  duty  to  proceed  with  all  diligence  to  effect 
delivery.  Why  should  not  this  be  done?  Will  any  one  tell  us 
why  it  is  not  good  obstetric  practice  to  proceed  to  aid  Nature  in 
the  accomplishment  of  her  own  desires?  I  regard  the  appear- 
ance of  eclampsia  as  an  expression  of  the  economy  that  it  has 
carried  an  offending  fetus  as  long  as  it  can  be  tolerated.  The 
toxemia  incident  to  its  presence  can  no  longer  be  endured 
without  calamitous  results,  and  eclampsia  is  but  an  expression 
of  that  fact — a  danger  signal. '  If  we  should  appeal  to  statistics 
they  would  tell  us  that  the  mortality  in  antepartum  eclampsia 
is  seven  times  greater  than  in  postpartum  eclampsia.  Surely 
this  speaks  in  no  uncertain  fashion  commendatory  of  speedy 
delivery.  But  we  are  told  that  convulsions  do  not  always 
cease  after  deliver}'.  True,  but  is  that  a  valid  argument 
against  the  induction  of  labor?  Postpartum  hemorrhage  does 
not  always  cease  after  the  delivery  of  the  placenta  and  secun- 
dines,  but  who  will  affirm  that  it  is  not  proper  in  such  a  case  to 
begin  the  treatment  by  clearing  out  the  uterus?  If  convulsions 
continue  after  delivery  we  are  now  in  a  better  position  than 
before  to  push  medicinal  treatment,  if  need  be,  to  its  extreme 
limit.  Purgatives,  morphine,  chloral,  chloroform,  diuretics, 
and  diaphoretics  may  all  of  them  be  employed  with  greater 
expectations  and  less  danger  than  before  delivery. 

I  have  induced  labor  in  a  number  of  eclamptic  women  near 
the  end  of  the  eighth  month,  and  always  with  most  satisfactory 
results.  In  several  of  these  cases  girls  and  boys,  now  in  the 
heyday  of  j'outh,  are  living  to  gladden  the  hearts  of  mothers 
also  rescued  from  a  desperate  strait.  In  no  one  instance  have 
I  ever  regretted  the  induction  of  labor,  while,  on  the  other 
hand,  I  recall  a  few  instances  in  which  I  blame  myself  for  not 
invoking  its  aid.  Occasionally,  too,  I  have  induced  labor  where 
there  have  been  exaggerated  pre-eclamptic  conditions  without 
convulsions — edema,  albuminuria,  semi-coma,  and  impending 
danger.  These  also  have  afforded  gratifj'ing  results  in  living 
children  and  cured  mothers. 

Having  determined  to  evacuate  the  uterus,  how  shall  it  be 
done?  There  are  several  methods  recommended,  but  now  one 
and  then  another  seems  applicable  to  a  given  case.  For  the 
most  part,  in  antepartum  eclampsia,  dilatation,  first  practised 

'  I  offer  this  suggestion  as  a  pivotal  point  in  the  discussion  of  the  pro- 
priety of  tlie  induction  of  labor,  and  one,  if  admitted,  that  must  be  con- 
clusive in  determining  it  in  the  affirmative. 
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with  steel  dilators  if  need  be,  then  with  manual  stretching  of 
the  OS  and  cervix,  will  accomplish  the  work  to  the  best  advan- 
tage. Exceptionally,  however,  extreme  measures  may  become 
necessary,  but  only  rarelj^  can  the  deep  incisions  of  Diihrssen 
be  required. '  So,  too,  should  Cesarean  section  be  reserved  for 
extreme  complications  like  deformed  pelves,  or  it  may  be  done 
in  the  interest  of  the  fetus  when  the  mother's  condition  seems 
to  be  hopeless.  In  antepartum  eclampsia,  after  obtaining 
complete  dilatation,  it  is  a  good  plan  to  terminate  labor  at  once 
with  the  forceps  under  profound  anesthesia. 

In  postpartum  eclampsia  the  treatment  must  of  necessitj'  be 
medicinal,  just  as  it  must  also  be  when  in  the  antepartum 
variet}'  convulsions  continue  after  delivery.  I  have  purposely 
avoided  including  veratrum  viride  in  the  group  of  medicinal 
agents  which  I  would  employ,  because  I  deem  it  dangerous, 
uncertain,  and  deceptive  in  its  action.  It  is  but  a  symptomatic 
remedy  at  best,  and  it  has  always  seemed  to  me  that  its  em- 
ployment was  analogous  to  that  of  antipyretics  in  typhoid  fever 
or  pneumonia.  These  dangerous  drugs  seek  to  reduce  the 
temperature,  but  do  so  at  the  expense  of  cardiac  force,  without 
in  any  way  exercising  influence  over  the  real  course  of  the  dis- 
ease. So,  too,  with  veratrum  in  eclampsia.  It  reduces  arte- 
rial tension  and  cardiac  pressure,  without  exercising  special 
influence  over  the  progress  of  the  malady.  Moreover,  it  may 
easily  be  given  to  a  dangerous  degree  even  by  careful  hands. 
I  am  very  much  afraid  that  man 3"  cases  of  eclampsia  have  suc- 
cumbed to  the  indiscreet  employment  of  veratrum,  chloroform, 
chloral,  and  other  powerful  cardiac  depressants;  or,  in  other 
words,  that  these  agents,  though  producing  physiological  action 
and  apparently  controlling  the  convulsions,  yet  do  so  at  the 
expense  of  the  tone  and  force  of  the  heart  muscle,  which  gives 
out  sometimes  as  a  direct  result  of  their  use. 

Blood-letting,  for  similar  reasons,  should  be  discreetly  em- 
ployed, and,  in  my  opinion,  limited  to  the  few  cases  of  the  ante- 
partum variety  with  plethoric  habits  manifesting  cyanosis.  In 
the  medicinal  treatment  principles  are  only  discussed  and  not 
details ;  these  latter  will  easily  be  supplied  by  experienced  and 
well-trained  physicians. 

There  remains  one  variety  of  eclampsia  to  be  mentioned — 
namely,  that  of  pregnancy  as  distinguished  from  eclampsia 
appearing  just  before,  during,  or  after  delivery.     This  form, 

'  These  incisions  maj*  cause  troublesome,  if  not  alarming,  hemoiThage,. 
and  furnish  an  avenue  for  infection  most  tempting  to  pathogenic  germs. 
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though  representing,  statistically  speaking,  the  most  dangerous 
variety,  nevertheless  is  one  in  which  there  is  more  time  for 
deliberate  action.  It  is  here,  too,  that  medicinal  treatment 
offers  better  promise,  hence  the  question  of  evacuating  the 
uterus  may  be  deferred  until  the  other  plan  manifests  failure  or 
inadequacy. 

Premature  delivery  ma)^  be  induced  in  these  cases  by  passing 
an  aseptic  bougie  well  up  to  the  fundus  uteri  outside  the  mem- 
branes. Its  extremity  should  be  coiled  within  the  vagina  and 
retained  by  antiseptic  packing.  In  a  few  hours  labor  will  set 
in  and  can  then  be  terminated  rapidly  if  occasion  should  so 
demand.  Eclampsia  occurs  proportionately  with  greater  fre- 
quency as  the  woman  advances  toward  term,  hence  accouche- 
ment force  is  more  easily  put  into  practice  in  the  antepartum 
variety. 

Finally,  to  promote  the  elimination  of  toxic  material,  the 
value  of  diuresis,  catharsis,  and  diaphoresis  should  not  be  for- 
gotten ;  neither  should  the  means  of  the  hot-air  bath  and  the 
hot  pack  be  overlooked. '  Let  me  say  in  conclusion  that  my  aim 
in  this  paper  has  been  to  present  practical  experience  rather 
than  theoretical  views  and  to  discuss  principles  rather  than 
details.  Hence  I  have  avoided  quotations  from  text  books  or 
magazines,  eliminating  statistics  and  omitting  tedious  reports 
of  cases. 

The  design  of  this  paper  is  to  advocate  principles  that  may 
be  grouped  under  the  following  heads  : 

1.  Though  the  pathogenesis  of  eclampsia  is  unsettled,  it  be- 
longs solely  to  the  pregnant  or  puerperal  state.  It  is  not  apo- 
plectic, epileptic,  or  hysterical  in  character. 

2.  It  depends  upon  toxemia  due  to  over-production  of  toxins 
and  under-elimination  by  the  emunctories. 

3.  These  toxins  probably  have  their  origin  in  the  ingesta,  in 
intestinal  putrefaction,  in  fetal  metabolism — one  or  all — and 
there  is  coexisting  sluggishness,  impairment,  or  suspension  of 
elimination. 

4.  When  the  prodromes  of  eclampsia  appear  the  kidney 
should  be  interrogated  as  to  its  functions  and  all  symptoms 
carefully  watched. 

5.  Treatment  is  (a)  preventive  and  (b)  curative.  Preventive 
treatment  is  medicinal  and  hygienic ;  curative  treatment  is 
medicinal  and  obstetric. 

6.  Milk  diet  and  distilled  water  should  be  given  in  the  pre- 
'  These  latter  are,  of  course,  impracticable  during  the  convulsions. 
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■eclamptic  state  to  dilute  the  poison,  hasten  its  elimination,  and 
nourish  the  patient. 

7.  Blood-letting  should  only  be  employed  in  plethora  or  cya- 
nosis. It  is  liable  to  cause  anemia  if  persisted  in  or  repeated, 
whereas  red  blood  corpuscles  must  be  conserved,  not  wasted. 
Glonoin  diminishes  vasomotor  spasm,  hence  may  be  given 
freely  in  appropriate  cases.  Veratrum  viride  is  a  cardiac  de- 
pressant and  a  dangerous  remedy  if  pushed  to  an  extent  that 
will  control  convulsions. 

8.  Eclampsia  is  the  expression  of  a  further  maternal  intole- 
rance of  the  fetus  ;  hence,  as  a  primal  measure,  the  uterus 
should  be  speedily  emptied  of  its  contents. 

9.  Medicinal  treatment  alone  is  delusive,  and  when  relied 
upon  exclusively  is  fraught  with  danger  both  maternal  and 
fetal,  whereas  in  the  prompt  induction  of  labor  is  found  a 
rational  application  of  science  to  a  desperate  condition. 

iO.  Finally,  it  furnishes,  in  the  present  state  of  our  know- 
ledge, the  only  basis  of  expectation  for  a  diminished  mortality 
in  a  toxemic  disease  of  high  death  rate. 

284  Franklin  street. 


TWO  CASES  OF  INTESTINAL  OBSTRUCTION. 

OPERATION;   RECOVERY.' 


BY 

WILLIAM  WOTKYNS  SEYMOUR,  M.D., 

Troy,  N.  Y. 


Case  I. — June  3d,  1896,  I  was  called  to  see  T.  H.,  36  years, 
policeman,  who  while  on  patrol  the  day  before  had  been  taken 
with  severe  pain  near  the  navel  accompanied  by  diarrheal 
movements.  A  dose  of  paregoric  relieved  the  pain,  so  that  he 
returned  to  duty,  but  in  the  afternoon  had  a  second  attack  of 
pain  with  two  loose  movements  of  considerable  quantity,  and 
soon  after  began  to  vomit  at  intervals  small  quantities  of 
brownish,  bitter  fluid.  The  pain,  which  continued  from  the 
time  vomiting  set  in  until  I  saw  him  on  the  morning  of  June 
3d,  was  referred  to  the  navel  and  was  described  as  "'twisting 

'  Read  by  title  before  the  American  Association  of  Obstetricians  and 
Gynecologists  at  the  annual  meeting  at   Niagara  Falls,  August  17tli  to 
20th,  1897. 
44 
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of  the  guts.'^  There  were  do  more  movements  after  vomiting- 
began.  Urination  was  free  and  the  quantity  of  urine  appa- 
rently normal.  The  vomiting,  which  occurred  every  half -hour, 
was  explosive,  and  the  vomitus  was  brownish  and  without 
marked  odor.  The  patient  was  of  fine  physique,  about  5  feet 
9^  inches  in  height,  and  would  weigh  175  pounds.  The  belly 
was  fat  and  distended,  especially  under  the  right  ribs  where  it 
was  more  tender  than  elsewhere  to  percussion  and  pressure. 
No  mass  could  be  made  out  and  all  auscultatory  evidences 
were  negative.  The  pulse  was  75,  regular  and  of  good  strength, 
the  temperature  99",  but  the  skin,  while  not  pasty,  suggested 
that  it  soon  might  be  so.  The  patient's  expression  was  anxious, 
and  he  was  extremely  restless,  demanding  relief  for  the  "twist- 
ing pain  "  and  the  vomiting.  I  diagnosticated  intestinal  ob- 
struction, probably  volvulus  of  the  ileum,  and  advised  imme- 
diate celiotomy.  To  this  the  patient  would  not  assent,  and  I 
accordingl}^  prescribed  belladonna  and  calomel  to  allay  the  pain 
and  vomiting,  abstaining  from  opium  as  I  wished  to  know  the 
latitude  and  longitude  of  my  patient.  Large  intestinal  irriga- 
tions came  away,  only  slightly  tinged  with  feces.  All  pain  and 
vomiting  ceased  until  late  in  the  afternoon,  when  it  recurred 
with  more  violence.  Operation  was  still  urged  and  a  consulta- 
tion asked  for,  but  both  were  declined.  The  4th  of  June  Dr. 
H.  C.  Gordinier  saw  him  with  me  and  urged  operation,  which 
was  again  declined.  Every  effort  to  move  the  bowels  by  ene- 
mata  had  failed,  and  minute  doses  of  calomel  produced  no 
effect.  On  the  5th  I  saw  the  patient  early  and  found  that  the 
pulse  was  100,  temperature  100.5°,  and  the  skin  much  less 
elastic.  Operation  was  urged  as  the  only  hope,  and  the  patient 
yielded.  The  house  was  dirty,  but  I  felt  every  confidence  in  my 
preparations  and  my  assistants.  A  clean  laundered  sheet  was 
laid  over  the  dirty  sitting-room  carpet,  and  the  patient,  whose 
belly  had  been  poulticed  with  soft  soap,  was  scrubbed  to  a  con- 
dition of  godliness  when  under  the  anesthetic.  All  my  instru- 
ments, dressing,  and  towels  were  steam-sterilized  or  boiled. 
The  abdomen  was  opened  from  one  inch  above  to  three  inches 
below  the  umbilicus  in  the  median  line.  The  cecum  was  empty, 
but  the  presenting  small  intestine  was  over  two  and  a  half  inches 
in  diameter.  No  bands  could  be  found  nor  any  adhesions,  al- 
though the  intestines  were  intensely  injected.  While  the  in- 
testines were  so  distended  no  headway  could  be  made,  so  I 
drew  out  of  the  belly  a  convolution  and  opened  it  by  a  two-inch 
longitudinal  incision,  so  as  to  thoroughly  empty  it  and  the 
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adjoining  portions.  Over  two  quarts  of  feculent  fluid  must  have 
escaped,  and  then,  after  thoroughly  washing  the  gut  inside  and 
out  and  suturing  the  intestinal  incision,  the  bowel  was  returned 
to  the  belly.  Examination  now  showed  a  sharp  twist  of  the 
mesentery,  with  numerous  hemorrhages  and  several  throm- 
bosed vessels.  After  thoroughly  washing  out  the  belly  with 
hot  normal  salt  solution,  the  abdomen  was  closed  with  a  peri- 
toneal catgut  suture,  deep  interrupted  sutures  of  silkworm  gut 
comprising  all  the  structures,  and  a  subcutaneous  suture  of 
silkworm  gut.  The  after-history  was  uneventful,  the  tem- 
perature never  going  to  100°.  The  patient  is  now  doing  patrol 
duty  in  perfect  health  with  a  firm  wound. 

Case  II. — I  was  called  May  25th,  1897,  to  see  in  consulta- 
tion with  Dr.  Frank  Winship,  of  Eagle  Mills,  Mrs.  C,  widow, 
52  years,  mother  of  two  children,  from  the  birth  of  which  she 
has  suffered  from  displacements  requiring  pessary.  At  44 
years  had  typhoid  fever,  since  which  time  she  has  suffered 
from  constipation  and  dyspepsia.  May  23d  Dr.  Winship  had 
been  called  to  the  patient,  who  was  complaining  of  much  pain 
and  tenderness  in  the  iliac  fossa  and  accompanied  by  bilious 
vomiting  and  inability  to  take  food.  Bowels  confined.  This 
condition  continued  until  I  was  asked  to  see  the  patient  the 
25th.  The  patient  lived  in  a  little,  cramped,  low-studded 
house  on  the  mountains,  six  miles  from  the  nearest  doctor. 
Fortunately  the  place  was  scrupulously  clean.  At  the  time  of 
my  visit  the  pulse  was  small  (120)  and  the  temperature  a  little 
subnormal,  the  expression  anxious,  the  vomiting  explosive  and 
incessant,  the  vomitus  brownish  and  offensive  without  being 
fecal ;  the  skin  was  pasty.  Examination  revealed  a  mass  the 
size  of  three  fists  below  the  right  rib  border,  which  was  mov- 
able, irregular  in  contour,  and  gave  over  its  different  portions 
percussion  notes  all  the  way  from  pure  tympany  to  flatness.  I 
believed  that  I  had  to  do  with  a  case  of  volvulus.  On  opening 
the  abdomen  in  the  border  of  right  rectus  muscle  by  a  three- 
inch  incision,  the  middle  of  which  was  above  the  navel,  I  found 
the  omentum  generally  adherent,  necessitating  the  separation 
of  adhesions  and  the  ligation  of  several  omental  vessels.  Then 
I  came  upon  a  mass  deep  carmine  in  color,  much  of  which  felt 
thick  as  sole  leather,  flecked  with  lymph  and  hemorrhagic 
points,  and  all  bound  intimately  together  by  adhesions.  The 
appendix  was  healthy,  but  about  six  inches  above  the  cecum 
the  congestion  and  thickening  began  and  continued  up  into 
and  across  the  front  and  upper  part  of  the  mass.     Above,  the 
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congestion  occupied  the  lower  third  of  the  stomach,  and  the 
thickening  began  at  the  pylorus  and  extended  down  into  the 
duodenum  and  was  lost  in  the  mass.     The  upper  portion  of 
the  mass  was  adherent  to  the  liver  border,  but  on  separating 
the  adhesions  an  apparently  sound  gall  bladder  was  seen,  de- 
spite the  fact  that  as  one  approached  the  duodenal  end  of  the 
duct  there  were  numerous  hemorrhages  beneath  the  tissues. 
In  breaking  up  the  adhesions  between  the  ascending  and  trans- 
verse colons  to  the  other  structures  at  the  upper  part  of  the 
mass,  more  hemorrhages  were   found,  and   at  several  points 
greenish  lymph,  which  made  me  suspect  a  perforation.     Gauze 
drains  were  placed  between  the  separated  tissues,  after  the  belly 
had  been  well  irrigated  with   salt  solution,  and   the  wound 
•closed  up  to  the  drains  with  silkworm  gut.     A  pint  of  hot  nor- 
■final  salt  solution  was  injected  beneath  each  breast,  and  the 
patient  put  to  bed  in  better  condition  than  before  operation. 
The  26th  the  temperature  was  98f  °,  pulse  96  ;   vomiting  still 
continued  and  the  bowels   had  not  acted.     The  bowels  first 
acted  the  third  day  after  operation,  at  which  time  food  began 
to  be  taken  by  the  mouth.     The  temperature  never  went  but 
once  above  99^°,  but  the  pulse  remained  feeble  and  rapid  for 
three  weeks,  largely  owing  to  poor  nourishment  and  worry. 
However,  recovery  was  complete.     What  the  cause  of  the  peri- 
tonitis was  I  could  not  and  cannot  solve.     The  condition  of 
gall  bladder  and  ducts  negatived  gall  stones.     No  perforation 
could  be  demonstrated  in  any  organ.     My  impression,  on  con- 
cluding the  operation  as  I  did,  was  that  it  was  a  case  in  which 
the  intense  inflammation  originated  in  a  duodenal  perforation 
or  an  acute  inflammation  of  the  pancreas,  and  I  did  not  expect 
a  recovery, 

I  know  of  no  class  of  cases  which  give  more  anxiety  to  the 
■operating  surgeon  than  those  grouped  under  the  head  of  intes- 
tinal obstruction  ;  the  symptoms  are  so  obscure  in  many  in- 
stances, and  even  when  the  abdomen  is  opened  the  problems 
presented  are  such  as  to  try  to  the  utmost  the  judgment  and  art 
of  the  operating  surgeon.  The  question  is,  Shall  our  aim  be 
radical  or  palliative  ?  If  the  patient  is  strong  I  believe  radical 
complete  surgery  to  be  the  best,  but  when  we  are  confronted 
with  a  case  enfeebled  hj  long  illness  or  by  procrastination  the 
simplest  possible  palliative  procedure  is  the  best— either  an  en- 
terostomy or  Greig  Smith's  procedure  of  opening  the  gut  and 
draining  it  with  a  rubber  tube  fastened  to  the  gut  and  ab- 
dominal walls.     In  two  of  my  own  cases  I  have,  as  Greig  Smith 
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advised,  pulled  up  a  piece  of  the  distended  gut,  opened  it  suffi- 
ciently to  introduce  a  large  piece  of  rubber  tubing,  and  then 
fastened  both  with  a  transfixion  pin  into  the  abdominal  walL 
The  time  required  is  extremely  short  and  the  drainage  very- 
free.  In  both  of  these  cases  the  vomiting  ceased  immediately. 
In  one,  in  which  the  obstruction  had  lasted  eight  days,  the 
patient  died  three  days  after  operation,  unrelieved  save  for  the 
vomiting.  In  the  other  case,  in  which  kinking  of  the  sigmoid 
flexure  from  old  dysenteric  ulcers  was  diagnosticated  and  in 
which  the  obstruction  and  vomiting  had  lasted  six  days,  the 
relief  was  complete  ;  vomiting  ceased,  flatus  and  movements 
were  passed,  but  a  fatal  collapse  occurred  on  the  fifth  day,  and 
the  autopsy  showed  a  recent  perforation  of  the  kinked  portions 
of  the  gut.  There  had  been  several  extensive  dysenteric 
ulcerations,  one  of  which  had  set  up  an  adhesive  peritonitis 
which  finally  produced  a  band  which  by  traction  made  a  sharp 
kink  in  the  gut.  I  have  but  little  doubt  that  this  case  would 
have  recovered  had  the  operation  been  done  earlier. 


CLINICAL     NOTES     OF     A    CASE     OF     OVARIOTOMY     DURING 

PREGNANCY,    AND   OF   A  CASE   OF  CONGENITAL 

ABSENCE  OF  THE  RECTUM. 


BY 

JAMES  McCONE,  M.D.,  M.R.C.S.  Eng., 
Assistant  to  the  Cliair  of  Obstetrics,  University  of  California. 


I.  Ovariotomy  during  Pregnancy. — The  patient,  Matilda 
L.,  age  31,  housewife  by  occupation,  has  been  married  ono 
year.  She  has  had  no  children  nor  abortions  She  was  ad- 
mitted into  the  medical  ward  of  the  San  Francisco  City  and 
County  Hospital  July  Gth,  1896.  Patient  offered  the  following 
history :  She  first  became  ill  three  years  ago.  She  suffered 
from  nausea  and  vomiting,  swollen  feet  and  legs,  and  enlarged 
abdomen.  The  left  leg  was  more  swollen  than  the  right. 
Patient  was  tapped  in  August,  1894,  and  nearly  two  gallons 
of  fluid  were  withdrawn  from  her  abdomen.  She  rapidly  re- 
covered, and  in  October,  two  months  later,  felt  well.  In  April, 
1895,  eight  months  after  the  tapping,  the  patient  had  a  recur- 
rence of  the  symptoms;  her  legs  became  swollen  and  her  abdo- 
men enlarged.     Medicinal  treatment  improved  her  condition. 
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During  her  illness  there  had  been  no  disturbance  of  menstrua- 
tion until  six  months  ago,  when  her  monthly  epochs  stopped, 
and  she  has  had  amenorrhea  since.  With  suppression  of  the 
menses,  vomiting  in  the  morning,  enlargement  of  the  breasts, 
etc. ,  appeared.  From  that  time  the  abdomen  began  to  enlarge 
with  great  rapidity,  until  on  July  8th,  1 896,  patient  could  not 
assume  the  sitting  posture,  and,  although  naturally  very  small, 
her  waist  measurement  was  forty-eight  inches.  Her  breathing 
was  greatly  interfered  with,  and  her  condition  plainly  demanded 
immediate  relief. 

El' ami  nation  — Abdominal:  The  abdomen  was  uniformly 
enlarged,  the  superficial  veins  dilated,  and  the  umbilicus  pro- 
truding. Palpation  elicited  a  sense  of  elasticity  and  fluctua- 
tion. Percussion  showed  resonance  in  the  right  flank  and 
dulness  everywhere  else.  No  fetal  movements  could  be  eli- 
cited nor  fetal  sounds  heard.  Thoracic:  Breathing  was  labored 
and  supracostal.  The  breasts  were  full  and  hard,  and  presented 
the  two  areolae  of  discoloration  about  the  nipples  The  heart 
sounds  were  normal.  Pelvic:  Vagina  and  vulva  presented  the 
smoky  discoloration  of  advanced  pregnane}^  The  cervix  was 
high,  soft,  and  patulous.  The  abdominal  wall  was  so  tense 
that  bimanual  examination  was  resultless.  Urine:  No  albumin, 
no  sugar,  and  no  casts. 

The  question  of  diagnosis  in  this  case  presented  unusual 
difficulties.  The  history  of  abdominal  and  limb  swelling  in 
1894:  seemed  to  indicate  obstructive  ascites,  and  the  fact  that 
Mrs.  L.  was  tapped  opened  the  possibility  of  peritoneal  adhe- 
sions. Adhesions  and  pregnancy  in  a  given  case  could  quite 
upset  the  classical  physical  signs  of  ascites.  The  fact  that 
Mrs.  L.  improved  under  medicinal  treatment  during  a  similar 
attack  made  ascites  even  more  probable.  Hj^dramnios  has 
frequently  been  mistaken  for  ovarian  cyst  and  pregnancy,  and 
this  case  offered  many  symptoms  and  signs  you  would  expect 
to  find  in  a  case  of  excess  of  amniotic  fluid.  Ovarian  cyst 
complicating  pregnancy  was  thought  likely  to  be  the  condi- 
tion, but  a  definite  diagnosis  was  made  during  the  operation. 

Treatment. — Medicinal  treatment  was  resultless  in  the  med- 
ical ward,  so  the  patient  was  transferred  to  the  gynecological 
ward. 

I  opened  the  woman's  abdomen  July  14th,  189G.  A  median 
incision  was  made.  On  opening  the  peritoneal  cavity  several 
pints  of  ascitic  fluid  escaped.  Then  a  thin- walled  cyst  appeared 
in  the  line  of  incision  ;    this  was  emptied  of  a  straw-colored 
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fluid  and  removed.     The  pedicle  was  ligated  en  masse  with 
:strong  sterihzed  silk. 

The  enlarged  uterus  was  then  apparent.  The  left  ovary  was 
normal  and  therefore  not  interfered  with.  Silk  through-and- 
through  sutures  were  introduced  and  the  ordinary  aseptic 
dressings  applied. 

The  patient's  recovery  was  eventless.  First  intention  was 
secured  throughout,  and  there  was  no  morbidity. 

Mrs.  L.  complained  that  the  vigorous  kicking  of  the  baby 
was  all  that  interfered  with  her  comfort. 

I  confined  Mrs.  L.  three  months  after  the  operation.  The  ac- 
couchement was  normal,  the  abdominal  scar  was  not  stretched, 
and  the  puerperium  was  eventless.  The  baby  was  a  full-term, 
healthy  girl.  The  cyst  removed  was  a  multilocular  ovarian 
•cyst  weighing  eighteen  and  three-quarter  pounds. 

II.  Congenital  Absence  of  the  Rectum. — Patient,  Baby 
H. ,  female  child  aged  five  days. 

History. — The  baby  had  not  had  a  passage  since  her  birth, 
she  had  been  vomiting  from  time  to  time,  and  her  abdomen  had 
become  greatly  distended.  Dr.  C.  von  Hoffmann  was  called 
to  attend  the  case,  and  careful  examination  revealed  the  follow- 
ing signs  :  Baby  well  developed,  vulva  and  anus  apparently 
normal.  The  abdomen  was  distended.  A  catheter  passed  into 
the  anus  was  abruptly  stopped  one-half  inch  from  the  anal 
margin. 

I  assisted  Dr.  von  Hoffmann  during  the  operation  for  the 
relief  of  the  infant,  and  will  briefly  indicate  what  was  done. 

Operation. — No  anesthetic  was  used.  The  baby  was  placed 
in  the  lithotomy  position,  the  bladder  catheterized,  and  clear 
urine  free  from  meconium  was  drawn  off.  A  probe  passed  into 
the  lower  rectum  about  a  half-inch  and  into  the  vagina  an 
inch  and  a  quarter.  An  incision  was  made  from  immediately 
behind  the  vulva  to  the  coccyx  ;  this  opening  was  carefully 
deepened  and  the  terminal  pouch  of  the  bowel  vainly  sought. 
The  coccyx  was  next  removed,  and  thus  the  operator's  field  was 
greatly  enlarged.  The  pelvic  contents  were  carefully  palpated, 
but  the  rectum  was  not  found.  The  perineal  wound  was  then 
covered  with  sterilized  gauze  and  a  formal  celiotomy  performed. 
The  median  incision  was  made.  Palpation  of  the  abdominal 
contents  located  the  end  of  the  bowel  in  the  right  lumbar 
region.  The  bowel  ended  in  a  blind  pouch,  and  the  terminal 
two  inches  had  no  mesentery.  It  was  freely  movable  and 
.much  distended.     An  artery  forceps  was  introduced  through 
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the  perineal  wound  and  was  attached  to  the  end  of  the  intes- 
tine. The  abdominal  wound  was  then  closed  and  dressed  asep- 
tically.  The  child  was  placed  in  the  lithotomy  position,  the- 
gut  drawn  down  and  stitched  to  the  anal  margin.  This  was 
readily  accomplished.  The  bowel  was  then  incised  and  flatus- 
and  meconium  passed  freely.  A  dressing  was  applied  and  the 
little  one  put  in  bed.  Eight  hours  afterward  she  died  in  state- 
of  collapse. 

This  case,  besides  being  exceptional,  presents  many  interest- 
ing features.  The  perineal  incision  was  of  course  the  first 
logical  indication,  but  what  to  do  afterward  is  a  matter  open 
for  discussion. 

Should  the  operator  have  followed  the  writers  who  advise  left 
inguinal  colostomy  ?  Subsequent  events  proved  such  an  opera- 
tion would  have  been  useless. 

Should  the  extensive  median  incision  have  been  made  ?  I 
think  in  this  case  it  was  the  only  thing  to  do.  It  offered  very 
little  hope,  but  the  esthetic,  scientific,  and  logical  indications 
seemed  best  met  b}^  median  celiotomy  and  perineal  enterostomy. 

This  case  is  opposed  to  the  theory  of  inflammatory  causation  of 
rectal  malformations,  as  there  was  no  ligamentous  connection, 
between  the  anal  cul-de-sac  and  the  terminal  intestinal  pouch. 
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That  the  value  of  the  incubator  is  not  as  frequently  appreci- 
ated as  it  should  be,  and  I  believe  will  be  in  the  future,  is  my 
reason  for  craving  the  indulgence  of  the  Association  for  a  few 
moments.  I  should  also  like  to  intersperse  the  subject  with  a 
few  remarks  on  milk  laboratory  feeding,  with  the  hope  only 
that  both  of  these  subjects  may  be  more  fully  considered  by  the 

'  Read  by  title  before  the  American  Association  of  Obstetricians  and 
Gynecologists  at  the  annual  meetinoj  at  Niagara  Falls,  August  17th  to- 
20th,  1897. 
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profession.  L.  M.  Rotch,  of  Harvard  University,  in  his  excel- 
lent lectures  on  "Pediatrics,"  calls  attention  to  the  fact  that 
the  word  incubator,  as  applied  to  the  various  devices  for  keep- 
ing up  the  animal  heat  of  the  infant,  is  a  misnomer.  He  claims, 
as  the  object  gained  by  such  an  apparatus  is  analogous  to  the 
work  done  in  keeping  up  the  heat  and  preserving  the  lives  of 
young  chickens  after  they  are  hatched,  that  the  word  brooder 
would  be  more  applicable — that  is  to  say,  he  considers  an  incu- 
bator a  hatcher,  a  brooder,  a  prolonger  of  life.  Some  authori- 
ties, among  them  the  late  Noah  Webster,  apply  the  word 
brooder  to  the  hen  sitting  over  and  covering  her  eggs,  or 
"  hatching";  he  also,  with  the  others,  defines  the  word  brooder 
as  a  hen  sitting  over  to  cover  and  cherish  her  chickens.  So 
that  while  the  word  incubator  is  defined  and  is  strictly  appli- 
cable only  to  the  act  of  sitting  on  eggs  for  the  purpose  of  hatch- 
ing young  or  for  producing  young  from  eggs  by  artificial  heat, 
and  in  a  medical  sense  should  not  at  all  apply  to  preserving  the 
lives  of  premature  or  puny  infants,  yet  his  term  brooder,  while 
much  more  sensible  and  accurate,  may  properly  be  applied  to 
either  eggs  or  chicks,  and  does  not,  in  my  opinion,  quite  meet 
the  requirements  called  for  by  these  infant  life-preservers  ;  to 
me  his  own  most  perfect  machine,  which  he  calls  a  brooder  for 
premature  infants,  with  the  Tarnier,  the  Worcester,  the  Truax 
incubator,  and  all  such  appliances  devised  for  this  purpose, 
would  be  much  more  appropriately  called  premature  life-pre- 
servers than  either  brooder  or  incubator.  However,  be  their 
name  what  it  may,  let  us  with  Rotch  determine  that  the  life 
of  premature  infants  shall  be  preserved  in  the  future  more  per- 
sistently than  it  has  been  in  the  past,  whether  such  children 
be  brought  into  the  world  at  the  twenty-fourth,  twenty-eighth, 
or  thirty-second  week  of  intrauterine  existence,  or  later.  If 
they  are  puny,  weakly,  and  apparently  dying,  a  life-preserver 
may  save  them  when  the  cotton  wrapping  and  fancy  basket 
now  so  much  in  vogue  will  utterly  fail,  especially  with  clumsy 
nursing.  To  use  the  life-preserver  intelligently  one  needs  only 
to  read  and  apply  Rotch's  lectures  on  "Premature  Infants" 
and  "Infant  Feeding  and  the  General  Principles  of  Exami- 
nation and  Treatment,"  delivered  at  Harvard.  He  treats  the 
subject  so  thoroughly  as  to  satisfy  the  most  exacting  student 
of  infant  preservation.  I  desire  to  reiterate  in  most  respects, 
though  not  all,  his  remarks  with  reference  to  milk  laboratories, 
whose  food  for  premature  infants,  he  says,  when  carefully 
prepared,   is  far  superior   to  all   foods,    even   breast-feeding. 
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This  assertion  is  very  strong  indeed,  and  from  such  an  eminent 
authority  is  very  conclusive.  I  would  take  exception  to  the 
latter  portion  of  this  assertion — namely,  that  it  is  better  than 
breast-feeding — for  while  I  take  pleasure  in  lauding  to  the 
utmost  the  excellent  results  obtained  from  this  method  of  arti- 
ficial feeding  for  either  premature  or  delicate  infants,  I  would 
not  give  it  precedence  over  breast-feeding  by  a  healthy  mother, 
and  I  will  add  that  which  may  give  strength  to  Rotch's  asser- 
tion, that  very  few  who  give  birth  to  premature  children  are 
themselves  perfectly  healthy, 

I  have  been   very  favorably  impressed  with  the  excellence  of 


Fig.  1. — Showing  rough  box,  3x2x3  feet,  made  up  in  a  few  minutes,  at  a  cost 

not  to  exceed  two  dollars. 


the  work  done  with  the  laboratory  milk,  every  child  for  whom 
I  have  prescribed  it  seeming  to  do  better  ;  at  the  same  time  I 
deplore  the  fact  that  the  cost  of  this  almost  perfect  food,  while 
very  moderate  considering  the  great  amount  of  labor  and  ex- 
pense involved  in  conducting  the  laboratories  with  their  limited 
patronage,  is  as  yet  very  much  beyond  the  reach  of  the  people 
whose  babes  are  most  likely  to  require  such  a  product,  and  I 
look  forward  with  just  the  least  ray  of  hope  to  a  time  when  the 
governments  at  Washington  and  at  Ottawa  shall  see  to  it  that 
we  are  represented  by  one  of  our  profession,  who  shall  be  sec- 
retary or  commissioner  of  health,  having  authority  to  establish 
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just  such  laboratories,  "be  they  milk,  vaccine,  antitoxin,  or 
other  laboratories,"  where  everything  necessary  may  be  done 
for  the  preservation  of  the  lives  of  premature  infants  and  the 
thousands  of  full-term  infants  and  puny  children  who  die  each 
year  from  starvation  because  of  their  inability  to  digest  either 
unhealthy  mother's  milk,  unhealthy  cow's  or  even  sterilized 
milk,  or  the  prepared  foods,  while  a  milk  especially  prepared  by 
prescription  in  a  properly  conducted  milk  laboratory  could  in 
very  many  such  instances  be  retained,  digested,  and  assimilated. 
I  also  firmly  believe  that  many  lives  of  those  prematurely 
born  might  be  saved  by  resorting  to  an  incubator,  which  can 
be  easily  obtained  in  cities  at  any  of  the  physicians'  supply 
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Fig.  2. — Sectional  view  of  Fig.  1. 


houses.  Or  when  one  is  unable  to  obtain  one  quickly  because 
of  its  cost,  or  of  the  time  and  distance  being  too  great  to  over- 
come, how  easy  it  is  to  take  a  wooden  box,  36  inches  long,  24 
inches  wide,  and  36  inches  high  ;  fasten  or  swing  on  the  inside, 
upon  a  couple  of  narrow  boards,  iron  rods,  or  straps,  a  shelf, 
24  inches  long  by  15  inches  wide  and  f  inch  thick,  at  12  inches 
from  the  top,  for  the  reception  of  a  mattress  or  pillow  upon 
which  to  lay  the  baby  ;  loosen  one  of  the  side  bottom  boards, 
which  should  again  be  attached  to  the  board  above  or  the  bot- 
tom of  the  box  below  by  two  leather  or  small  brass  hinges,  so 
that  it  may  be  opened  or  closed  at  will  for  the  reception  of  hot- 
water  bottles,  any  number  of  which  may  be  used  to  regulate 
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the  temperature,  which  should  be  kept  at  from  80°  to  90°  F., 
beginning  with  the  latter  temperature,  which  should  usually 
be  maintained  for  five  or  six  daj's  ;  then  with  three  or  four  air 
holes,  about  2  inches  in  diameter,  at  or  near  the  bottom,  for 
admitting  fresh  air,  and  a  similar  number  at  top  for  the  exit  of 
foul  air  ;  with  a  glass  cover  or  old  window  frame  hinged  as  a 
top  through  which  the  baby  may  be  observed  and  cared  for, 
and  a  good  thermometer  placed  on  the  inside,  where  it  may 
easily  be  seen,  the  apparatus  is  complete.  AVith  such  a  brooder, 
costing  almost  nothing,  a  careful  nurse  may  succeed  admirably 
in  saving  lives  that  could  not  possibly  be  saved  without  resort- 


FiG.  3.— An  ideal  premature-life  preserver. 

ing  to  some  such  enclosure,  for  the  amount  of  heat  necessary 
to  the  lives  of  these  infants  cannot  be  maintained  in  an  atmos- 
phere compatible  with  the  good  health  of  the  adult ;  besides, 
a  too  frequent  changing  of  nurses  will  be  required  where  a 
large  room  is  used  whose  atmosphere  is  kept  up  to  a  tempera- 
ture of  32.2°  C.  (90°  F.),  and  these  changes,  with  the  difference 
in  handling,  are  not  at  all  to  the  liking  or  the  well-being  of  the 
child. 

The  accompanying  sketch  of  one  of  the  boxes  will  show  you 
better  than  words  can  how  cheap,  simple,  and  quickly  such  a 
useful  life-preserver  may  be  made.     Such  an  arrangement  will 
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answer  almost  as  well  as  the  highest-priced  product ;  of  this 
fact  I  have  had  an  opportunity  to  know,  for,  while  one  of  these 
boxes  was  being  used,  less  than  a  mile  distant  the  premature 
grandchild  of  a  noted  millionaire  was  rolling  in  the  luxury  of 
a  five  hundred  dollar  incubator.  Our  little  tot  was  perhaps 
just  as  happy,  and  I  know  succeeded  quite  as  well.  A  third 
child,  whose  life  had  almost  flickered  from  its  spare  and  bony 
receptacle,  was  preserved  by  the  aid  of  the  Truax  incubator, 
a  cut  of  which  I  show  you,  and  by  the  watchful  care  of  very 
efficient  and  attentive  trained  nurses. 

The  history  of  almost  all  delicate  premature  babies  is  similar. 
They  become  cyanosed,  pulseless,  unable  to  swallow;  when  an 
effort  is  made  to  feed  them  the  food  is  regurgitated,  so  that 


Fig.  4.— The  Tniax,  Greene  &  Co.  incubator  in  section. 

feeding  by  rectum  must  be  resorted  to.  This  is  accounted  for 
in  some  measure  by  the  undeveloped  condition  of  the  stomach, 
which  at  eight  months  may  only  measure  3.7  X  1.8  centimetres 
(li  X  H  inches),  weigh  14  to  15  grammes,  and  have  a  capacity 
of  7  or  8  cubic  centimetres. 

The  animal  heat  of  prematures,  in  consequence  of  their  early 
birth,  is  naturally  deficient  and  is  easily  disturbed  by  an  irregu- 
lar or  cold  air,  hence  for  this  an  equable  and  higher  tempera- 
ture is  necessary. 

The  heart  of  each  of  the  infants  in  whom  I  found  it  necessary 
to  resort  to  the  life-preserver  showed  a  distinct  murmur.  This 
was  especially  true  in  Baby  A.  in  the  Truax  incubator.  This 
was  observed  frequently  by  the  trained  nurses  and  also  by 
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another  physician  who  was  called  in  my  absence  because  of 
threatening  heart  failure  and  convulsions  of  the  child,  and  who 
had  so  little  hope  of  the  child  living  that  he  informed  the  nurse 
he  would  not  prescribe. 

I  will  now,  in  closing,  simply  call  your  attention  to  cuts  of 
the  life-preservers  used  by  me.  Fig.  1  is  a  rough  box  made  up 
and  used  as  described  in  the  paper.  I  keep  it  on  hand  to  lend 
or  use  as  occasion  may  require.  It  will  answer  nearly  all  pur- 
poses of  a  first-class,  high-priced  life-preserver.  Its  cost  was 
about  one  dollar  and  a  quarter.  Fig.  2  is  a  sectional  view  of 
Fig.  1.  Pipes  could  easily  be  distributed  through  it  where  the 
bottles  show,  and  a  piece  of  hose  fastened  to  them  and  to  any 
kitchen  kettle,  so  that  the  steam  from  the  kettle  could  circulate 
and  heat  the  box,  at  a  cost  of  less  than  four  dollars.  Of  course 
the  kettle  lid  would  either  have  to  be  weighted  down  or  fast- 
ened down  with  a  wire  or  cord  to  give  a  little  more  pressure  of 
steam.  Such  a  life-preserver  will  cost  less  than  five  dollars 
complete.  It  will  be  efficient  and  harmless.  Fig.  3  shows  a  cut 
of  what  I  consider  an  ideal  life-preserver,  the  principal  features 
of  which  have  been  described  by  Rotch  as  his  brooder.  It  may 
be  made  either  of  wood  or  metal,  preferably  the  latter.  The 
preserver  proper  may  be  used  upon  or  off  its  carriage,  slots  for 
the  carriage  axles  being  placed  beneath.  All  life-preservers 
should,  when  possible,  have  side  lights,  so  that  the  mother  or 
nurse  may  see  the  child  and  the  thermometer  while  they  are 
in  bed  or  resting.  A  bell  with  battery  should  be  attached,  as 
was  in  the  Truax,  to  notify  the  nurse  when  the  temperature  is 
too  high  or  too  low.  But  these  bells  must  not  be  depended 
upon;  they  are  not  yet  sufficiently  sensitive.  Fig.  4  is  a  cut  of 
the  Truax,  Greene  &  Co.'s  incubator  used  by  me. 
418  State  street. 
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Arrest  of  development  in  the  rectal  and  anal  portion  of  the 
alimentary  canal  is  sufficiently  rare,  excepting  in  exceedingly 
populous  districts,  to  admit  of  its  consideration  for  a  few  mo- 
ments. As  students  of  physiology  and  embryology  we  were  in- 
formed that  in  the  embryo  the  tubus  intestinalis  is  formed  by 
the  closing  laterally  and  from  front  to  rear  of  the  mesoderm  and 
entodermic  layers  of  the  blastoderm,  and  that  from  this  intes- 
tinal tube  are  derived  all  the  viscera  of  the  pleura  and  peritoneal 
cavity,  excepting  those  forming  the  genito-urinary  system. 
From  the  anterior  portion  of  this  tube  the  lungs  are  derived, 
also  the  trachea  and  esophagus,  and  posterior  to  this  portion 
there  appears  a  spindle-shaped  dilatation  which  is  the  first 
rudiment  of  the  stomach.  Below  this  organ  the  intestinal  tube 
increases  rapidly  in  length,  at  first  forming  a  loop  which  is 
attached  by  a  mesentery  to  the  spinal  column  and  projecting 
by  its  convex  surface  into  the  umbilical  vesicle ;  afterward 
it  is  thrown  by  rapid  growth  into  numerous  folds  and  convo- 
lutions, until  the  distinction  between  duodenum,  ileum,  and 
jejunum  becomes  apparent;  from  the  duodenum  spring  two 
sacculated  projections,  which  fuse  together  and  form  the  liver; 
the  openings  in  these  sacculated  projections  constitute  bile 
ducts,  which  are  at  first  double,  but  subsequently  unite  to  form 
a  single  canal.  Springing  from  a  blind  process  of  the  duode- 
num are  developed  also  the  pancreas  and  pancreatic  duct. 

The  allantois  begins,  like  the  lungs  and  liver,  as  a  blind  pro- 
cess springing  from  the  intestinal  wall,  but  situated  at  the 
posterior  extremity  of  the  tube;  and  the  bladder  is  formed 
from  a  portion  of  the  allantois  which  is  closed  in  by  the  ab- 
dominal plates.     At  the  outset,  therefore,  both  intestine  and 

'  Read  by  title  before  the  American  Association  of  Obstetricians  and 
Gynecologists  at  the  annual  meeting  at  Niagara  Falls,  August  17th  to 
20th,  1897. 
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bladder  open  into  a  common  cloaca;  these  organs  are  separated 
later,  however,  by  a  transverse  septum  forming  geni to- urinary 
and  anal  openings. 

Holt  informs  us  that  the  most  common  seat  of  intestinal 
obstruction  is  at  the  anus,  the  bowel  being  normally  formed 
throughout,  lacking  only  the  external  orifice.  The  next  most 
frequent  obstruction  is  in  the  rectum,  which  may  be  a  mem- 
branous septum  in  its  lumen  or  obliteration  of  the  rectal 
tube  either  in  part  or  throughout  its  entire  length,  including 
even  a  portion  of  the  colon.  When  the  obstruction  is  above 
the  rectum  the  most  frequent  seat  is  in  the  duodenum  ;  and 
Oartner,  he  says,  reporting  38  cases  of  obstruction  of  the 
bowels,  found  19  cases  in  the  duodenum,  3  in  the  jejunum, 
11  in  the  ileum,  G  in  the  colon,  1  in  the  ileum  and  colon. 

Atresia  in  these  cases  is  more  frequent  than  stenosis,  and 
there  may  be  either  a  single  point  of  obstruction  or  the  lumen 
may  be  obliterated  for  a  considerable  distance,  so  that  a  fibrous 
cord  may  be  all  there  is  to  represent  the  bowel,  or  there  may  be 
no  connection  whatever  between  the  two  open  portions  of  it. 
In  all  such  cases  the  upper  portion  of  the  intestine  is  very  much 
■distended  while  the  lower  portion  is  empty. 

The  cause  of  such  conditions  is  yet  in  considerable  doubt. 
Gartner '  attributes  most  of  these  deformities  to  fetal  volvitlus, 
while  Liebermann '  gives  peritonitis  as  the  principal  cause. 
Holt,  while  giving  both  volvulus  and  peritonitis  as  the  most 
probable  causes,  says  that  volvulus,  or  a  twisting  of  the  intes- 
tine during  its  development,  is  a  more  satisfactory  explanation 
for  the  majority  of  the  cases,  especially  where  there  are  mul- 
tiple points  of  atresia.  In  these  latter  cases  I  would  rather 
incline  to  believe  that  syphilis  in  one  or  both  parents  was 
the  predisposing  cause,  peritonitis  with  adhesions  or  volvulus 
following  upon  the  least  provocation;  and  indeed  I  can  very 
easily  imagine  this  same  disease  acting  as  a  very  prominent 
factor  in  nearly  all  cases,  whether  severe  or  mild  in  character, 
as  predisposing  the  fetal  tissue  to  this  and  many  other  malfor- 
mations. 

Lusk,  in  commenting  upon  the  physiologj^  of  embryonic  life 
and  the  joining  of  the  intestines  with  the  head  above  and  anus 
below,  says  that  the  openings  of  the  mouth  and  anus  into  the 
intestinal  tract  are  the  result  of  secondary  processes.  These  ori- 
fices begin  as  pit-like  depressions  in  their  membranous  enve- 

'  Jahrbufh  fiir  Kinderlieilk. ,  xx.,  p.  403.  «  Id.,  xxviii  ,  p.  420. 
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lopes,  the  depressions  continually  deepening  until  they  finally 
come  in  contact  with  the  upper  or  lower  end  of  the  intestines; 
then  absorption  of  the  intervening  tissue  takes  place,  and  the 
intestines  lined  by  the  internal  blastodermic  membrane  become 
united  with  the  external  layer,  so  that  a  failure  of  these  pit-like 
depressions  to  form  means  either  atresia  of  the  anus  or  a  sim- 
ilar deformity  at  the  mouth.  When  any  of  these  malforma- 
tions are  present  they  should  be  discovered  immediately  after 
the  birth  of  the  child.  If  the  physician  or  nurse  has  failed 
to  discover  them  upon  the  first  examination  after  birth,  their 
attention  will  soon  be  drawn  thereto  by  the  restless  condition 
of  the  child,  also  by  the  fact  that  meconium  has  not  been  ex- 
pelled, and,  after  twenty-four  hours,  to  a  tympanitic  distension 
of  the  abdomen,  the  child  later  refusing  to  take  the  breast 
because  of  the  intense  pain  it  suffers.  In  the  absence  of  the 
physician,  the  nurse,  if  trained,  will  make  an  effort  to  relieve 
these  symptoms  by  resorting  to  clysters,  when,  if  the  anus  is 
absent  entirely,  the  discovery  is  made  at  once.  If,  however, 
as  may  happen,  the  anus  be  developed  but  ununited  to  a  sten- 
osed  or  undeveloped  rectum,  clysters  may  be  given  without 
an  immediate  diagnosis  being  made,  until  the  child's  suffer- 
ing becomes  so  constant  and  acute  as  to  demand  a  complete 
examination,  when  the  malformation  is  usually,  though  not 
always,  found.  When  there  is  no  doubt  as  to  the  diagnosis  of 
anal  or  rectal  atresia,  an  immediate  decision  as  to  operative  pro- 
cedures necessary  will,  as  a  rule,  be  called  for  by  the  parents, 
and  some  of  them,  I  know,  prefer  death  of  the  child  to  opera- 
tive interference.  If  the  rectum  in  female  babies  terminates 
by  an  opening  into  the  vagina,  as  a  rule  operative  interference 
is  not  absolutely  necessary,  at  least  for  a  number  of  years,  for 
the  condition  is  not  incompatible  with  life;  but  a  correction  of 
the  malformation  should  be  made,  if  possible,  during  the  very 
early  years  of  life,  an  artificial  anus  at  the  normal  anal  site 
should  be  established,  and  the  abnormal  communication  with 
the  vagina  obliterated,  at  least  before  maturity.  If,  however,  a 
communication  has  developed  between  the  rectum  and  bladder, 
or  between  the  rectum  and  urethra,  as  illustrated  from  Esmarch 
by  Wyeth,  or  into  either  ureter,  as  quoted  by  Vogl,  a  diagnosis 
of  such  condition  may  readily  be  made  because  of  the  alkaline 
condition  of  the  urine,  caused  by  contact  with  the  meconium 
or  fecal  matter;  the  combination,  acting  as  an  irritant  upon  the 
mucous  bladder  lining,  will  very  soon  cause  cystitis,  and  cystitis 
in  the  new-born  should  be  looked  upon  with  a  suspicion  that 
45 
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some  such  abnormal  communication  is  present.  An  artificial 
opening  either  in  the  lumbar  or  inguinal  region  will  in  these 
cases  be  necessar}-,  and  should  be  made  as  soon  as  possible  to 
avoid  suffering  by  the  child  from  the  cystitis.  The  abdominal 
opening  is  preferable  in  most  of  these  most  difficult  cases,  and 
should  be  made  large  enough  to  permit  of  a  thorough  examina- 
tion of  the  entire  contents  of  the  abdomen  and  pelvis,  and  also 
to  permit  of  closing  the  pouch  of  intestine  leading  to  the  organs 
involved  by  primary  operation,  if  possible.  Otherwise  a  second- 
ary operation,  in  the  event  of  the  child  living,  may  be  required; 
for  if  the  cystitis  continues  because  of  continual  fecal  infection, 
after  the  colostomy  has  been  performed,  a  laparatomy  will 
again  be  necessary  in  order  to  close  the  abnormal  communi- 
cation, for  these  channels,  lined  as  they  are  with  epithelium, 
seldom,  if  ever,  close  spontaneously,  hence  an  enormous  amount 
of  unnecessary  suffering  will  ensue  because  of  failure  to  close 
them  at  the  first  operation. 

There  are,  again,  cases  of  atresia  in  which  the  pit-like  depres- 
sion has  formed  in  the  integument  and  deepened  into  a  normal 
anal  orifice,  this  orifice  or  pouch  extending  upward  until  its 
blind  extremity  is  within  reach  of  the  descending  rectal  pouch. 
These  cases  are  very  deceptive,  but  when  discovered  are  easily 
relieved  by  introducing  the  finger  or  a  grooved  director  into 
the  anal  opening — which  latter  should  first  be  dilated — then 
slitting  open  the  partition  with  a  trocar,  scissors,  or  bistoury, 
dilating  the  opening  as  freely  as  possible,  packing  it  with  gauze 
and  cerate,  and  thus  forming  an  orifice  that  will  give  little  if 
any  trouble  during  at  least  the  first  year  of  life  when  the  alvine 
matter  is  soft  and  formless;  later  frequently  repeated  clysters 
may  be  necessary  to  keep  the  feces  from  solidifying.  When 
the  rectum  is  complete  and  the  anus  also  complete,  excepting 
for  want  of  an  opening  in  the  integument,  bulging  at  the  aual 
site  will  soon  attract  attention  thereto,  and  an  opening  can 
easily  be  made  and  dilated,  giving  immediate  relief.  But  where 
the  rectum  is  complete,  or  almost,  and  the  anal  orifice  not  at 
all  formed,  bulging  at  the  anal  site  will  not  appear  even  though 
the  abdomen  be  much  distended. 

Any  of  the  above  conditions  should  be  discovered  and,  if 
possible,  rectified  during  the  first  twenty-four  hours  following 
the  birth  of  the  child.  If  no  bulging  appears  at  the  anal  site  a 
colostomy  will  almost  certainly  be  necessary. 

With  these  preliminary  remarks  I  will  now  report  the  fol- 
lowing case:     I  was  called  and  attended  Mrs.   S.,   May  14th, 
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during  a  normal  labor,  delivering  her  of  a  bo}"  healthy  in  all 
respects  excepting  for  atresia  of  the  anus,  which  was  entirely 
absent,  not  even  a  pit  or  depression  marking  the  site;  and  al- 
though two  days  elapsed  before  a  discovery  of  the  condition, 
not  a  particle  of  bulging  at  the  anal  site  was  visible,  but  the 
child  at  this  time  was  suffering  very  much  from  a  distended 
abdomen.  The  condition,  when  I  discovered  it,  was  immedi- 
ately made  known  to  the  parents,  and  I  also  informed  them 
that  an  operation  for  connecting  the  bowel  to  the  abdomen 
would  in  all  probability  be  necessary,  for  I  had  already  probed 
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around  the  anal  site  in  their  presence  for  an  opening  without 
success.  With  much  reluctance  they  consented  to  this  proce- 
dure, and  after  consultation  with  Dr.  Bacon  an  effort  was  made 
to  lo3ate  the  rectum  by  a  careful  disseotion  at  the  anal  site  to 
the  depth  of  3.7  centimetres  (li  inches),  without  success,  when  a 
colostomy  was  deemed  necessary,  and  an  incision  about  2  centi- 
metres (I  inch)  long  at  the  left  inguinal  region  through  the 
distended  abdomen  was  made,  the  bowel  brought  into  the 
abdominal  wound  and  attached  at  each  angle  by  sutures. 
Then  the  intestine  between  the  sutures  was  forcibly  drawn  out 
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over  the  cut  abdominal  surface,  while  an  incision  was  made 
between  the  sutures  lengthwise  of  the  bowel  for  the  escape  of 
the  meconium,  which  was  immediately  very  freely  discharged. 
After  cleansing  the  edges  of  each  cut  surface,  the  bowel  open- 
ing was  united  on  each  side  to  the  corresponding  side  of  the 
abdominal  wound,  apparently  primary  union  resulting,  and  for 
the  following  eight  or  ten  days  nothing  whatever  seemed  to  dis- 
turb the  little  one.  It  ate,  slept,  and  gained  in  weight  fully  as 
well  as  any  child  could,  notwithstanding  the  very  hot  weather, 
but  for  over  two  months  it  has  suffered  from  an  almost  com- 
plete closure  of  the  wound  by  the  cicatricial  formation,  the 
plug  persistently  blocking  up  the  channel  and  necessitating  di- 
latation daily  by  the  dilators  which  I  now  show  you  and  which 
I  have  had  made  for  this  purpose.  They  appear  in  the  fore- 
ground immediately  in  front  of  the  baby — a  healthy-looking 
child,  as  you  see  by  its  photograph.  These  dilators  are  simply 
Nos.  9,  11,  and  13  E  male  urethral  catheters  cut  off  2.5  centi- 
metres (1  inch)  above  the  curve,  having  a  flat  handle  brazed 
on  to  the  outside  diameter  of  the  dilator  to  guide  it  and  to 
prevent  its  turning  while  being  introduced. 

It  is  very  important  because  of  the  cicatrix  to  see  that  the 
canal  be  dilated  every  day,  even  though  the  stools  be  liquid 
and  diarrheal  in  character;  otherwise,  if  this  be  neglected  for 
several  days  because  of  the  bowels  being  loose,  it  will  then  be 
found  necessary  to  use  considerable  force  to  introduce  even  the 
smallest-sized  dilator  through  the  centre  of  the  cicatrix.  When 
much  force  is  necessary  in  dilating  the  opening  with  the  instru- 
ment in  the  right  hand,  it  is  well  to  place  the  fingers  of  the  left 
hand  upon  the  anterior  superior  spine  and  crest  of  the  ilium  as 
a  guide  to  prevent  the  forcible  plunging  of  the  dilator  against 
the  opposite  wall  of  the  intestine;  for  by  carelessness  the  bowel 
might  easily  be  punctured,  which  accident  would  almost  cer- 
tainly terminate  in  diffuse  peritonitis  and  death. 

This  cicatricial  plug,  under  slight  anesthesia,  could  easily  be 
removed  and  an  effort  made  to  fasten  the  integument  around 
the  opening  close  down  to  the  mucosa  of  the  bowel,  when,  if 
primary  union  took  place,  there  would  of  course  be  no  cica- 
tricial plug  and  consequently  little  if  any  dilating  would  be 
found  necessary.  Indeed,  with  my  present  experience,  if  given 
a  similar  case,  it  would  lead  me  to  adopt  a  different  procedure 
at  the  primary  operation  in  order  to  overcome  the  cicatricial 
formation,  and  that  is  to  do  the  colostomy  in  two  sittings. 
During  the   first  sitting  the  colon  might  be  fastened  to  the 
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abdominal  wound  until  peritoneal  adhesions  have  formed,  and 
the  integument  loosened  for  some  little  distance,  say  1.5  centi- 
metres, around  the  abdominal  opening,  so  that  it  might  be 
fastened  down  as  close  as  possible  to  the  bowel  wall  and  dressed. 
At  the  second  sitting,  twenty-four  to  forty-eight  hours  later, 
the  bowel  being  united  to  the  peritoneum,  a  double  row  of 
stitches  might  be  introduced  with  the  long  axis  of  the  bowel, 
and  between  these  the  incision  should  be  made,  and  the  stitches, 
each  previously  armed  with  a  needle,  should  be  immediately 
fastened  to  the  abdominal  opening,  when,  after  the  meconium 
has  been  thoroughly  evacuated,  a  plug  should  be  introduced  to 
prevent  further  discharge  for  at  least  twenty -four  hours;  the 
wound  should  then  be  thoroughly  cleansed,  sutured,  and 
dressed.  For  an  opening  through  the  abdomen  into  the  bowel 
that  (so  far  as  one  can  judge  before  operation)  is  likely  to  be 
permanent,  I  think  such  a  procedure  as  this  will  give  the  best 
results,  and  if  later  it  can  be  dispensed  with,  with  care  it  may 
be  closed.  One  other  little  procedure  I  would  strongly  advise 
when  doing  a  colostomy  for  anal  atresia — namel}%  draw  down 
the  colon  toward  the  anal  site  as  far  as  undue  tension  will  per- 
mit before  attaching  it  to  the  abdominal  wall ;  then  when,  later, 
soundings  are  made  for  the  rectal  pouch  or  terminus,  it  may 
be  found  sufficiently  close  to  the  anal  site  to  permit  of  its  early 
attachment  to  that  location  in  just  exactl}^  the  same  manner 
as  that  above  described  for  colotomy,  and  in  two  sittings.  We 
hope  to  make  such  an  effort  in  the  case  above  reported  when 
the  pelvic  outlet  is  larger;  the  tuber  ischii  in  this  child  being- 
somewhat  closer  than  usual  will  make  the  operative  procedure 
in  that  direction  quite  difficult.  Few  children  born  with  these 
malformations  so  marked  as  to  require  colostomy  recover  from 
the  operation,  and  fewer  still  attain  the  age  of  maturity.  In- 
deed, they  seldom  live  beyond  the  age  of  childhood.  Keat- 
ing, who  has  enjoyed  a  very  extensive  and  varied  practice,  has 
but  one  case  of  colostomy  to  his  credit,  and  makes  no  reference 
to  its  period  of  life.  Vogl,  closing  his  article  upon  anal  and 
rectal  malformations,  in  referring  to  colostomy  says:  "That 
children  may  recover  from  such  an  operation  has  often  been 
shown,  but  whether  they  thrive  or  grow  up  I  am  not  able  to 
say.  At  least  I  have  never  seen  an  adult  in  whom  an  artificial 
anus  has  been  established  in  either  lumbar  or  inguinal  regions 
in  the  early  days  of  life."  In  the  Medical  News,  September, 
1883,  Dr.  Fen  wick,  of  Montreal,  reports  a  case  of  imperforate 
anus  to  the  surgical  section  of  the  Canadian  Medical  Associa- 
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tion.  September  5th,  1883.  The  patient,  a  man,  •'"'  no  age  given. '^ 
had  a  fecal  fistula  at  the  root  of  the  penis,  said  to  have  been 
the  result  of  an  operation  made  when  a  babe  for  the  cure  of 
atresia.  I  am  surprised  that  so  very  many  authors,  both  in 
this  country  and  in  European  nations,  make  no  further  report 
of  cases  in  which  colostomy  has  been  performed,  so  that  the 
benefits  of  the  operation,  if  any,  may  be  observed. 

One  might  very  readily  imagine  that  an  occlusion  of  the  bowel 
in  the  new-born  sufficient  to  require  colostomy,  instead  of  being 
quite  common,  as  is  claimed,  is  indeed,  on  the  contrary,  quite 
a  rare  occurrence,  and  this  to  me  would  seem  especially  ap- 
parent from  a  perusal  of  works  upon  obstetrics.  For  to  whom 
are  such  cases  presented  if  thej'  are  not  to  the  obstetrician? — and 
3'et  I  find  in  their  writings  but  little  more  than  a  mere  mention 
of  such  cases  having  occurred.  Hence  I  judge  they  either  do 
not  report  them  very  faithfully  or  the  cases  do  not  so  very  fre- 
quently occur.  In  the  practice  of  mid  wives,  however,  I  believe 
an  occlusion  is  occasionally  overlooked,  and  in  support  of  my 
belief  permit  me  to  report  the  following: 

I  was  called  in  a  great  hurry  to  see  Mrs.  R,  on  December 
10th,  1895.  I  found  her  almost  distracted  over  her  babe,  a  boy 
5  days  old.  The  infant  was  in  a  state  of  coma  preceding 
death,  its  abdomen  enormously  distended  and  discolored,  the 
discoloration  extending  over  the  entire  abdominal  surface  and 
upon  either  side,  radiating  out  upon  the  back  well  toward  the 
vertebra.  Even  the  mother  at  this  time  was  satisfied  there  was 
no  hope  for  the  life  of  her  babe,  and  I  was  called  merely  to  cer- 
tify to  the  cause  of  death,  which  I  readily  found  was  peritonitis 
following  anal  atresia.  The  midwife  who  attended  the  case  is 
above  the  average  in  intelligence.  She  had  simply  failed  to 
discover  the  condition. 

Since  writing  the  above  I  find  I  am  at  variance  with  some 
noted  surgeons  in  advising  an  early  operation  in  those  cases  of 
anal  atresia  in  which  the  rectum  fuses  with  the  posterior  wall 
of  the  vagina.  Thompson,  of  London,  while  reporting  (in  the 
London  Lancet  of  February.  181)4)  a  successful  operation  for 
closing  the  vaginal  opening  and  uniting  the  rectum  at  the  nor- 
mal site,  quotes  Mr.  Crisp  as  having  performed  twelve  similar 
operations,  eleven  of  them  being  successful,  and  gave  it  as 
Crisp's  advice  that  the  operation  be  deferred  until  the  girl  has 
grown  up  to  about  the  age  of  14  years,  so  as  to  allow  the  parts 
to  become  thickened. 

In  the  same  journal,  however,  in  the  following  month.  Dr. 
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Newman,  of  London,  deplores  the  fact  that  a  young  girl  who 
Tvas  brought  to  him  at  the  age  of  8  years  for  the  same  con- 
dition had  been  so  long  neglected  by  her  parents.  He  operated 
at  once,  and  for  weeks  after  apple  pips  (which  he  was  positive 
were  not  eaten  since  the  operation)  were  occasionally  dis- 
•charged.  The  intestines  had  also  been  enormously  distended 
with  fecal  matter.  He  maintained  that  they  should  be  ope- 
rated upon  younger  still  than  this  child  was.  I  am  inclined  to 
favor  operative  procedures  in  this  particular  class  of  cases, 
between  the  ages  of  6  and  13  years,  as  indicated  by  circum- 
stances and  the  developed  condition  of  the  child. 
4118  State  street. 
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S.  Pozzi,  Professor  agrege  a  la  Faculte  de  Medecine  de  Paris; 
Chirurgien  de  THopital  Broca;  Membre  de  TAcademie  de 
Medecine.  Second  American  edition,  translated  from  the 
third  French  edition  under  the  supervision  of  Brooks  H. 
Wells,  M.D.,  Adjunct  Professor  of  Gynecology,  New  York 
Polj^clinic;  Fellow  of  the  New  York  Obstetrical  Society  and 
the  New  York  Academy  of  Medicine.  With  600  illustra- 
tions. Pp.  xiv.-936.  New  York:  William  Wood  &  Com- 
pany, 1897. 

The  treatise  of  which  the  second  edition  is  here  given  to 
American  readers  undoubtedly  continues  to  hold  the  pre- emi- 
nence attained  on  its  first  appearance.  The  cosmopolitan  and 
scientific  spirit  of  its  author,  shown  in  his  exhaustive  research 
and  judicious  appreciation  of  the  work  of  other  nations,  together 
with  his  keen  and  mature  judgment  in  utilizing  the  material 
from  his  own  rich  clinical  fields,  makes  it  a  clear  and  reliable 
guide  to  the  best  practice  in  this  specialty.  It  has  attained  a 
phenomenal  fame  throughout  the  world.  It  has  been  trans- 
lated into  the  German,  English,  Spanish,  Italian,  and  Russian 
languages,  and  has  received  the  prize  of  the  Institute  and  of  the 
Academy  of  Medicine  of  Paris. 

The  third  French  edition,  from  which  this  is  translated,  has 
been  the  subject  of  careful  and  thorough  revision  and  of  many 
additions.  (Jertain  of  the  chapters  have  been  completely  rewrit- 
ten. The  most  recent  treatment  of  uterine  fibroids  by  abdomi- 
nal and  vaginal  hysterectomy,  the  indications  for  the  latter  ope- 
ration in  pelvic  suppuration,  the  recent  forms  of  intervention 
in  cases  of  retrodeviations  of  the  uterus,  are  all  discussed. 
Where  the  author  find  it  difficult  to  present  a  dogmatic  expo- 
sition of  certain  questions  still  in  process  of  evolution  he  gives 
an  exact  idea  of  the  different  opinions,  but  does  not  neglect  to 
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clearly  formulate  his  own.  He  believes  that  in  a  work  like  this^ 
essentially  didactic,  it  would  be  wrong  to  withhold  from  the 
reader  the  possibility  of  forming  a  personal  conviction,  but  that 
it  is  also  necessary  that  the  author  should  never  hesitate  to- 
express  his  own  opinion. 

The  pathological  anatomy  has  been  subjected  to  man 5' 
changes.  The  numerous  histological  figures  borrowed  in  pre- 
vious editions  from  other  works  have  been  replaced  by  new 
drawings  skilfully  executed  from  specimens  from  the  author's 
service  by  his  chief  of  laboratory,  Dr.  Latteux. 

In  preparing  this  second  American  edition  the  author  has 
been  followed  as  closely  as  possible.  A  few  illustrations  of 
instruments  or  pessaries  have  been  changed.  A  few  editorial 
notes  referring  to  minor  points  have  been  added. 

Practical  Manual  of  the  Diseases  of  Women  and 
Uterine  Therapeutics.  For  Students  and  Practitioners. 
By  H.  Macnaughton  Jones,  M.D.,  M.Ch.,  Master  of 
Obstetrics  (Honoris  Causa),  Royal  University  of  Ireland  ;. 
Fellow  of  the  Royal  College  of  Surgeons  of  Ireland  and 
Edinburgh;  Formerly  University  Professor  of  Midwifery 
and  Diseases  of  Women  and  Children,  and  Examiner  in 
Midwifery  and  Diseases  of  Women  and  Children,  in  the- 
Royal  University  of  Ireland.  Seventh  edition,  revised  and 
enlarged.  Pp.  xxiv.-900.  With  565  illustrations.  New 
York  :  William  Wood  &  Company,  1897. 

Any  work  that  can  pass  through  seven  editions,  as  this  has- 
done  since  its  first  appearance  in  1884,  must  possess  certain 
decided  points  of  attraction  and  merit.  In  looking  over  the 
present  volume  we  are  impressed  that  this  attraction  for  the^ 
practitioner  in  general  must  lie  in  the  fact  that  a  much  greater 
degree  of  attention  and  detail  is  paid  to  medical  therapeutics- 
than  is  found  in  other  recent  works  treating  of  this  specialty. 
Pessaries,  intrauterine  stems,  tents  (sponge  as  well  as  tupela 
or  laminaria),  intrauterine  caustic  applications,  massage,  elec- 
tricity, many  drugs  and  proprietary  articles,  spas,  etc.,  are- 
described  and  recommended  with  comparative  freedom.  By 
this  we  do  not  mean  that  surgical  methods  are  neglected,  for 
the  volume  bears  marks,  in  text  and  illustrations,  of  careful 
revision  throughout  and  knowledge  of  all  the  prominent  recent 
text  books.  We  do  not  consider  the  work  as  the  best  for  the 
beginner,  and  yet  such  is  its  store  of  information  that  even  the 
well-read  and  experienced  must  find  much  advice  of  value  in 
its  pages  and  much  that  will  lead  him  to  hesitate  often  before 
deciding  on  surgical  interference. 

A  Text  Book  of  Diseases  of  Women.  By  Charles  B. 
Penrose,  M.D.,  Ph.D.,  Professor  of  Gynecologj^  in  the 
University  of  Pennsylvania;  Surgeon  to  the  Gynecean  Hos- 
pital, Philadelphia.  Illustrated.  Pp.  529.  Philadelphia  :■ 
W.  B.  Saunders,  1897. 

On  looking  this  volume  over  we  are  impressed  with  the  fact 
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that  Dr,  Penrose  has  written  a  good,  practical  book.  It  is  not 
at  all  encyclopedic  in  scope,  for,  being  written  for  the  student, 
it  gives  in  most  instances  but  one  plan  of  treatment  for  each 
disease,  hoping  in  this  way  to  avoid  confusion.  It  omits,  as  a 
rule,  facts  in  pathology,  physiology,  and  anatomy,  these  being 
given  only  when  peculiar  to  the  disease  under  consideration. 
The  illustrations  are  nearly  all  diagrammatic,  many  are  original, 
and  the  majority  are  good.  The  style  is  clear  and  the  teaching 
safe  and  conservative.  The  printing  and  general  make-up  are 
excellent. 

The  Diseases  of  Women.  A  Handbook  for  Students  and 
Practitioners.  By  J.  Bland  Sutton,  F.R  C.S.  Eng.,  Sur- 
geon to  the  Chelsea  Hospital  for  Women,  Assistant  Surgeon 
Middlesex  Hospital,  London;  and  Arthur  E.  Giles,  M.D., 
B.Sc.  Lond.,  F.R. C.S.  Edin.,  Assistant  Surgeon  Chelsea 
Hospital  for  Women,  London.  With  115  illustrations.  Pp. 
400.  Philadelphia:  W.  B.  Saunders;  London:  Rebman 
Publishing  Company,  1897. 

This  is  a  small  work,  intended  to  be  useful  to  students  pre- 
paring for  examination.  Its  style  is  concise,  clear,  and  dog- 
matic. It  does  not  go  minutely  into  detail,  and  sets  forth 
mainly  the  authors*  views  and  methods.     Its  teaching  is  sound. 

A  Manual  of  Obstetric  Practice  for  Students  and 
Practitioners.  By  A.  Duhrssen,  M.D.,  Late  First  As- 
sistant in  the  Obstetric  Clinic  of  the  Charite  Hospital  in  Ber- 
lin. Translated  and  edited  from  the  sixth  edition  by  John 
W.  Taylor,  F.R.C.S.,  Surgeon  to  the  Woman's  Hospital, 
Birmingham,  and  Vice-President  of  the  British  Gynecologi- 
cal Society;  and  Frederick  Edge,M.D.,  F.R.C.S.,  Surgeon, 
to  the  Woman's  Hospital,  Wolverhampton.  Illustrated 
Pp.  304.     London:  H.  K.  Lewis,  1897. 

This  is  a  convenient,  very  practical,  concise  manual  of  the 
most  modern  aseptic  midwifery  technique,  which  is  essentially 
that  of  the  trained  surgeon.  It  cannot  be  too  highly  recom- 
mended. Both  its  popularity  and  the  care  with  which  it  is 
kept  up  to  date  are  shown  by  its  six  editions  during  the  past 
six  years. 

Essentials  of  Obstetrics.      By  Charles  Jewett,  A.M., 
M.D.,  Sc.D.,  Professor  of  Obstetrics  and  Pediatrics  in  the 
Long  Island  College  Hospital,  and  Obstetrician  to  the  Hos- 
pital.    Assisted  by  Harold  F.  Jewett,  M.D.     Illustrated 
by  80  woodcuts  and  3  colored  plates.     Pp.  350.     New  York 
and  Philadelphia:  Lea  Brothers  &  Company,  1897. 
The  object  of  this  volume  is  to  place  the  groundwork  of  ob- 
stetrics within  easy  reach  of  the  beginner.     Modelled  some- 
what on  the  lines  of  King's  classical  manual,  it  aims  at  con- 
ciseness and  clearness,  even  at  the  risk    of  being  dogmatic. 
Its  arrangement  is  logical  and  systematic,  its  teaching  sound 
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and  well  up  to  date.  The  author  believes  that  the  average 
medical  student  seldom  has  the  necessary  mental  training  to 
analyze  his  subject  for  himself,  and  that  this  must  be  done  for 
him  until  he  is  well  grounded  in  the  rudiments.  The  founda- 
tion well  laid,  a  complete  knowledge  of  the  subject  becomes  a 
matter  of  comparatively  easy  attainment. 

The  Menopause,  A  Consideration  of  the  Phenomena  which 
occur  to  Women  at  the  Close  of  the  Child-bearing  Period, 
with  Incidental  Allusions  to  their  Relationship  to  Menstrua- 
tion. Also,  A  Particular  Consideration  of  the  Premature 
(especially  the  Artificial)  Menopause.  By  Andrew  F.  Cur- 
rier, A.B.,  M.D.  Pp.  XV. -309.  New  York:  D.  Appleton 
&  Company,  1897. 

Beginning  with  historical  and  other  preliminary  considera- 
tions, and  running  through  the  anatomical  changes  related  to 
the  menopause,  the  author  then  discusses  the  factors  which 
influence  its  advent  and  progress,  the  phenomena,  normal  and 
morbid,  which  accompany  it,  its  premature  advent  whether 
from  natural  or  surgical  causes,  its  retardation,  and  the  treat- 
ment of  its  various  symptoms  or  sequelse.  The  idea  is  promi- 
nent throughout  that  the  normal  menopause  in  the  healthy 
woman  is,  like  puberty,  not  attended  with  any  special  danger. 
The  book  is  minutely  complete  in  its  presentation  of  its  sub- 
ject. The  style  is  easy.  Each  chapter  is  divided  into  nume- 
rous sections,  and  this,  with  a  table  of  contents  and  a  full  index, 
facilitates  ready  reference. 

Die  Anatomie  und  Behandlung  der  Geburtsstorun- 
gen  nach  Antefixirung  des  Uterus.  Von  Dr.  W. 
RtJHL.     Pp.  82.     Berlin  :  S.  Karger,  1897. 

This  most  interesting  booklet  discusses  the  anatomy  and 
treatment  of  obstetrical  complications  occurring  after  artificial 
antefixation  of  the  uterus.  It  appears  to  us  as  a  testimonium 
paupertatis  that  the  much-lauded  advances  in  the  treatment 
of  uterine  displacements  should  cause  obstetrical  complications 
of  such  frequency  and  severity  as  the  author's  researches  make 
evident.  However,  the  wind  sowed  in  the  form  of  operative 
failures  returns  with  hurricane  force  in  the  form  of  Porro  ope- 
rations, Cesarean  sections,  rupture  of  the  uterus,  etc.  The  first 
chapter  deals  with  the  physiology  of  labor  after  antefijcation. 
The  author  states  that  the  growth  of  the  uterus  is  not  uniform 
and  symmetrical,  but  is  largely  confined  to  the  fundus  and 
upper  segment.  Another  change  conditioned  by  pregnancy 
is  a  shifting  of  the  longitudinal  axis.  The  degree  of  severity 
and  frequency  of  complications  following  one  or  the  other 
method  of  uterine  fixation  depends  upon  the  degree  of  inter- 
ference with  the  physiological  phenomena  of  gestation.  A 
faulty  deviation  from  the  normal  axis  results  in  a  faulty  intra- 
uterine pressure  during  parturition,  anomalies  of  fetal  position, 
and  inaccessibly  high  vaginal  cervix.     The  results  of  inter- 


REVIEAVS.  T15 

ference  with  the  physiological  growth  of  the  anterior  uterine 
wall  show  themselves  in  an  excessive  stretching  of  the  others, 
especially  of  the  posterior  and  upper  walls,  and  a  premature 
unfolding  of  the  posterior  lip  of  the  cervix,  lessened  fetal  mo- 
bility, increased  intrauterine  pressure  from  the  excessive  ten- 
sion of  the  uterine  walls,  retroposition,  and  interference  with 
the  descent  of  the  cervix.  These  pathological  changes  are 
found,  without  exception,  after  every  firm  antefixation,  but  the 
degree  varies  according  to  the  method.  The  author  next  deals 
with  the  complications  following  the  different  operative  meth- 
ods, and,  as  we  would  naturally  suppose,  they  are  least  after 
the  Alexander  operation  and  most  severe  after  the  methods 
which  directly  fix  the  uterus  to  the  vaginal  wall.  Riihl's  inves- 
tigations show  that  in  the  older  method  of  vaginal  fixation,  in 
which  the  uterus  is  fixed  to  the  peritoneum,  the  complications 
were  less  formidable  than  after  the  newer  methods  of  Diihrssen 
and  Mackenrodt  in  which  the  adhesions  are  of  a  fibrous  cha- 
racter. The  curative  results  of  the  old  operation,  however, 
were  very  poor  ;  this  accounts  for  its  abandonment. 

Obstetrical  complications  and  their  treatment  are  the  subject 
of  the  final  chapters.  Contracted  pelvis,  placenta  previa, 
hydrocephalus,  and  so  on,  become  insignificant  if  compared 
with  the  almost  insurmountable  obstacles  resulting  from  these 
"'curative"  operations.  Fortunatelj'' this  fad  is  rapidly  pass- 
ing away,  and  the  days  are  probably  past  when  men  could 
boast  of  hundreds  of  operations  yearly  for  the  "  cure"  of  ute- 
rine displacements.  The  brief  space  at  our  disposal  forbids  the 
description  of  the  treatment  indicated  in  the  different  complica- 
tions. We  recommend  the  careful  reading  of  Riihl's  book  by 
every  physician  in  active  practice,  be  he  specialist  or  general 
practitioner,  for  we  can  never  know  how  soon  one  of  these 
so  called  "cures"  will  seek  our  aid,  and  to  save  the  woman 
from  the  fate  of  ' '  death  undelivered  "  may  test  all  our  resources 
and  ingenuity.  J.  R. 

Twentieth  Century  Practice.  An  International  Encyclo- 
pedia of  Modern  Medical  Science.  By  leading  authorities  of 
Europe  and  America.  Edited  by  Thomas  L.  Stedman, 
M.D  ,  New  York  City.  In  twenty  volumes.  Volume  XI., 
''  Diseases  of  the  Nervous  System."  New  York:  William 
Wood  &  Company,  lb97. 

This  volume  opens  with  an  exposition  of  the  important  sub- 
ject of  diseases  of  the  cerebro-spinal  and  sympathetic  nerves, 
by  James  Hendrie  Lloyd,  of  Philadelphia,  which  occupies  one- 
half  of  the  book  and  is  thorough,  practical,  and  generally  sat- 
isfactory. This  is  followed  by  chapters  on  trophoneuroses,  by 
Charles  K.  Mills  and  F.  X.  Dercum.  of  Philadelphia;  diseases 
of  the  spinal  cord,  by  L.  Bruns,  of  Hanover,  and  F.  Windscheid, 
of  Leipzig;  tabes  dorsalis,  by  P.  J.  Mobius,  of  Leipzig;  the 
""  combined  system  diseases"  of  the  spinal  cord,  by  Adolph 
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Striinipel,  of  Erlangen;  and  a  psychological  discussion  of  pain, 
by  Lightner  AVitmer,  of  Philadelphia. 

True  to  Themselves.  By  Alexander  J.  0.  Skene,  M.D., 
LL.D.  Pp.  397.  London  and  New  York:  F.  Tennyson 
Neely. 

This  book,  written  by  the  distinguished  physician  and  author 
of  medical  writings,  purports  to  be  a  psychological  studj^  in 
the  form  of  fiction.  The  lesson  inculcated  is  that  the  love 
which  unites  two  human  beings  is  a  more  sacred  thing  than 
the  legal  or  religious  ceremony  which  makes  them  one  in  the 
ej^es  of  the  world,  and  that  those  thus  joined  should  not  be 
parted  by  man.  Whether  the  author  has  brought  out  his  point 
in  a  clear  and  forcible  manner  the  reader  must  judge  for  him- 
self. For  our  part,  it  would  seem  that  he  had  better  rest  con- 
tent with  the  reputation  gained  and  the  laurels  won  in  other 
fields.  The  book  is  deficient  in  plot,  the  thread  of  the  tale 
winding  and  tangled,  the  characters  not  convincing,  and  the 
style  somewhat  dry.  The  aim  and  thoughts  are,  of  course, 
excellent,  and  the  book  permeated  with  noble  sentiments 

The  portrait  of  Dr.  Skene,  which  forms  the  frontispiece,  is 
interesting,  but  one  cannot  but  wonder  at  his  allowing  it  to  be 
placed  in  a  volume  which  is  so  poor  an  example  of  the  book- 
maker's art,  being  a  combination  of  cheap  paper  and  binding 
rather  unusual  in  these  luxurious  days. 

Transactions  of  the  American  Gynecological  Society. 

Volume  xxii.     Pp.  320.     Philadelphia:  William  J.  Dornan, 

1897. 

This  volume  contains  the  full  text  of  the  papers  and  discus- 
sions brought  before  this  famous  Society  at  its  meeting  in 
Washington  last  May,  of  which  an  abstract  has  appeared  in 
this  Journal. 
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OBSTETRICS. 

Anesthesia  in  Obstetrics. — In  a  discussion  before  the  Ob- 
stetrical Society  of  Boston,  C.  M.  Green  '  upholds  the  use  of 
ether  in  midwifery,  while  A.  Worcester  '  claims  superiority 
for  chloroform.  E.  P.  Davis  '  states  that  the  most  recent  in- 
vestigations show  that  the  evil  effects  of  chloroform  result 
from  vasomotor  paralysis,  causing  the  accumulation  of  blood 
in  the  abdominal  viscera  especiall}^  and  bringing  about  partial 
or  complete  cessation  of  function  in  the  nervous  centres  from 
acute  anemia.  Pregnancy  increases  vasomotor  tension  and 
thereby  renders  the  pregnant  woman  less  liable  to  the  injurious 
effects  of  chloroform.     In  normal  labor  the  actual  expulsion  of 
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the  child  may  be  safel}^  rendered  painless,  dilatation  of  the 
birth  canal  furthered,  and  laceration  diminished  by  light  and 
transient  narcosis  from  chloroform.  In  tetanus  of  the  uterus, 
eclamptic  convulsions,  and  maniacal  labor,  chloroform  is  to  be 
preferred  to  ether,  and  is  most  useful.  Profound  narcosis  from 
chloroform  is  seldom,  if  ever,  necessary  in  obstetric  practice, 
and.  like  this  condition  under  ether,  is  attended  with  risk. 

Action  of  Quinine  in  Pregnancy.— R.  C.  Bennett '  believes 
that  quinine  is  capable  of  inducing  uterine  contractions.  In 
support  of  his  opinion  he  reports  two  cases  of  albuminuria  of 
pregaancy,  one  of  whom  was  also  suffering  from  malaria.  In 
this  case  the  administration  of  five  grains  of  quinine  three  times 
a  day  was  followed  in  forty- eight  hours  by  premature  labor  at 
the  eighth  month.  In  the  other,  labor  occurred  after  five  doses 
of  ten  grains  each  had  been  given  at  intervals  of  four  hours. 

Abortion. — The  treatment  of  incomplete  abortion  advised  by 
Reygasse '  is  the  following  :  If  it  is  impossible  to  keep  the 
patient  under  careful  observation  the  uterus  should  be  curetted 
under  anesthesia  immediately  after  abortion.  If  the  patient 
can  be  watched,  however,  frequent  antiseptic  intrauterine  and 
vaginal  douches  should  be  given  for  three  or  four  days,  taking 
the  temperature  twice  daily  and  curetting  as  soon  as  any  fever 
is  noticed,  or  if  the  retained  secundines  are  not  spontaneously 
expelled  in  three  or  four  days. 

Vomiting  of  Pregnancy. — By  the  similarity  of  the  symp- 
toms of  the  uncontrollable  vomiting  of  pregnancy  and  of  those 
observed  in  animals  deprived  of  salt  by  being  fed  with  albumen 
containing  the  smallest  possible  amount  of  the  salts  of  potas- 
sium and  sodium,  M.  V.  Antouchevitch  *  has  been  led  to  em- 
ploy a  mixture  of  salines  in  the  treatment  of  the  vomiting  of 
pregnancy.     Good  results  have  been  obtained. 

J.  Geoffroy  ^  believes  that  the  uncontrollable  vomiting  of 
pregnancy  is  due  to  a  reflex  contraction  of  the  pylorus,  duode- 
num, and  especially  of  the  ileo-pelvic  angle  of  the  colon  to 
which  the  contraction  of  the  pylorus  and  duodenum  is  secon- 
dary. Prolonged  palpation  of  the  colon  allows  the  recognition 
of  its  state  of  hyperesthesia  and  contracture  and  is  also  the 
treatment  for  it.  After  from  one  to  three  short  sittings  these 
symptoms  disappear  and  the  vomiting  soon  ceases. 

Salivation  of  Pregnancy.— J.  L.  Audebert '  records  a  case 
of  severe  salivation  of  pregnancy  in  which  replacement  of  the 
retroflexed  uterus  was  followed  b}'  a  complete  cure. 

Puerperal  Infection. — F.  A.  L.  Lockhart  °  urges  the  preven- 
tion of  puerperal  infection  by  sterilization  of  the  hands,  pre- 
ferably with  bichloride  or  potassium  permanganate  and  oxalic 
acid.  Preliminary  douches  should  be  used  only  when  infection 
is  suspected,  and  an  intrauterine  douche  when  instruments  are 
used,  the  hand  inserted  into  the  uterus,  or  a  dead  fetus  is  pre- 
sent. A  quick  pulse  is  considered  a  more  valuable  sign  of 
sepsis  than  the  temperature.  An  intrauterine  bichloride  douche, 
1  :  3000,  is  favored  when  sepsis  begins.     If  this  fails  it  should 
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be  repeated  in  five  or  six  hours  and  the  uterus  swabbed  with 
pure  carbohc  acid  or  iodized  phenol.  Thorough  curettage 
should  precede  this  in  severe  cases.  Stimulants  and  nourish- 
ing food  should  be  given.  The  writer  has  used  the  antistrep- 
tococcic serum  in  only  two  cases,  and  without  success. 

R  T.  Smith  '  has  employed  antistreptococcic  serum  in  a  case 
of  puerperal  peritonitis,  and  ascribes  the  recovery  largely  to 
this  treatment. 

From  a  stud}'  of  statistics  M.  V.  Wallich^  concludes  that  the 
methodical  use  of  antistreptococcic  serum  has  not  materially 
modified  the  mortality  of  puerperal  infection.  This  method  of 
treatment  has  not  found  much  approval  in  German^',  although 
not  infrequently  tried.  The  reports  of  Waiich '  and  La  Torre 
are  also  not  quite  as  encouraging  as  previous  statements.  In 
the  absence  of  Waiich,  Pinard  states  that  neither  the  mortality 
nor  the  morbidity  has  been  reduced.  Weinstein  has  made  ex- 
periments with  pregnant  cats,  which  he  infected  with  strepto- 
cocci. He  found  th&t  large  doses  of  serum  were  necessary  to 
obtain  a  prophylactic  effect. 

Pernicious  Anemia  of  Pregnancy. — Jaworski'  reports  a 
new  case  of  this  rare  type  of  anemia  first  described  by  Gusse- 
row.  The  anemia  appears  during  pregnancy,  either  before  or 
after  deliver}^,  and  is  rapidly  fatal.  The  woman  was  Xlllpara, 
45  5'ears  old.  Twelve  per  cent  of  hemoglobin  ;  marked  oligo- 
cythemia and  leucocytosis ;  proportion  of  white  blood  corpus- 
cles to  the  red,  1:8;  eosinophile  cells  in  large  numbers. 
Premature  labor  in  the  eighth  month  ;  child  died  postpartum  ; 
no  hemorrhage  ;  rapid  increase  of  the  anemia  ;  death  on  the 
third  day.  Post-mortem  showed  the  results  of  idiopathic  ane- 
mia. The  author  believes  that  even  early  diagnosis  and  the 
induction  of  premature  labor  would  not  arrest  the  progress  of 
the  disease. 

The  Bacterium  Coli  Commune  and  its  Importance  in 
Obstetrics. — Including  the  cases  already  published,  Gebhard  * 
observed  25  cases  of  tympania  uteri.  Bacterium  coli  was  present 
in  18  cases,  while  in  the  remaining  17  the  culture  results  were 
partly  doubtful,  partly  negative.  Gebhard  holds  the  view  that 
in  most  cases  the  bacterium  coli  is  the  cause  of  tympania  uteri. 
The  source  of  infection  is  the  anus:  it  is  transmitted  by  either 
auto-infection  or  the  examining  finger.  In  cases  of  putrid 
emphysema  anaerobic  bacilli  seem  to  play  the  most  important 
part.  He  was  able  to  make  successful  cultures  from  the  blood 
and  produce  in  mice  the  characteristic  symptoms. 

Asepsis  and  Antisepsis  in  Obstetrics.— The  paper  con- 
sists of  a  careful  analysis  of  the  vast  material  of  Braun's  '"  clinic. 
During  the  year  1895  there  were  2,956  confinements;  there 
was  not  a  death  nor  disease  from  infection  of  the  cord.  Except 
two  cases  which  were  infected  when  admitted,  no  woman  died 
from  sepsis.  These  excellent  results  were  obtained  through  a 
rigid  restriction  of  vaginal  examination,  asepsis  of  the  hands, 
in  operative  cases  irrigation  of  the  vagina  with  lysol.    Potassium 
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permanganate  was  the  disinfectant  used  after  intrauterine  inter- 
ference. Puerperal  fever  is  treated  antiseptically;  ulcerations 
of  the  introitus  are  touched  with  tincture  of  iodine. 

The  Location  of  the  Placenta,  and  its  Influence  upon 
the  Position  of  the  Fetus  in  utero^— From  observations  by 
Cesarean  section  Cameron  *  concludes  that  the  fetal  position  is 
conditioned  by  the  location  of  the  placenta.  Its  situation  on 
the  posterior  wall  and  to  the  right  results  in  left  dorso-anterior 
position.  During  uterine  contractions  the  back  approaches  the 
uterus  and  thus  does  not  interfei'e  with  the  placental  circulation. 
Transverse  positions  result  from  a  similar  cause. 

Placenta  Previa.— G.  Fieux"  reports  four  cases  of  placenta 
previa  in  which  the  hemorrhage  was  immediately  arrested  by 
rupture  of  the  membranes  and  labor  was  completed.  In  a  fifth 
case  this  procedure  stopped  the  hemorrhage,  but  pregnancy 
continued  for  seventy  days.  Fieux  suggests  the  advisability 
in  many  cases  of  imitating  this  result  and  avoiding  emptying 
the  uterus  at  once. 

Keilmann  "^  reports  a  case  which  is  analogous  to  the  one 
latel}^  described  by  Weiss.  Daring  an  artificial  removal  of  the 
placenta  it  was  found  that  part  of  it  was  adherent  to  the 
anterior  wall  of  the  cervix,  extending  down  to  the  lower  margin 
of  the  lip.  Keilmann  does  not  agree  with  Weiss'  explanation 
that  the  ovum  had  been  implanted  about  the  external  os,  but 
believes  that  in  those  cases  there  exists  a  secondary  implanta- 
tion of  the  placenta. 

Hofmeier.'^  Placenta  previa  may  be  formed  by  the  growing 
ovum  bursting  through  the  surrounding  reflexa,  and  the  split 
thus  resulting  extending  into,  or  in  the  immediate  neighbor- 
hood of,  the  internal  os;  also,  if  during  the  formation  of  a  mar- 
ginal placenta  the  internp.l  os  is  surrounded  by  a  growth  of 
villi.  Another  etiological  factor  is  a  reflex  placenta  projecting 
into  the  internal  os.  The  direct  formation  of  a  placenta  previa 
from  a  low  implantation  of  the  ovulum  is  questionable,  being 
contrary  to  anatomical  and  genetic  laws.  The  principal  symp- 
tom is  the  hemorrhage  caused  by  separation  of  placental  lobes, 
which  opens  the  decidual  vessels,  and  the  detachment  of  the 
decidual  layers  from  the  intervillous  space.  The  amount  of 
hemorrhage  does  not  depend  upon  the  size  of  the  detached 
placenta.  The  diagnosis  is  made  by  determining  the  source  of 
the  hemorrhage  and  the  finding  of  placental  tissues  in  the  dilated 
cervix.  A  continued  hemorrhage  points  to  the  detachment  of 
the  normally  implanted  placenta.  The  permanent  arrest  of  the 
hemorrhage  is  the  main  object  of  treatment,  the  life  of  the  child 
being  of  secondary  importance.  A^aginal  tampons  are  permis- 
sible only  with  aseptic  material  and  after  careful  disinfection  of 
the  vagina,  if  the  hemorrhage  occurs  during  pregnancy  or  in  the 
beginning  of  labor,  to  gain  time  during  which  to  improve  the 
patient's  condition,  or  if  the  patient  can  be  kept  under  constant 
supervision.  If  labor  has  commenced,  then  the  rupture  of  the 
membranes  suffices  in  the  simple  cases,  while  in  severe  hemor- 
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rhage  version  and  bringing  down  a  foot  is  indicated.  The 
further  progress  of  labor  should  be  left  to  natural  powers  as 
far  as  possible,  without  much  consideration  of  the  child's  life. 
The  patient's  condition  must  receive  careful  attention  during 
the  various  manipulations,  and,  if  necessary,  saline  infusions 
or  wine  enemata  should  be  given.  The  termination  of  the  third 
period  should  not  be  hastened. 

Schatz'^  defines  the  etiology  of  placenta  previa  as  being  due 
to  the  following  causes:  1.  Primary  hypertrophy  of  the  mucous 
membrane  surrounding  the  insertion  of  the  ovum,  the  location 
of  which,  however,  is  at  the  normal  height.  2.  Deep  embed- 
ding of  the  ovum  in  one  of  the  uterine  cornua,  the  placenta 
attaining  an  abnormally  large  size.  3.  The  formation  of  a 
marginal  or  reflex  placenta.  The  general  cause  must  be 
sought  in  an  endometritis  inhibiting  the  normal  lodging  of  the 
ovum,  and  an  atrophy  of  the  uterine  mucous  membrane  which 
produces  an  extensive  placental  surface.  The  theory  which 
holds  that  the  ovum  may  be  swept  into  the  lower  uterine  seg- 
ment by  excessive  hypersecretion  is  erroneous.  The  therapy  is 
both  prophylactic  and  symptomatic.  The  endometritis  should 
receive  proper  attention,  while  during  the  latter  months  of 
pregnancy  the  uterine  activity  is  to  be  suppressed  by  the  admin- 
istration of  morphine  and  viburnum.  A  firm  vaginal  tampon- 
ade is  advised  if  preceding  measures  are  resultless.  Tampons 
are  preferable  to  the  colpeurynter,  as  the  latter  is  less  effective 
in  the  production  of  blood  coagulation.  Rupture  of  the  mem- 
branes is  apt  to  delay  the  progress  of  labor  and  interfere  with  a 
subsequent  version;  it  should  not  be  performed  unless  the  os 
is  dilated.  Intrauterine  colpeurysis  is  warmly  advocated;  it 
saves  more  children  and  does  not  lessen  the  mother's  chances. 

Bayer '^  says  that  the  occurrence  of  a  cervical  placenta  can- 
not be  doubted,  and  placenta  marginata  speaks  against  the 
theory  of  Hofmeier,  who  holds  that  the  eccentric  growth  of 
the  placenta  ceases  in  the  second  or  third  month. 

A  hi  f  eld  "  expresses  his  opinion  in  the  following  thesis:  The 
human  ovum  engrafts  itself  upon  the  free  surface  of  the  uterine 
mucous  membrane  below  the  opening  of  the  Fallopian  tubes. 
Changes  in  the  mucous  membrane  and  its  secretions  allow 
a  lower  point  of  insertion  in  the  region  of  the  internal  os.  The 
placenta  is  developed  at  the  point  where  the  mucous  membrane 
presents  the  most  favorable  conditions.  Whether  in  normal 
insertion  of  the  ovum  the  placental  growth  may  become  so 
excessive  as  to  produce  placenta  previa,  cannot  at  the  present 
time  be  decided.  It  is,  however,  more  probable  that  placenta 
previa  has  its  main  cause  in  a  lower  insertion  of  the  ovum. 
Placenta  previa  centralis  is  very  rare,  and  in  the  living  subject 
has  hardly  been  observed. 

Kiistner  '^  opposes  the  objections  against  hystereurysis  in 
the  treatment  of  placenta  previa,  which  he  believes  is  more 
easy  and  successful  than  combined  version.  The  quantity  in- 
jected into  the  hystereurynter  should  be  five  hundred  cubic 
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•centimetres.  Traction  upon  the  instrument  is  objectionable; 
its  action  should  be  physiological,  to  arouse  contractions. 

Gottschalk  '^  states  that  he  observed  the  projection  of  the 
villi  into  the  internal  os,  which  explains  the  occurrence  of  cer- 
vical placenta  previa. 

Symphyseotomy. — In  an  elaborate  report  upon  symphyse- 
otomy, H.  Varnier^  holds  that  temporary  enlargement  of  the 
pelvis  diminishes  the  fetal  mortalitj^  in  cases  of  deformed  pelvis 
or  of  artificial  extraction  in  normal  pelves.  It  causes  no  hem- 
orrhage and  no  lesion  of  the  posterior  symphyses  capable  of 
compromising  life  or  health,  and  injuries  of  the  urethra  and 
bladder  are  exceptional.  Performed  antiseptically  upon  a  non- 
infected  woman,  S3^mphyseotomy  is  not  more  dangerous  than 
other  obstetrical  operations.  Aside  from  accidental  complica- 
tions, its  mortalit}^  is  due  especially  to  septicemia  of  utero-vagi- 
nal  origin.  The  operation  is  followed  by  perfect  restoration  of 
function  and  does  not  interfere  with  subsequent  pregnancies 
and  labors.  It  may  be  performed  without  difficulty  several 
times  upon  the  same  woman.  One  cannot  hope  to  obtain  a 
sufficient  permanent  enlargement,  except  perhaps,  in  kyphotic 
pelves,  by  the  methods  of  Phenomenoff  and  of  Frank.  Sym- 
physeotomy is  indicated  whenever  the  child  is  living,  dilata- 
tion complete,  membranes  ruptured,  and  expulsion  is  prevented 
by  disproportion  of  fetal  and  maternal  parts,  if  calculation 
shows  that  a  separation  of  the  pubes  of  not  more  than  seven 
centimetres  will  allow  extraction  of  the  fetus  without  trauma- 
tism. This  includes  cases  of  deformed  pelvis,  excessively  large 
fetus,  and  malpresentations  in  a  normal  pelvis.  The  operation 
should  replace  induction  of  premature  labor,  forceps,  version, 
and  embryotomy  on  the  living  child.  Mathematical  study  of 
the  cadaver  has  shown  that  Walcher's  position  cannot  produce 
the  results  claimed  for  it.  Deformed  pelves  may  be  divided 
into  two  classes  :  1.  Symmetrical  pelves  of  all  forms,  in  which 
the  seat  and  extent  of  contraction  can  easily  be  found  and  the 
possible  enlargement  calculated  from  known  tables.  These 
are  the  special  field  of  symphyseotomy.  3.  Asj'mmetrical 
pelves,  which  may  be  subdivided  into  :  {a)  more  or  less  asym- 
metrical as  a  result  of  coxalgia  not  extending  to  the  sacrum, 
of  unilateral  congenital  dislocation  of  the  hip  joint,  of  scolio- 
rachitic  or  other  changes;  (b)  those  in  which  the  lack  of  sym- 
metry is  due  to  arrested  development  of  an  ala  of  the  sacrum 
with  concomitant  sacro-iliac  synostosis.  Pelves  of  class  (a)  are 
as  amenable  to  symphyseotomy  as  symmetrical  pelves;  but  in 
those  of  class  (6),  while  it  may  permit  the  extraction  of  a  living 
child,  ischio-pubiotomy  or  the  conservative  or  radical  Cesarean 
section  is  preferable.  Symphyseotomy  is  not  adapted  to  aiding 
in  the  dilatation  of  soft  parts,  and  is  irrational  in  cases  of  dj^s- 
tocia  from  tumors  of  those  structures.  As  it  is  impossible  to 
determine  whether  the  life  of  the  fetus  is  compromised  as  long 
as  heart  sounds  can  be  heard,  no  contraindication  except  de- 
formity exists  upon  the  part  of  the  fetus  while  the  heart 
46 
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sounds  are  audible.  While  infection  of  the  genital  tract  has- 
been  held  to  be  a  contraindication,  Varnier  holds  that  it  is  dif- 
ficult to  recognize  latent  infection  and  that  the  actual  existence 
of  fever  in  a  parturient  woman  should  be  the  contraindication 
to  symphyseotomj". 

Partial  Hydropic  Degeneration  of  the  Placenta  in  a 
Case  of  Eclampsia. — Cystic  degeneration  resembling  a  hyda- 
tid mole  was  the  characteristic  of  the  placenta  obtained  from 
a  case  of  eclampsia  complicated  by  placenta  previa.  Cases  of 
partial  degeneration  of  the  placenta  are  rare.  Falk  ^*  has  col- 
lected the  cases  reported  and  discusses  the  probable  etiology. 
He  believes  that  the  cause  which  produces  the  unrestricted 
proliferation  of  the  chorionic  villi  may  also  be  responsible  for 
lesions  in  the  kidney  and  subsequent  eclampsia. 

Eclampsia. — Maygrier  '^  reports  a  fatal  case  of  postpartum 
eclampsia.  He  considers  this  a  strong  argument  against  the 
treatment  of  eclampsia  by  the  induction  of  labor — a  procedure 
which  he  opposes  because:  (1)  in  a  few  cases  recovery  occurs 
and  pregnancy  continues;  (2)  eclampsia  itself  often  causes  pre- 
inature  labor;  (3)  interference  with  the  cervix  aggravates  the 
convulsions;  (4)  the  attacks  are  not  always  arrested  by  empty- 
ing the  uterus;  (5)  the  occasional  occurrence  of  eclampsia  for 
the  first  time  after  delivery  shows  the  inefficiency  of  labor  in 
relieving  the  affection. 

Complete  Occlusion  of  the  Genital  Tract  during  Preg- 
nancy.— Meyer '^  found  in  a  IVpara  complete  occlusion  of  the 
cervical  canal  by  a  thick,  tense  layer  of  tissue.  The  woman 
was  at  full  term.  The  presenting  head  pressed  against  the  ob- 
structing layer.  The  vagina  was  exceedingly  short.  The  os 
was  absent.  After  a  free  incision  of  the  stricture  the  child  was 
delivered  by  forceps.  The  occluding  membrane  consisted  of 
two  lamellae,  one  of  which  had  its  origin  in  the  cervical  canal, 
while  the  external  one  presented  all  the  characteristics  of  an 
old  vaginitis  adhesiva. 

Inversion  of  the  Uterus. — F.  F.  Schacht '  reports  a  case  of 
labor  which  was  terminated  by  forceps.  Slight  traction  was 
employed  in  removing  the  placenta,  but  no  symptoms  of  col- 
lapse or  shock  were  present.  During  the  next  two  days  there 
were  strong  pains.  Retention  of  urine  lasted  eight  days. 
After  the  tenth  day  the  lochial  discharge  became  offensive,  and 
examination  on  the  fourteenth  showed  a  completely  inverted 
uterus,  which  was  easily  replaced  under  anesthesia.  There 
was  no  local  tenderness,  and  the  only  general  symptom  was  a 
persistent  slight  elevation  of  temperature. 

Kreitmeir.'"  A  primipara,  age  22,  was  delivered  after  a  nor- 
mal labor.  The  cord  was  wound  twice  around  the  neck.  About 
fifteen  minutes  after  the  birth  of  the  child  the  attending  mid- 
wife noticed  a  fairly  severe  hemorrhage.  Upon  attempting  to 
induce  uterine  contractions  the  midwife  was  surprised  that  she 
could  feel  the  promontory  of  the  sacrum.  The  uterus  was 
absent.     There  appeared  at  the  same  time  a  large  mass  before 
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the  vulva,  which,  in  her  fright,  she  took  to  be  the  head  of  a 
second  child.  When  seen  the  woman  was  in  a  state  of  collapse 
and  delirious,  radial  pulse  hardly  perceptible.  The  inverted 
uterus,  of  a  dirty  brownish  color,  lay  outside  the  vulva  ;  the 
nearly  detached  placenta  was  still  adherent  at  the  fundus.  The 
midwife  had  attempted  to  express  the  placenta  after  Crede's 
method,  and  denied  traction  upon  the  cord.  The  uterus  was 
reinyerted  within  fifteen  minutes,  after  a  previous  adminis- 
tration of  strong  tea  and  wine  to  combat  the  existing  collapse. 
The  woman,  however,  did  not  revive,  and  died. 

Physiology  of  the  Third  Period  of  Labor.— Gessner'  dis- 
cusses the  much-debated  question  of  whether  the  placenta  is 
expelled  after  Schultze's  or  Duncan's  method.  His  investiga- 
tion consists  of  seventy  recent  cases  and  two  frozen  sections. 
One  of  the  latter  depicts  the  beginning  detachment  of  the  pla- 
centa after  the  mechanism  of  Duncan,  while  in  the  second 
specimen  the  placenta  is  as  yet  largely  adherent.  Gessner  be- 
lieves that  in  the  majority  of  cases  detachment  does  not  occur 
during,  but  after,  the  completion  of  labor.  The  effect  of  after- 
pains  produces  a  more  extensive  detachment.  In  most  cases 
the  placenta  leaves  the  cervix  with  the  inferior  border  in 
advance  (Duncan's  mechanism),  while  from  the  vagina,  after 
a  previous  inversion,  the  fetal  surface  precedes  (Schultze's 
mechanism). 

Extrauterine  Pregnancy.— Strassmann''  concludes  that  in 
the  beginning  every  pregnancy  is  extrauterine.  The  move- 
ments of  the  impregnated  ovum  are  especially  interfered  with 
by  the  results  of  perimetritis  and  a  faulty  development  of  the 
tubes.  The  ovum  may  also  be  of  too  large  a  diameter  to  enter 
the  uterus,  and  its  consistence  is  not  unimportant.  During  the 
stadium  of  chorionic  formation  the  ovum  may  engraft  itself  at 
any  place  where  tubal  epithelium  is  healthy,  causing  syncytial 
changes  and  the  formation  of  nourishing  villi. 

J.  P.  Nedorodoff  *  advocates  the  electrical  treatment  in  the 
early  stages  of  extrauterine  pregnancy,  especially  before  the 
third  month.  He  thinks  it  the  only  treatment  applicable  for 
pregnancy  complicated  with  hematosalpinx  and  old  periuterine 
hematoceles. 

Harris'*  made  a  collection  of  all  reported  cases  of  delivery 
of  ectopic,  viable  children  by  abdominal  section,  and  he  now 
makes  a  second  report,  comprising  in  all  75  cases.  The 
progress  in  the  therapy  is  best  illustrated  by  the  results.  From 
the  first  38  cases  only  10  recovered,  while  out  of  37  belonging 
to  the  second  group  26  were  discharged  cured.  About  25  per 
cent  is  the  mortality  for  the  children. 

Cancer  of  the  Uterus  in  Pregnancy  and  Labor. — Fehl- 
ing.'*  If  the  case  is  still  operable  the  life  of  the  child  should 
not  be  considered;  otherwise  the  welfare  of  the  child  must  be 
the  first  consideration.  On  account  of  a  serous  infiltration  of 
the  maternal  tissues  the  operation  is  easier  than  in  the  non- 
pregnant state.     If  the  uterus  is  too  large  its  size  must  be 
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diminished.  In  some  cases  pnnctiire  of  the  membranes  suflSces; 
in  others  its  median  division  may  be  necessa^3^  Should  the 
child  be  viable  and  too  large  to  admit  its  extraction  through 
the  vagina,  Cesarean  section  is  advisable.  Repeated  examina- 
tion should  be  avoided,  on  account  of  the  threatening  infection 
or  liability  to  premature  labor.  Supravaginal  excision  may  be 
emploj^ed  as  a  palliative  remedy.  If  the  case  is  not  seen  until 
labor  has  commenced  the  child  should  be  delivered  by  Cesarean 
section,  after  which  hysterectomy  is  performed.  Fehling  ad- 
vises the  Porro  operation  and  the  immediate  removal  of  the 
stump  per  vaginam.  In  operable  cases  deep  incisions  of  the 
cervix  are  advised,  followed  by  forceps  extraction.  Version 
should  be  avoided,  on  account  of  the  danger  of  producing 
rupture  of  the  uterus.  Craniotomy  should  be  performed  if  the 
child  is  dead.  Cancer  diagnosed  during  the  puerperium  should 
be  operated  as  soon  as  possible.  Fehling  has  operated  in  six 
cases,  all  of  which  terminated  in  recovery. 

Diihrssen  ^°  again  proposes  to  remove  the  pregnant  uterus 
per  vaginam  after  the  prior  emptying  by  vaginal  Cesarean  sec- 
tion. This  method  is  applicable  during  the  whole  pregnancy, 
and  even  during  labor.  It  has  the  advantages  of  a  decreased 
danger  from  infection  and  the  absence  of  shock. 

Olshausen  '  states  if  the  fetus  is  non-viable,  only  the  mother 
should  be  considered.  In  case  a  radical  removal  of  the  new 
growth  is  possible  vaginal  hysterectomy  is  preferable.  Should 
the  uterus  be  of  too  large  a  size  its  emptying  is  recommended, 
after  which  it  can  be  removed  per  vaginam.  Conservative 
Cesarean  section  comes  into  question  if  the  radical  removal  of 
the  cancerous  growth  is  no  longer  possible.  If  at  the  time  of 
the  first  observation  the  child  is  already  viable  and  the  cancer 
is  still  operable,  then  the  most  conservative  method  of  de- 
livering the  woman  should  be  emploj^ed,  and  in  case  Cesarean 
section  is  performed  the  removal  of  the  uterus  per  vaginam 
is  advised  after  preceding  closure  of  the  uterine  wound  and 
removal  of  placenta.  Abdominal  hysterectomy  is  indicated 
onl}^  in  exceptional  cases. 

A  multipara,  age  41,  was  admitted  to  Chrobak's "  clinic. 
The  cervix  was  the  seat  of  a  cancerous  mass  about  the  size  of 
a  fist;  labor  pains  were  present.  The  new  growth  was  removed 
with  a  sharp  spoon  and  Paquelin  cautery,  followed  by  version 
and  extraction  of  a  living  child.  After  this  Chrobak  removed 
the  uterus  per  vaginam,  which  operation  presented  no  technical 
difficulties.     Uneventful  recover3\ 

It  being  impossible  to  remove  a  carcinomatous  uterus  in  the 
sixth  month  of  gestation  in  toto,  Aterthun  '^  opened  its  anterior 
wall,  and  after  the  removal  of  fetus  and  placenta  the  extirpa- 
tion was  easy.  Patient  recovered.  This  method  has  never 
been  described. 

Cesarean  Section. — Olshausen  *  aims  at  a  widening  of  the 
relative  indications  for  this  operation.  The  dangers  have  been 
so  much  lessened  that  the  prognosis  is  frequently  better  than  if 
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the  case  is  treated  expectantly  or  other  operations  are  performed. 
The  best  time  for  operations  is  a  few  hours  after  the  estabHsh- 
ment  of  labor  pains.  In  some  cases  existing  dangers  may  indi- 
cate an  operation  during  pregnancy.  Concerning  the  technique^ 
it  is  of  great  importance  to  diagnose  the  site  of  the  placenta 
and  avoid  its  injury.  If  this  is  not  possible,  then  Olshausen 
makes  his  incision  in  the  fundus  and  extends  the  same  anteri- 
orly or  posteriorly,  according  to  the  placental  site. 

After  extraction  of  the  child  and  removal  of  the  placenta  the 
interior  of  the  uterus  should  not  be  touched,  and  no  attempt 
must  be  made  to  remove  the  decidua.  To  avert  the  death  of  the 
child,  Olshausen  has  abandoned  the  use  of  the  elastic  tube;  the 
cervix  is  compressed  by  an  assistant  after  the  child  is  extracted. 
As  in  all  other  gynecological  operations,  catgut  is  employed. 
Since  1888  Olshausen  has  performed  30  Cesarean  sections.  He 
has  had  2  deaths.  He  makes  the  observation  that,  although 
the  mothers  were  as  a  rule  of  small  stature,  the  children  were 
exceptionally  large.  It  was  further  noted  that  the  convales- 
cence was  rarely  afebrile  and  the  pulse  rate  rapid.  The  general 
condition  during  the  convalescence  was,  however,  quite  good. 

Leopold  ^  states  that  during  the  last  fourteen  years  he  has 
performed  93  Cesarean  sections — 67  conservative  and  26  after 
Porro.  He  considers  Cesarean  section  not  a  simple  operation; 
he  had  a  mortality  of  8.6  per  cent.  Outside  of  hospital  practice 
he  advises  the  induction  of  premature  labor. 

Zweifel,'  who  has  a  record  of  55  cases  with  only  1  death, 
takes  the  same  position.  He  considers  the  dangers  of  this  ope- 
ration greater  than  those  of  symphyseotomy. 

Evarke '"  has  tried  the  transverse  incision  at  the  fundus, 
recommended  by  Fritsch.  and  condemns  this  method  absolutely. 
The  patient  died,  and  at  a  post-mortem  the  uterine  wound  was 
found  to  be  gangrenous.  This  he  believes  to  be  caused  by  an 
insufficient  closure  of  the  wound.  He  further  states  that  this 
incision  favors  the  formation  of  intestinal  adhesions.  The 
longitudinal  incision  allows  adhesions  with  the  abdominal 
wall,  and  a  possible  abscess  can  empty  itself  externally. 

Kirchhoff  ^''  confirms  the  advantages  of  the  transverse  inci- 
sion advocated  by  Fritsch,  instead  of  the  commonly  used  longi- 
tudinal incision. 

Mandelstamm  "  reports  a  case  of  conservative  Cesarean  sec- 
tion. The  indication  for  the  operation  was  absolute.  The 
asymmetric  pelvis  resembled  the  Naegeli  type,  but  differed  in 
so  far  that  the  faulty  development  of  the  sacral  wing  was  due 
to  a  peri-articular  inflammation  during  childhood.  To  prevent 
another  pregnancy  the  tubes  were  ligated  and  divided  between 
the  ligatures. 

Woyer'*  records  the  spontaneous  rupture  of  the  uterus  in 
the  scar  of  a  previous  Cesarean  section  The  rupture  occurred 
spontaneously  during  the  ninth  month  of  pregnancy,  in  the  en- 
tire absence  of  labor  pains.  Cesarean  section  had  been  per- 
formed three  years  previously  on  account  of  marked  contrac- 
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tion  of  the  pelvis.  Laparatomy  was  performed,  the  woman 
being  exceedingly  anemic.  One  coinplete  ovum  lay  uninjured 
in  the  abdominal  cavity,  while  the  placenta  of  the  second  ovum 
was  in  part  adherent  to  the  uterus.  The  latter  showed  that 
the  rupture  had  taken  place  in  the  old  wound.  The  Porro 
operation  was  performed.  The  collapse,  however,  was  so  great 
that  the  woman  did  not  revive.  The  rupture  was  traceable  to 
the  enormous  distension  of  the  uterus  (hydramnion)  and  the 
weakness  of  the  old  scar.  The  closure  of  the  wound  had  been 
according  to  the  advice  of  Sanger.  Silk  was  used  as  suture 
material. 

Hydatid  Moles  and  Deciduoma  Malignum. — Neumann's'* 
interesting  investigations  show  that  in  many  cases  hydatid 
molfts  are  not  so  harmless  as,  until  recently,  was  commonly 
supposed.  Not  only  does  deciduoma  malignum  follow  hydatid 
moles,  but  the  malignant  growth  may  exist  before  the  delivery 
of  the  mole  In  three  such  cases  he  found  histological  differ- 
ences, consisting  in  the  prevalence  of  syncytial  tumor  cells  in 
the  stroma  of  the  villi.  This  difference  constitutes  the  differ- 
ence between  the  benign  and  the  malignant  forms  of  hydatid 
moles.  It  is  therefore  advisable  to  subject  every  mole  to  a  mi- 
croscopical examination,  and  if  the  symptoms  point  to  malig- 
nancj"  the  uterus  should  be  extirpated.  The  patient  should 
certainly  be  placed  under  careful  observation,  and  at  the  first 
appearance  of  a  malignant  growth  the  removal  of  the  whole 
organ  must  not  be  delayed. 

Durante^  discusses  hydatid  moles  and  states  that  this  disease 
has  become  more  important  owing  to  its  relations  to  deciduoma 
malignum.  Microscopical  examination  will  show  the  degree 
of  malignancy  and  the  probability  of  a  dissemination  of  the 
fetal  elements  in  the  maternal  organism. 

Neumann  '^  reports  the  results  of  his  investigations  of  5  be- 
nign and  4  malignant  hydatid  moles  An  atypical  prolifera- 
tion of  the  syncytium  is  cha,racteristic  of  malignancy.  This 
condition  was  found  in  every  case  which  subsequently  assumed 
a  malignant  character.  This  enables  one  to  make  an  early 
diagnosis,  and  if  the  mole  has  a  malignant  appearance  imme- 
diate hysterectomy  is  indicated. 

Gebhard"  reports  3  cases  of  malignant  S5mcytium.  The 
glandular  epithelium  of  the  uterine  mucous  membrane  is  in 
part  of  a  syncytial  type.  He  believes,  however,  that  it  is 
premature  to  draw  final  conclusions  as  to  the  origin  of  the 
syncytium. 

Gottschalk'Moes  not  agree  with  Neumann  that  the  prolife- 
ration of  the  S3mcytium  is  pathognomonic  of  deciduoma 
malignum  and  demands  the  operation  of  hysterectomj^.  The 
placental  development  not  infrequently  causes  an  invasion  of 
the  syncj^tiai  elements  into  the  muscularis  and  vascular  spaces. 
Their  malignant  character  is  not  established  unless  they  pene- 
trate everywhere  the  vascular  walls  and  proliferate  into  the 
surrounding  tissues. 
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Sanger'' states  that  it  is  still  unknown  whether  the  syncy- 
tium is  of  epithelial  character  and  of  maternal  or  fetal  origin. 
This  accounts  for  the  polymorphy  of  the  microscopical  exami- 
nations in  deciduoma  malignum.  Besides  cases  of  the  Frankel- 
Marchand  type,  a  number  are  reported  which  are  of  a  different 
character.  Wherever  epithelial,  endothelial,  or  connective- 
tissue  elements  occur  in  close  proximity,  tumors  of  one  or  the 
•other  type  may  be  seen.  This  is  especially  the  case  in  the  preg- 
nant uterus,  which  contains  a  large  variety  of  tissue  elements. 
Sanger  leaves  it  undecided  whether  deciduoma  should  be 
classed  among  the  carcinomata.  He  believes,  however,  that 
decidual  sarcomata  exist,  which  necessarily  need  not  have 
their  origin  in  the  decidual  membrane.  He  agrees  to  a  certain 
extent  with  Veit's  theory,  who  holds  that  these  sarcomata  pre- 
ceded impregnation,  and  their  decidual  characteristics  are  the 
result  of  the  pregnant  condition.  Sanger  has  compared  the 
microscopical  slides  of  his  case  of  sarcoma  deciduo-cellulare 
and  finds  it  to  differ  from  Marchand's  type  of  deciduomata. 
He  therefore  concludes  that  there  occur  malignant  deciduomata 
which  possess  the  sarcomatous  character. 

Bulius  '^  states  that  the  so-called  serotinal  tumors  are  of 
varying  histological  character.  He  observed  true  syncytial 
tumors  which  have  their  origin  in  proliferating  syncytium  of 
the  villi.  These  tumors  spread  through  the  circulation,  the 
blood  vessels  containing  at  times  whole  villi  or  masses  of  syn- 
cytium which  have  assumed  a  villous  form.  The  syncytial 
tumor  cells  may  also  penetrate  the  muscular  cells,  and  it  then 
seems  as  if  they  originated  there.  In  another  class  of  cases  he 
found  Sanger's  type  of  deciduomata;  in  these  the  main  body 
of  the  tumor  is  formed  by  decidual  giant  cells.  According  to 
their  origin  we  must,  therefore,  differentiate  between  sarco- 
mata and  carcinomata  which,  in  conjunction  with  pregnancy, 
arise  from  these  peculiar  form  elements.  The  former  would 
be  decidual,  the  latter  syncytial  tumors. 

Ruge."  The  finding  of  syncytial  elements  in  the  villous 
stroma  is  not  sufficient  indication  for  extirpating  the  uterus;  the 
malignancy  of  the  growth  must  first  be  established.  The  syn- 
cytium which  is  formed  from  the  fetal  epithelium  is  the  true 
syncytium,  while  the  syncytial  structures  originating  in  the 
decidua  are  the  basis  of  future  malignant  growths. 

The  Pathology  of  the  Corpus  Luteum. — Orthmann." 
The  corpus  luteum  plays  an  important  part  in  the  diseases  of 
the  ovary  which  to  a  certain  extent  represent  an  intensified 
physiological  process  Prominent  among  these  are  the  larger 
•or  smaller  hematomata,  the  latter  being  located  on  one  or  the 
other  ovarian  pole,  while  in  the  larger  ones  the  whole  ovary  is 
transformed  into  a  blood  cyst  which  may  assume  the  size  of  a 
fetal  head.  The  wall  of  these  cysts  consists  of  two  characteris- 
tic  layers:  an  inner  layer,  uneven  in  contour  and  of  brownish 
or  yellowish  color,  corresponding  to  the  luteum  layer,  and  a 
ihin,  tense  layer  whicli  represents  the  tunica  fibrosa.     Exceed- 
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ingly  noteworthy  are  the  connections  of  the  corpus  luteum  with 
inflammatory  processes.  Among  30  ovarian  abscesses  which 
Orthmann  examined,  he  found  21  corpus  luteum  abscesses,  all 
possessing  the  characteristic  wall  with  the  remnant  of  the 
corpus  luteum  structures.  Another  important  factor  brought 
out  by  Orthmann's  investigations  is  the  possibility  of  tubercle 
invasion  by  way  of  the  corpus  luteum. 


GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Anesthesia  in  Gynecology. — H.  B.  Gardner'  recommends 
the  use  of  nitrous  oxide  gas  combined  with  small  quantities  of 
oxygen  in  minor  gj^necological  operations.  He  claims  for  this- 
mixture  safety,  rapid  unconsciousness,  muscular  relaxation, 
and  freedom  from  after-effects.  Several  illustrative  cases  are 
described,  the  patient  being  kept  unconscious,  in  one  instance, 
for  seven  minutes. 

Iodoform  Poisoning. — A  report  of  the  gynecological  service 
of  W.  T.  Lusk  ^^  at  Bellevue  Hospital  contains  an  account  of 
two  cases  in  which  death  occurred  probably  as  the  result  of 
iodoform  poisoning  after  packing  the  sac  in  extrauterine  preg- 
nancies. 

Membranous  Colitis  and  Pelvic  Disease. — H.  O.  Pantzer" 
regards  membranous  colitis  as  a  potent  factor  in  the  production 
of  symptoms  in  certain  cases  of  genital  disease  with  which  it  is- 
associated.  usually  as  a  secondary  condition.  He  believes  that 
as  a  result  of  genital  disorders  constipation  occurs,  accumula- 
tion of  gas  causes  over-distension  and  atony  of  the  bowel,  fer- 
mentative toxins  are  developed  and  affect  the  tissues  locally, 
causing  the  colitis,  and  by  absorption  lead  to  symptoms  of  neu- 
rasthenia and  defective  nutrition  and  excretion.  This  affection 
should  be  suspected  in  every  case  of  chronic  pelvic  disease  or 
chronic  constipation.  The  passage  of  viscid,  glairy  mucus,, 
and  later  of  grayish-white  shreds  of  muco-membranous  charac- 
ter, is  pathognomonic.  Where  pain  regularly  precedes  defe- 
cation the  disease  is  almost  invariably  present.  Tenderness 
and  distension  of  the  sigmoid  flexure  or  other  part  of  the 
intestine  affected  is  usual.  The  writer  advises  operative  treat- 
ment of  coexisting  genital  lesions  and  management  of  the  colitis 
by  mild  cathartics,  soothing  and  antifermentative  enemata, 
such  as  olive  oil,  iodoform  and  bismuth,  and  salicj'lic  acid,^ 
rest,  and  diet  which  is  neither  constipating  nor  irritating. 

Uterine  Fib;oids. — Salpingo-oophorectomy  is  advised  by  A. 
P.  Clarke^  in  cases  causing  great  hemorrhage  or  of  rapid  devel- 
opment. If  the  tumor  is  not  too  large,  is  situated  in  the 
middle  segment  of  the  uterus,  and  its  tissue  is  very  vascular, 
ligature  of  the  uterine  arteries  is  indicated.  Fibroids  which 
grow  toward  the  uterine  cavity  may  be  treated  by  curettage 
after  menstruation,  and  submucous  growths  by  incision  in  the 
inner  surface  of  the  uterus.     Subperitoneal  fibroids  and  those 
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in  the  fundus  may  be  removed  by  myomectomy  through  the 
abdomen,  and  small  growths  in  the  lower  segment  may  be 
enucleated  through  the  vagina.  Interstitial  fibroids  which  are 
firmly  attached  demand  supravaginal  hysterectomy  or  total 
hysterectomy. 

Paget's  Disease. — A.  Marmaduke  Sheilds  "  describes  a  case 
originating  around  a  sinus  left  by  the  pointing  of  a  mammary 
abscess  eight  years  before.  The  carcinomatous  area  measured 
fourteen  inches  bj^  twelve  inches,  reaching  from  the  apex  of 
the  axilla  to  the  sternal  line  and  latissimus  dorsi.  This  entire 
region  was  removed,  with  the  breast  and  pectoralis  major. 
Cicatrization  of  the  denuded  area  was  hastened  by  raising 
numerous  skin  flaps  from  the  adjoining  margins.  Recovery 
was  rapid.  Although  the  disease  had  lasted  eight  years  the 
breast  was  found  to  be  not  involved. 

Drainage  of  the  Uterus  by  means  of  Catgut.— Schmeltz" 
constructs  a  drain  from  silkworm  gut,  around  which  he  twists 
sterilized  catgut.  This  drain  is  introduced  into  the  uterine 
cavity.  The  method  is  free  from  danger  and  often  avoids  the 
necessity  for  operations  (?).  Puerperal  metritis  and  endome- 
tritis are  indications  for  uterine  drainage,  which  may  be  pre- 
ceded by  a  curettage  and  cauterization  with  nitric  acid.  In 
chronic  catarrhal  and  purulent  salpingitis  this  method  is  very 
advantageous.  It  is  also  valuable  in  uterine  displacements, 
and,  finally,  in  amenorrhea,  dysmenorrhea,  and  stenosis  of  the 
cervix.  Acute  inflammation  contraindicates  uterine  drainage. 
This  last  statement  should  warn  us  against  a  too  hasty  adoption 
of  Schmeltz"  method,  for  we  can  never  be  sure  that  the  contents 
of  a  tube  have  lost  their  infectious  properties  and  a  seemingly 
chronic  process  may  again  become  acute  and,  by  extension  to 
the  peritoneum,  may  threaten  the  life  of  the  patient. 

Etiology  and  Pathogenesis  of  Cancer. — Schmeltz^  reports 
the  finding  of  parasites  in  different  portions  of  the  malignant 
growths.  These  he  considers  to  be  protozoa  identical  with 
those  mentioned  by  Foa  at  the  last  congress  in  Rome.  Al- 
though cultures  did  not  succeed,  it  was  impossible  to  mistake 
them  for  cancer  cells;  then  the  chromatin  which  is  present  in 
tissue  cells  was  absent.  In  operative  treatment  of  cancer  an 
extensive  removal  of  the  skin  is  recommended.  Sutures  should 
not  be  employed,  and  the  raw  surface  should  be  covered  by  a 
dry  caustic  paste.  Nourishment  containing  small  quantities  of 
nitrogen  seems  to  arrest  the  progress  of  the  cancerous  growth. 

Constipatio  Myogenita.— Pincus '"  differentiates  two  forms 
of  constipation— namely,  neurogenital  and  myogenital.  The 
first  form  is  a  part  symptom  of  general  neurasthenia:  the  second 
type  is  mainly  caused  by  traumatic  changes  (obstetrical  injuries) 
in  the  muscularis  of  the  pelvic  floor  (noi  the  perineum)  and  the 
levator  ani  with  the  fascia  belonging  to  it.  Besides  this  there 
exists  congenital  or  acquired  weakness  of  the  abdominal 
muscles.  The  treatment  consists  in  the  strengthening  of  the 
abdominal  walls  and  the  pelvic  floor.     The  author  commences 
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with  a  preliminarj'  treatment.  On  account  of  the  prevalent 
abuse  of  purgatives  these  are  withdrawn  entirely  and  injections 
temporarily  take  their  place.  For  the  strengthening  of  the 
abdominal  walls  he  places  increasing  weights,  in  the  form 
of  sand  bags  or  similar  weights,  upon  the  abdomen,  which  the 
patient  attempts  to  raise  by  its  expansion.  He  stretches  the 
levator  ani  with  two  fingers,  which  are  introduced  into  the 
vagina  and  pressed  in  a  backward  direction.  The  patient  at 
the  same  time  contracts  the  muscle  inwardly.  The  treatment 
thus  consists  mainly  in  massage  and  resistant  movements.  By 
this  method  Pincus  was  able  to  cure  the  most  obstinate  cases 
of  constipation  within  one  to  two  months. 

Wearing  Gloves  during  Operations. — Woelfler^'  agrees 
with  the  views  of  Mikulicz,  etc.,  and  advises  the  wearing  of 
gloves  in  examination  of  the  rectum,  vagina,  etc.,  aseptic  and 
septic  operations.  He  uses  white  military  gloves,  kept  contin- 
uously in  three  per  cent  carbol-glycerin  ;  these  must  fit  so 
well  that  one  forgets  he  is  wearing  gloves. 

Hematoma  of  the  External  Genitals. — Binder'^  describes 
a  case  of  hematoma  situated  in  the  right  labium  and  the  right 
vaginal  wall,  occurring  in  a  woman  39  years  old  who  was  not 
pregnant  but  strongly  addicted  to  the  use  of  alcohol.  It  ori- 
ginated from  lifting  a  heavy  vessel  from  the  floor  upon  a  chair 
— a  bodily  exertion  which,  in  the  belief  of  the  author,  was  not 
excessive.  The  resorption  of  the  very  painful  exudation  was 
completed  in  about  two  weeks.  Observations  of  this  type  are 
rare.  The  etiology  is  probably  found  in  changes  of  the  vascu- 
lar system,  a  result  of  an  excessive  use  of  alcohol. 

Hematometra. — F.  Margarito  *  calls  attention  to  the  increase 
of  the  connective  tissue  of  the  uterus  and  degeneration  of  the 
uterine  muscle  in  old  cases  of  hematometra,  making  a  return  to 
the  normal  condition  impossible,  as  in  old  aneurismal  sacs.  If 
the  uterus  is  evacuated  through  the  vagina  the  uterus  descends 
and  causes  severe  pain  and  disturbance  of  functions  by  drawing 
down  adherent  viscera.  Abdominal  hysterectomy  with  vaginal 
drainage  is  indicated  in  such  cases. 

Pelvic  Viscera  in  relation  to  Micro-organisms.— Under 
this  title  J.  C.  Webster"  gives  a  review  of  modern  investiga- 
tions in  regard  to  the  bacteriology  of  the  pelvic  organs  under 
various  normal  conditions  and  the  relation  of  micro-organisms 
to  pelvic  diseases. 

Lacerations  of  the  Genitals  in  Syphilitic  Women. — J.  A. 
Shaw-Mackenzie  ■"  calls  attention  to  the  frequent  occurrence  of 
laceration  of  the  cervix,  vagina,  and  perineum  in  obviously 
syphilitic  women,  or  those  whose  husbands  have  previously 
suffered  from  syphilis.  He  thinks  that  this  disease  may  be 
responsible  for  many  such  accidents,  as  well  as  for  some  in- 
stances of  rupture  of  the  uterus. 

Catheterization  of  the  Ureters. — Catheterization  of  the 
ureters  by  Kelly's  method  is  recommended  by  W.  Mackie^*  as 
a  Routine  performance  before  undertaking  Siuy  surgical  opera- 
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"tion  upon  the  kidney.     It  renders  exploratory  celiotomy  and 
nephrectomy  for  diagnostic  purposes  unnecessary. 

Occlusion  of  the  Vagina. — J.  C.  L.  Stawell "  describes  a 
case  of  occlusion  of  the  upper  part  of  the  vagina,  with  the  ex- 
ception of  a  small  sinus  through  which  a  probe  could  be  passed 
with  difficulty.  The  lesion  was  thought  to  be  due  to  sepsis 
recurring  with  several  attacks  which  the  patient  described  as 
"  fever  and  inflammation." 

Vaporization. — Sneguireff  *  recommends  the  application  of 
vapor  of  100°  C.  to  the  interior  of  the  uterus  as  a  means  for 
the  arrest  of  hemorrhages.  The  short  duration  of  half  to  one 
minute  suffices  to  arrest  almost  instantaneously  even  severe 
hemorrhages.  This  method  causes  hardly  any  pain.  If  an 
odorous  discharge  exists  it  will  quickly  disappear.  A  longer 
application  of  the  steam  will  destroy  the  mucous  membrane, 
which,  in  uncontrollable  climacteric  bleeding,  is  important. 
The  hemostatic  property  of  hot  vapor  is  not  only  applicable  in 
uterine  hemorrhages,  but  may  also  be  used  in  larger  operations 
without  fear  of  interference  with  primary  union. 

Gonorrhea. — E.  Truzzi  *  employs  applications  of  pure  ichthyol 
to  the  uterine  cavity  for  gonorrheal  endometritis.  For  gonor- 
rheal salpingitis  he  prefers  total  salpingo-hysterectomy  by  the 
combined  route.  After  opening  the  abdomen  he  breaks  up  ad- 
hesions, ligatures  the  infundibulo- pelvic  ligament  in  two  places, 
and  cuts  between.  The  operation  is  then  completed  by  the 
vaginal  route.  He  intends  in  this  way  to  obtain  the  assistance 
of  the  abdominal  route  in  diagnosis,  while  keeping  the  abdomen 
open  as  short  a  time  as  possible. 

Anterior  Colpotomy  and  Division  of  the  Tubes  to  pro- 
duce Sterility. — Kehrer.^"  The  advantages  of  this  method 
are  the  simple  technique,  the  absence  of  danger,  and  absence 
of  disagreeable  after-results.  It  is,  however,  onl}'  applicable  if 
the  tubes  are  healthy.  Its  indication  is  restricted  to  cases  in 
which  a  repeated  pregnancy  might  seriously  endanger  the  life 
or  health  of  the  woman. 

Condition  of  the  Tubes  after  Salpingectomy. — Ries " 
found  in  three  cases  of  secondary  extirpation  of  the  uterus  a 
complete  patency  of  the  tubal  lumen.  This  explains  the  fre- 
quent failures  of  salpingectomy  for  inflammatory  diseases;  the 
extension  through  the  tube  may  cause  secondary  exudations  in 
the  stump.  This  observation  also  explains  the  occurrence  of 
pregnancy  after  the  removal  of  the  tubes. 

Porro  Operation  made  necessary  by  a  previous  Vagino- 
fixation,— Doenhoff.'^  Vaginofixation  was  performed  in  1895, 
and  in  the  year  following  the  patient  conceived.  During  preg- 
nancy she  suffered  from  severe  colic  and  vomiting.  Labor 
commenced  at  full  term.  An  examination  showed  that  the  os 
was  to  the  left  and  high  up  between  the  innominate  line  and 
the  crests  of  the  ilium.  The  following  night  the  cord  prolapsed 
and  the  child  died.  Labor  did  not  progress  during  the  next 
twenty-four  hours,  but  decomposition  of  the  fetus  and  fever 
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followed.  Doenhoff  performed  Cesarean  section,  and,  oil 
account  of  severe  bleeding  from  the  adhesions  between  the 
uterus  and  bladder,  the  Porro  operation  became  necessary.  The 
uterus  was  in  a  position  of  fixed  right  anteflexion ;  the  posterior 
wall  was  twice  as  long  as  the  anterior.  Rapid  afebrile  recon- 
valescence."  ,  This  case  is  another  illustration  of  the  dangers 
following  vaginofixation,  and  should  again  warn  us  not  to 
perform  this  operation  during  sexual  activity,  but  to  restrict  it 
to  cases  past  the  menopause. 

Genital  Tuberculosis. — Walther"  observed  three  cases  of 
uterine  tuberculosis.  In  the  first  case  the  complaint  was  irre- 
gularity of  menses  and  discharge.  He  found  a  small  erosion. 
A  microscopical  examination  of  excised  and  curetted  material 
showed  the  presence  of  tuberculosis.  There  existed  in  the  cor- 
pus uteri  a  well-marked  glandular  endometritis  in  which  the 
tuberculous  cells  had  invaded  the  interstitial  tissues.  Curette- 
ment  and  appropriate  after-treatment  caused  all  sj'^mptoms  to 
disappear,  and  nine  months  later  the  patient  was  considered  to 
be  cured.  This  case  was  taken  to  be  a  primary  tuberculosis  of 
the  uterus,  while  in  a  second  case  an  invasion  of  the  lungs  was 
found.  The  author  believes  that  tuberculosis  of  the  uterus  is 
more  frequent  than  is  commonly  supposed,  and  he  points  to 
the  importance  of  making  a  diagnostic  excision  and  curettement 
followed  by  microscopical  examination.  Clinical  symptoms  of 
uterine  tuberculosis  are  not  characteristic. 

Franque^*  in  two  cases  noted  tuberculosis  of  the  primary 
type,  and,  therefore,  of  a  special  interest.  A  tumor  of  the 
ovary  about  the  size  of  an  apple  was  found  in  a  woman  34 
years  old;  the  microscope  showed  characteristic  tuberculous 
changes.  Franque  believes  that  the  infection  travelled  through 
the  lymphatics  of  the  broad  ligament.  The  view  of  Menge, 
that  the  bacilli  might  be  scattered  through  the  sperm,  is  also 
held  by  the  author.  Double  pyosalpinx  existed  in  a  nullipara, 
and  the  diagnosis  in  this  case  was  also  primary  tuberculosis  of 
the  tubes.  In  the  third  case  there  existed  secondary  miliary 
tuberculosis  of  the  ovary,  besides  extensive  tuberculosis  of  the 
general  peritoneal  cavity  and  adnexa. 

At  the  post-mortem  of  a  woman  79  years  old  Kaufmann* 
found  an  extensive  tuberculosis  of  the  cervix  which  at  first 
sight  gave  the  impression  of  a  cancerous  growth.  Microsco- 
pical examination  demonstrated  the  presence  of  tuberculous 
structures.  Tubercle  bacilli  were  found  in  both  the  giant  cells 
and  cheesy  masses.  While  secondary  cervical  tuberculosis  is 
relatively  frequent,  the  primary  type  is  rare.  It  is  met  with 
in  three  varieties:  in  the  form  of  miliary  tuberculosis,  diffuse 
tuberculosis,  infiltration  and  papillary  form.  Kaufmann's  case 
belonged  to  the  second  group. 

The  Surgical  Treatment  of  Peritonitis. — In  perforative 
peritonitis  the  value  of  operative  treatment  has  long  been  rec- 
ognized. The  surgical  treatment  of  puerperal  peritonitis, 
however,  is  under  debate.  WinckeP  concludes  a  paper  as. 
follows : 
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1.  Tuberculous  Peritonitis.— Cases  are  frequently  reported 
•cured  which  hare  been  under  observation  for  only  six  months 
or  less.  Five  years  after  the  operation  tuberculosis  may  re- 
appear. Many  cases  are  described  as  tuberculous  which  do 
not  belong  in  this  category.  Vaginal  section  is  not  suitable  in 
tuberculous  peritonitis;  the  incision  must  necessarily  be  small. 
Only  abdominal  section  can  effect  a  cure:  the  incision  must  be 
ten  to  twenty  centimetres  in  length. 

2.  OonorrJiceal  Peritonitis  produces  neither  extensive  ex- 
udation nor  ver}'  alarming  symptoms.  Operative  treatment  is 
rareh'  indicated.  Pyosalpinx  demands  abdominal  or  vaginal 
section,  according  to  the  size  of  the  pus  sac.  Perforative  peri- 
tonitis due  to  gonorrhea  always  necessitates  abdominal  section. 

3.  Post-operative  Peritonitis  indicates  a  partial  reopening 
of  the  original  wound  and  a  careful  emptying  of  the  pus.  Xo 
irrigation,  but  drainage,  is  necessary. 

4.  Puerperal  Diffuse  Peritonitis. — How  shall  these  cases 
be  treated?  Are  the  intestines  to  be  eventrated?  Is  irrigation 
advisable?  Shall  the  abdominal  cavity  be  closed ?  All  these 
questions  are  as  jet  not  solved.  The  observation  of  a  relatively 
small  material  seems  to  indicate  operation  in  puerperal  dilfuse 
peritonitis  if  the  purulent  exudation  is  extensive  and  the 
pleura  and  pericardium  are  not  involved.  A  large  abdominal 
incision  should  be  made,  drainage  is  absolutely  necessar}-,  and 
most  operators  employ  irrigation. 

5.  Purulent  Peritonitis  can  only  be  cured  by  surgical  means. 
Orestovich  *  concludes  from  an  observation  of  three  cases  that 
acute  purulent  peritonitis  should  be  operated  on  as  quickly  as 
possible.  Explorative  puncture  should  precede  the  operation. 
A  complete  cure  is  possible  if  the  patients  come  under  observa- 
tion in  time. 

Laparatomy  in  Tubercular  Peritonitis. — Under  the  name 
of  tubercular  peritonitis  are  grouped  a  number  of  pathological 
changes  of  peritoneum.  In  some  cases  there  exists  a  miliary 
tuberculosis  with  exudations.  The  intestines  may  be  free  or 
adherent  to  each  other.  The  mesenteric  glands  are  unchanged 
or  somewhat  hyperplastic.  In  a  second  group  the  mesenteric 
glands  have  undergone  a  cheesy  degeneration,  causing  an  ad- 
hesive peritonitis  with  tuberculous  exudations  between  the  in- 
testines. In  another  group  we  find  a  purely  adhesive  perito- 
nitis with  extensive  intestinal  adhesions,  without  a  fluid 
exudation  or  changes  in  the  mesenteric  glands.  Finally,  an 
adhesive  tuberculous  peritonitis  may  be  caused  hj  tuberculous 
ulcerations,  and  we  may  find  more  or  less  well-defined  ab- 
scesses in  the  peritoneal  cavity.  During  the  last  four  and  one- 
half  years  Monti  ^  observed  21  cases  belonging  to  one  or  the 
other  group  of  tubercular  peritonitis.  Ten  cases  presented  the 
picture  of  miliary  tuberculosis  with  an  extensive  serous  exuda- 
tion. Three  of  these  were  treated  internally  ("2  cured,  1  im- 
proved); 7  were  cured  b}^  laparatomy;  1  of  these  cases  was 
complicated  by  hyperplasia  of  the  mesenteric  glands.  In  one 
<;ase  in  which  laparatomy  was  performed  a  serous  exudation 
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reappeared,  which  vanished  after  internal  medication;  however^ 
three  months  later  tuberculosis  of  the  elbow  joint  and  in  one- 
testicle  was  found.  Less  favorable  were  the  results  in  cases 
where  cheesy  degeneration  of  the  mesenteric  glands  formed 
the  main  pathological  change.  Of  this  group  the  author  treated 
4  cases  without  success  by  both  the  operative  and  medicative 
methods.  The  results  in  cases  with  marked  intestinal  adhe- 
sions and  small  exudation  were  also  bad.  Laparatomy  was 
performed  in  only  one  of  these  cases.  Post-mortem  examina- 
tion showed  that  the  operation  probably  hastened  the  fatal 
termination.  He  formulates  the  following  conclusions:  Tu- 
bercular peritonitis  with  serous  exudation  may  be  cured  by 
internal  treatment,  but  the  cure  is  less  certain  and  the  treat- 
ment more  tedious  than  when  laparatomy  is  performed.  In 
cases  with  fluid  exudation  laparatomy  shows  very  favorable 
results,  but  the  recurrence  or  the  appearance  of  tuberculous 
processes  in  other  parts  of  the  body  has  been  observed.  Ex- 
tensive intestinal  adhesions,  complicated  by  marked  tuberculous 
hyperplasia  of  the  mesenteric  glands  and  with  small  exuda- 
tions, are  not  benefited  by  laparatomy. 

Acute  Purulent  Peritonitis. — Crestovich '  believes  that 
early  surgical  treatment  should  be  employed  for  this  form  of 
peritonitis,  after  exploratory  puncture  to  confirm  the  diagno- 
sis. 

The  Transverse  Abdominal  Incision  after  Kuestner. — 
Kahn  "  reports  a  case  of  hysteropexy  abdominalis  in  which  he 
made  the  transverse  incision.  The  advantages  of  this  method 
are  the  lessened  liability  to  hernia  and  the  cosmetic  effect. 
The  technique  is  easy. 

Colpotomy  in  Inflammation  of  the  Adnexa  and  Uterine 
Displacements  and  Inflammations. — The  technique  of  this 
operation  consists  in  the  opening  of  the  abdominal  cavity  from 
the  anterior  fornix  and  subsequent  extraction  of  the  uterine 
body  and  adnexa  into  the  vagina.  By  this  method  Diihrssen  * 
has  operated  in  305  cases  of  retroflexio  mobilis  et  fixata,  of 
which  4  cases  died  and  12  were  not  cured.  From  his  experi- 
ence he  concludes  that  colpotomia  anterior  is  not  a  grave  ope- 
ration if  the  retroflexion  is  uncomplicated  and  the  women  are 
otherwise  healthy.  With  marked  pelvic  peritonitis  hemor- 
rhages may  be  expected,  which  may  necessitate  vaginal  hyste- 
rectomy. 

The  employment  of  silkworm  gut  and  the  fastening  of  the 
uterus  at  the  tubal  insertions  will  avoid  recurrence.  Obstetri- 
cal complications  were  never  observed  when  the  opening  in  the 
plica  vesico-uterina  had  been  separately  closed  by  buried  su- 
tures. 

Martin.'  Only  by  extended  employment  of  colpotomy  have 
we  become  well  acquainted  with  pelvic  peritonitis.  This  con- 
dition necessitates  in  manj'  cases  operative  interference,  although 
in  some  cases  radical  operations  are  still  justifiable.  His  ex- 
perience teaches  him  that  only  anterior  colpotomy  in  conjunc- 
tion with  vaginal  fixation  is  capable  of  effecting  a  cure.     Mar- 


BRIEF   OF   CURRENT   LITERATURE.  735 

tin  operated  in  496  cases,  in  only  60  of  which  pelvic  peritonitis 
was  absent.  The  majority  of  these  patients  were  discharged 
after  fifteen  days'  stay  in  the  hospital.  Only  31  had  fever,  and 
in  8  parauterine  exudations  were  present  when  discharged. 
Four  deaths  were  noted,  1  pneumonia,  2  infection,  and  1  ileus. 
Six  per  cent  relapsed,  37  per  cent  were  markedly  improved, 
while  the  remaining  cases  were  completely  cured.  The  ad- 
vantages of  vaginal  fixation  are  the  cure  of  pelvic  peritonitis 
and  the  absence  of  abdominal  scars. 

Ktistner  '  emphasizes  that  the  unfavorable  prognosis  of  ven- 
tral operations  is  traceable  to  bad  asepsis.  This  can  largely  be 
avoided  by  the  wearing  of  white  cotton  gloves. 

Doyen '  criticises  the  proposition  of  some  operators  who 
recommend  colpotomy  as  the  only  method  for  the  removal  of 
ovarian  C3'sts.  It  is  possible  to  remove  cysts  containing  large 
quantities  of  fluid  per  vaginam  if  one  can  be  certain  that  the 
cyst  is  monolocular  and  adhesions  are  absent.  In  extensive 
adhesions,  however,  anterior  vaginal  section  is  dangerous. 
Doyen  prefers  the  posterior  operation,  by  which  method  better 
drainage  can  be  obtained.  He  lost  less  than  5  per  cent  after 
abdominal  hysterectomy,  while  2  to  3  per  cent  is  his  mortality 
after  extirpation  of  the  adnexa. 

Diseased  adnexa  are  more  easily  accessible  than  after  ab- 
dominal section.  Abscesses  of  the  broad  ligament  or  solid 
tumors  of  the  same  can  be  easily  attacked  from  the  posterior 
fornix.  The  method  is  especially  valuable  in  small  tumors  situ- 
ated in  Douglas'  cul-de-sac.  Doyen  employs  both  sutures  and 
clamps;  the  latter  have  the  advantage  of  fixing  the  stump  and 
prevent  the  escape  of  infectious  material  into  the  abdominal 
cavity.  However,  clamps  should  only  be  used  if  the  applica- 
tion of  sutures  is  difficult.  Tumors  extending  beyond  the  fossa 
iliaca  or  to  the  umbilicus  preclude  colpotomy  posterior,  as  do 
also  large  ovarian  cysts  in  which  adhesions  are  frequent.  He 
facilitates  the  extirpation  by  cutting  the  uterus  in  half.  Very 
large  myomata  and  malignant  tumors  indicate  abdominal  ope- 
ration. Vaginal  hysterectomy  for  cancer  has  7  to  8  per  cent 
mortality. 

Gonnesco '  states  that  celio-hystero-salpingo-oophorectomy 
has  the  following  advantages  over  the  vaginal  operation:  dia- 
gnostic errors  are  excluded,  the  operative  field  is  under  ocular 
inspection,  and  the  technique  of  the  operation  is  easy.  It  per- 
mits a  radical  removal  of  the  diseased  organs  and  thus  gives 
permanent  curative  results.  Secondary  hemorrhages,  injury 
to  the  bladder,  ureters,  and  intestines,  are  excluded. 

Total  Abdominal  Hysterectomy. — H.  Hartmann '"  reports 
18  successful  total  abdominal  hysterectomies.  This  ope- 
ration he  considers  indicated  for  fibroids,  cancer  of  the  body 
of  the  uterus,  and  disease  of  the  appendages  requiring  bilateral 
castration.  In  the  last  class  of  cases  he  frees  the  appendages 
through  an  incision  through  the  sheath  of  one  of  the  recti 
muscles,  clamps  the  upper  portion  of  the  broad  ligament,  ties 
the  utero-ovarian  vessels  with  fine  silk  at  their  point  of  entrance 


736  BRIEF   OF   CURRENT  LITERATURE. 

into  the  broad  ligament,  and  divides  the  latter  between  clamp 
and  ligature.  The  ends  of  the  incisions  of  the  broad  ligaments 
are  connected  by  one  extending  transversely  immediately 
above  the  vesic'o-uterine  cul-de-sac  and  dividing  the  peritoneum 
and  round  ligaments.  The  bladder  is  then  separated.  The 
uterus  is  drawn  strongly  over  the  pubis,  and  the  posterior  for- 
nix of  the  vagina  is  opened,  using  as  a  guide  a  forceps  intro- 
duced through  the  vulva.  By  means  of  curved  scissors  the 
right  posterior  portion  of  the  vagina  is  freed  from  the  cervix, 
allowing  the  introduction  of  a  special  form  of  forceps  which 
draws  the  cervix  upward  and  backward.  The  vaginal  wall  is 
now  divided  opposite  the  broad  ligament,  then  in  front;  and 
after  separating  the  broad  ligament  the  uterine  artery  of  each 
side  is  clamped  and  the  rest  of  these  ligaments  cut  through. 
The  vessels  are  tied  individually  with  fine  silk,  and  the  peri- 
toneum united  above  the  vagina  with  interrupted  suture  of 
catgut,  after  closing  the  broad  ligaments  with  a  continuous 
suture  of  fine  silk  or  catgut. 

In  performing  total  abdominal  hysterectomy  for  disease  of 
the  appendages,  Richelot "  makes  an  anterior  peritoneal  flap, 
clamps  the  uterine  arteries,  and  opens  the  anterior  vaginal  cul- 
de-sac.  Through  this  opening  he  draws  the  cervix  upward 
into  the  abdominal  cavity  and  completes  its  liberation  from  the 
•  vagina.  The  round  ligament  is  cut  and  the  broad  ligament 
divided  outside  of  the  appendages,  which  are  freed  from  adhe- 
sions from  below  upward,  so  that  if  rupture  of  the  tube  occurs 
the  abdominal  cavity  will  not  be  soiled.  The  vaginal  opening 
and  broad  ligaments  are  closed  with  catgut  sutures  and  the 
stump  covered  by  the  anterior  peritoneal  flap.  Bdth  Richelot 
and  Hartmann  advise  cleansing  the  pelvic  cavity  at  once  if  a 
pus  tube  is  ruptured  during  the  operation,  rather  than  waiting 
until  its  termination. 

Cancer  of  the  Uterus. — E.  Lanphear ''  records  97  hyste- 
rectomies for  cancer,  with  a  primary  mortality  of  14,  4  known 
and  8  suspected  recurrences,  41  lost  sight  of  or  operated  upon 
less  than  three  years  ago,  and  30  who  have  lived  more  than 
three  years.  He  advises  radical  operation:  (1)  As  soon  as  car- 
cinoma of  the  cervix  is  diagnosed,  unless  too  far  advanced; 
(2)  when  there  is  a  fungous  growth  upon  the  cervix  (especially 
in  a  patient  near  the  menopause)  which  persists  in  spite  of 
treatment,  even  though  there  is  no  ulceration  and  but  little 
tendency  to  spread;  (3)  when  there  are  nodules  in  the  cervical 
mucosa  which  soon  ulcerate  and  destroy  it;  (4)  when  there  is 
an  infiltrate  in  or  beneath  the  cervical  mucous  membrane,  just 
within  the  os,  which  soon  breaks  down  and  destroys  the  cervix 
by  erosion;  (5)  when  there  is  evidence  of  the  existence  of  can- 
cer of  the  parenchyma  of  the  uterus,  even  if  the  cervix  appears 
normal;  (6)  whenever  glandular  endometritis  shows  a  tendency 
to  degenerate  into  a  typical  malignant  adenoma  at  the  meno- 
pause, as  indicated  by  irregular  hemorrhages,  a  serous,  reddish, 
odorous  discharge,  and  paroxysmal  pain;  (7)  in  all  cases  where 
there  is  even  a  strong  suspicion  of  malignant  disease.     Hyste- 
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rectomy  is  contraindicated :  (1)  When  the  disease  is  so  far 
advanced  that  the  uterus  is  fixed  in  the  pelvis,  (2)  the  broad 
ligament  extensively  infiltrated,  or  (3)  the  bladder  involved; 

(4)  when  the  ••' cancerous  cachexia  "  has  become  pronounced; 

(5)  when  the  patient  is  too  weak  from  repeated,  exhausting 
hemorrhages;  (6)  when  the  diagnosis  of  sarcoma  of  the  uterus 
is  quite  certain,  as  such  cases  always  recur  after  removal  and 
die  quicklj'. 

As  palliative  measures:  (1)  when  there  is  marked  sepsis, 
removal  of  the  sloughing  mass  with  the  sharp  curette  and  the 
subsequent  use  of  douches  of  solution  of  permanganate  of  po- 
tassium, followed  by  insufflations  of  pyoktanin,  will  greatly 
prolong  life;  (2)  when  there  is  excessive  hemorrhage,  curettage 
followed  by  cauterization  and  the  after-treatment  just  mentioned 
will  be  of  much  benefit;  (3)  when  pain  is  very  severe,  hyste- 
rectomy as  a  palliative  measure  is  sometimes  advisable,  the 
pain  being  much  less  marked  in  recurring  carcinoma  in  the 
pelvis. 

H.  I.  Ostrom  "  advocates  hysterectomy  in  all  cases  of  irregu- 
lar hemorrhage  after  the  menopause  in  women  who  have  borne 
children,  if  the  microscope  shows  undue  activity  of  the  uterine 
mucous  membrane,  although  actual  cancerous  growth  may  not 
be  demonstrable.  He  urges  removal  of  the  appendages  also, 
in  view  of  possible  extension  to  these  organs.  He  prefers  the 
vaginal  route,  unless  the  tumor  is  large  or  the  ovaries  possibly 
involved,  in  which  cases  he  employs  the  combined  method. 
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DISEASES  OF  CHILDREN. 

Acromegaly. — J.  A.  Valdes,'  of  Cuba,  reports  a  case  of  this 
disease  in  a  negro  boy  of  14  years.  The  disease  is  rare  in  child- 
hood. The  hands,  feet,  and  lower  jaw  were  greatly  increased 
in  size  and  there  was  a  cervico-dorsal  kyphosis.  Cephalalgia 
and  muscular  asthenia  completed  the  symptomatology  and 
justified  the  diagnosis. 
47 
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Antipyrin  Poisoning,— Cli.  Leroux '  reports  the  case  of  a  little 
girl  who  had  been  taking  fifty  centigrammes  (eight  grains)  of 
antipyrin  twice  a  day  for  whooping  cough,  without  the  slightest 
inconvenience.  A  slight  attack  of  bronchitis  supervening,  the 
father,  on  his  own  responsibility,  administered  one  gramme  (fif- 
teen grains)  of  the  drug  at  7  o'clock  p.m.  The  result  was  a 
:generalized  purpura,  hemorrhagic  pemphigoid  stomatitis,  and 
trophic  disorders  of  the  nails.  Three  montlis  later  these  sj'mp- 
toms  all  disappeared  under  treatment  with  the  exception  of  the 
discoloration  of  the  nails.  The  patient's  kidneys  were  in  nowise 
affected,  and  the  author  thinks  there  is  a  possibility  that  the 
symptoms  were  due  to  contact  of  the  drug  upon  a  stomach 
rendered  susceptible  by  the  disease. 

Appendicitis, — Charon  and  Delcourt^  report  a  case  in  a  boy 
•of  11  years  in  which,  in  spite  of  the  serious  condition  present — 
j)erforation  of  the  cecum,  with  the  presence  of  fecal  matters  and 
of  pus  in  the  abdominal  cavity,  adhesions  of  the  appendix,  and 
general  peritonitis — laparatomy  resulted  in  a  complete  cure. 
As  few  cases  could  be  more  apparently  unfavorable,  the  author 
considers  it  a  most  encouraging  one  for  prompt  surgical  inter- 
vention, 

Baccelli's  Operation  in  Cases  of  Echinococcus  of  the 
Liver  in  Children, — Boka}"'  reports  three  cases  so  treated, 
and  concludes  that  the  operation  has  no  bad  effects  on  the  child. 
The  sac  began  to  decrease  in  size  after  the  injection  and  was 
not  felt  after  a  few  weeks.     No  relapses  occurred. 

Bacteriological  Examination  in  Pertussis.— Czaplewski ' 
and  Hensel  examined  the  sputum  in  oO  cases  of  pertussis,  and 
found  in  all  a  short  bacillus  with  egg-shaped,  rounded  ends, 
suggesting  the  influenza  bacillus,  but  growing  on  the  ordinary 
culture  media.  Some  forms  resemble  cocci,  and  the  centres 
take  the  stain  less  deeply  than  the  pole.  The}'  are  immobile, 
lie  within  cells  or  are  free,  and  stain  with  the  ordinary  aniline 
dyes  as  well  as  with  Gram's  method.  Animal  experiments 
thus  far  have  been  negative  in  their  results.  These  bacilli 
were  demonstrated  in  cases  where  the  clinical  diagnosis  had 
not  yet  been  positively  made,  but  which  later  proved  to  be 
pertussis;  and  because  of  their  constancy  the  authors  believe 
them  to  be  the  essential  etiological  factor  in  pertussis,  Koplik  ° 
examined  the  sputum,  collected  in  sterile  Jr'etri  plates,  in  16 
cases  of  pertussis,  all  in  young  children,  and  found  a  bacillus 
present  in  13.  Early  in  the  disease,  that  is,  before  there  is  any 
marked  bronchitis  or  pneumonia  present,  the  bacillus  occurs  in 
large  numbers  and  almost  pure  ;  when  these  complications 
occur  streptococci  and  diplococci  overgrow  the  bacilli.  These 
are  very  small  and  delicate,  stain  evenly,  and  occur  chiefly  in 
zooglea  masses;  no  spores  were  demonstrable.  Its  growth 
on  sterilized  hydrocele  fluid  was  especially  good,  but  it  was 
also  cultivated  on  the  ordinar}"  media.  Anaerobically  it  grew 
vigorously.  Experiments  with  the  subcutaneous  injection  of 
its  cultures  into  guinea-pigs  and  rabbits  proved  negative,  but 
mice  died  in  a  week,  the  bacilUis  being  present  in  their  blood. 


BRIEF   OF   CURRENT    LITERATURE.  739 

Intravenous  injections  in  rabbits  were  followed  by  suppuration 
in  the  joints  or  pyemia.  The  sputum  itself,  when  inoculated, 
produced  no  effect  upon  animals. 

Bromoform  Exanthem, — Schmey  '  relates  the  case  of  a  10- 
weeks-old  baby  who  took  three  drops  t.  i.  d.  for  pertussis. 
After  two  days  an  erythema  appeared  on  the  back,  then  on 
the  face  and  arms.  The  skin  was  bluish-red  in  color,  covered 
with  innumerable  small,  pointed  papules;  there  was  no  fever. 
The  pertussis  improved,  and  the  medicine  was  therefore  con- 
tinued until  the  paroxysms  had  ceased.  The  eruption  dis- 
appeared entirely  two  weeks  after  the  bromoform  was  stopped. 
One  other  case  has  been  reported.  The  author  approves  of 
bromoform  in  pertussis,  but  calls  attention  to  the  fact  that  it 
may  cause  an  exanthem  simulating  measles  to  the  lay  mind. 

Bronchial  Stenosis  following-  Rupture  of  a  Peribron- 
chial Lymph  Node  into  the  Air  Passages. — Nacliod "  re- 
views the  literature  and  reports  one  case.  A  boy  6^  years  old 
suddenly  developed  cough,  stridor,  and  cyanosis,  the  voice  re- 
maining clear.  The  physical  signs  were  those  of  diffuse  bron- 
chitis and  emphysema.  Intubation  made  the  respiration  more 
labored,  and  the  tube  had  to  be  removed;  tracheotomy  gave 
no  better  result.  While  dressing  the  tracheotomy  wound  there 
was  a  sudden  cessation  of  respiration  and  the  appearance  of 
general  convulsions.  Artificir»l  respiration  was  done  at  once, 
when  suddenly  two  masses  as  large  as  a  walnut  were  expelled 
through  the  wound,  followed  by  quiet  breathing.  Micro- 
scopical examination  showed  the  masses  to  be  cheesy  lymph 
nodes,  but  no  tubercle  bacilli  could  be  found.  A  diffuse 
bronchitis  and  pleurisy  lasted  some  time,  but  were  finally  com- 
pletely cured;  the  wound  healed. 

Calot's  Reduction  of  Kyphosis. — Lorenz^  reports  the  case 
of  a  lO-yeai'-old  boy  who  had  suffered  from  spondylitis  and 
paresis  of  both  legs.  Calot's  operation  was  done  with  apparent 
success,  but  on  awakening  from  the  anesthetic  it  was  found 
that  both  legs  were  completely  paralyzed,  as  were  the  bladder 
and  rectum,  while  sensibility,  previousl}'  normal,  was  now 
diminished.  The  bandage  was  at  once  removed,  but  the  par- 
alysis persisted  for  two  months,  the  bladder  trouble  for  two 
weeks.  The  kyphos  returned,  but  was  slightly  less  prominent 
than  before  the  operation. 

Congenital  Diaphragmatic  Hernia. — William  D.  Booker'" 
gives  a  report  of  this  rare  condition  associated  with  recurrent 
attacks  simulating  asthma  dyspepticum.  The  condition  can- 
not be  recognized  without  autopsy,  and  therefore  may  not  be 
so  rare  as  the  small  number  of  reported  cases  would  indicate. 
It  is  in  most  instances  probably  the  result  of  arrest  of  develop- 
ment. Some  of  these  cases  die  at  birth  or  immediately  after- 
ward. The  symptoms  are  lividity  of  the  skin,  general  distress 
referable  to  trouble  in  the  respiratory  function,  and  shudder- 
ings  or  severe  convulsions.  The  heart  may  be  found  beating 
in  usual  place.  Other  cases  live  a  few  months  or  years,  but 
generally  in  ill- health.     Dyspnea  seems  to  be  the  prominent 
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symptom  ;  it  may  be  constant  or  occur  in  paroxysms.  The 
whole  constitution  seems  bad.  Some  cases  arrive  at  adult  age 
and  may  even  perform  hard  work.  They  may  have  at  times  a 
degree  of  embonpoint.  But  though  thus  generally  healthy, 
these  individuals  are  liable,  on  sudden  or  severe  exertion,  to 
violent  and  at  times  prostrating  attacks  of  dyspnea.  The 
pulse  may  be  quickened,  and  pain  in  the  region  of  the  dia- 
phragm is  not  uncommon.  Vomiting  is  frequently  seen,  but 
none  of  these  symptoms  are  equal  in  value  to  the  physical 
signs. 

Congenital  Luxation  of  the  Knee. — Horvath"  reports  the 
case  of  a  4  weeks-old  baby,  born  in  normal  labor.  Both  knees 
were  in  a  position  of  hyperextension.  and  the  patella  could  not 
be  felt.  The  deformity  was  reducible,  but  returned  immedi- 
aXelj  owing  to  the  over-action  of  the  quadriceps  extensor. 

Diabetes  Mellitus  in  Children.— Dreyer'  reports  a  fatal 
case  in  a  boy  2  years  old,  and  reviews  the  literature,  finding 
only  six  cases  under  3  years  old  reported  Of  these,  two  re- 
covered, which  makes  them  appear  doubtful  to  the  writer,  as 
he  believes  that  true  diabetes  mellitus  in  these  very  young 
children  can  never  be  absolutely  cured. 

Creosote  in  the  Gastro-enteritis  of  Nursing  Infants. — 
Zaugger,'"  basing  his  practice  upon  the  modern  conception  of 
dyspepsia  as  due  to  abnormal  fermentative  processes,  gives 
creosote  in  small  doses  in  the  acute  gastro-enteritis  of  nursing 
infants  and  in  infantile  diarrhea.  The  results  have  been  very 
satisfactory.     The  medicine  is  administered  as  follows  : 

Creosote  (pure) l     drops. 

Alcohol grm.  i  (15      grains). 

Distilled  water  with  mucilage  acacia 100  grm.  (  3)^  ounces). 

A  teaspoonf ul  three  or  four  times  a  day  in  coffee. 

Creosote  is  of  especial  value  in  acute  gastro-enteritis  accom- 
panied bj^  vomiting.  In  recent  cases  three  or  four  teaspoonf  uls 
of  this  potion  will  stop  the  vomiting  and  the  diarrhea  ;  a  com- 
plete cure  is  frequently  obtained  in  two  or  three  days.  In  cases 
which  have  already  lasted  for  from  eight  to  ten  days  the  vomit- 
ing will  cease,  but  the  diarrhea  often  persists  and  will  have  to 
be  treated  in  the  ordinary  way  by  calomel,  bismuth,  the  nitrate 
of  silver,  etc.  Since  gastro-enteritis  is  usually  the  result  of  a 
defective  diet,  suitable  alimentation  should  of  course  be  pre- 
scribed with  the  creosote.  But  in  the  case  of  nursing  infants 
who,  in  spite  of  a  rational  diet,  suffer  from  diarrhea,  the  creo- 
sote alone  will  often  bring  about  a  cure. 

Diphtheria. — An  epidemic  in  Kemah  (Turkey  in  Asia)  is 
reported  by  His  Excellency  Nureddin  Bey,'^  of  the  Imperial 
Institute  of  Bacteriology  of  Constantinople.  Its  duration  had 
been  one  year,  and  more  than  a  thousand  children  had  periehed 
in  that  time.  He  was  sent  to  the  place  by  an  order  from  the 
sultan.  The  epidemic  had  already  subsided  when  he  arrived, 
but  he  treated  ."36  cases.  Kemah  is  in  a  mountainous  region 
and  surrounded  by  calcareous  rocks.     In  the  winter  the  cold  is 
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■extreme  and  travel  obstructed  by  the  snow.  The  inhabitants 
are  poor  and  live  in  dark  and  damp  huts.  Their  nourishment 
consists  of  a  kind  of  bread  cooked  in  the  ashes,  butter,  and  fer- 
mented milk  (aivan).  The  potable  waters  are  exposed  to  con- 
tamination. Rains  are  very  frequent.  In  addition  to  the 
ordinary  symptoms,  diphtheria  in  Kemah  is,  as  a  rule,  accom- 
panied by  suppurative  and  non-suppurative  parotiditis.  A 
bacteriological  examination  of  the  36  cases  showed  the  presence 
of  the  Loffler  bacillus,  frequently  associated  with  the  strepto- 
coccus. The  author  had  none  of  Marmorek's  serum,  but  he 
made  injections  of  antidiphtheritic  serum.  A  cure  occurred 
with  rapidity  in  33  cases.  Of  the  3  fatal  cases,  one  was  seen 
for  the  first  time  on  the  ninth  day  ;  a  second  was  cured  of  the 
diphtheria  and  died  a  month  later  after  submaxillary  suppura- 
tion with  gangrene,  the  abscess  having  been  opened  by  a  bar- 
ber ;  the  third  case  was  apparentl}^  cured,  but  had  a  relapse, 
and,  the  parents  having  failed  to  notify  the  physician,  died 
before  a  second  injection  could  be  given.  On  the  whole  the 
statistics,  such  as  they  were,  were  satisfactory.  Before  succor 
was  sent  the  death  rate  was  75  per  cent  and  death  occurred 
usually  before  the  sixth  day — facts  not  to  be  wondered  at  when 
one  considers  the  antihygienic  conditions  under  which  these 
people  live.  A  point  of  interest  is  that  every  dog  and  cat  in 
the  neighborhood  died  during  this  epidemic  of  diphtheria. 

Fibiger,'^  after  an  exhaustive  study,  concludes  that  diphthe- 
ria epidemics  can  be  avoided  only  by  isolating  persons  having 
the  diphtheria  bacilli  in  their  pharynx  and  by  disinfecting  their 
locality.  The  practical  application  of  this  principle  is  very  dif- 
ficult, as  repeated  examinations  are  necessary,  and  a  very  long 
period  of  isolation  will  often  be  founrl  necessary.  Diphtheria 
bacilli  fully  virulent  for  guinea-pigs  were  demonstrated  in  the 
throat  of  a  boy  nine  months  after  an  attack  of  diphtheria. 
The  bacilli  sometimes  disappear  from  the  pharynx  when  the 
individual  is  attacked  by  a  coccus  or  streptococcus  angina. 

T.  M.  Rotch''  discusses  diphtheria  of  the  eye  and  reports 
some  cases.  He  quotes  Standish's  conclusions  as  follows  : 
1.  In  all  cases  of  purulent  conjunctivitis  the  diagnosis  should 
depend  upon  the  bacteriological  examination  and  not  upon  the 
clinical  appearance.  2.  Diphtheritic  conjunctivitis  ma}^  be 
preseot  in  localized  areas  without  the  conjunctivae  being  affected 
as  a  whole.  3.  Ulcers  of  the  cornea,  with  rapid  necrosis  of 
the  corneal  tissue,  may  be  due  to  infection  with  the  Klebs- 
Loffler  bacillus.  4.  Antitoxin  affects  favorably  both  the  con- 
junctival disease  and  the  corneal  necrosis.  5.  An  early  bacte- 
riological diagnosis  is  exceedingly  important,  as  the  cornea  is 
generally  safe,  with  a  resulting  preservation  of  vision,  if  anti- 
toxin is  used  early. 

Escherich  '"  tried  the  method  of  giving  the  antitoxin  by  the 
mouth  for  the  purpose  of  immunization,  and  found  the  results 
negative  as  measured  by  the  increase  of  antitoxic  power  of  the 
patient's  blood.  Attributing  this  to  the  action  of  the  hydro- 
chloric acid  in  the  stomach,  he  gave  the  antitoxin  per  rectum 
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in  another  case  and  found  that  this  also  had  no  effect.  He  can 
explain  this  failure  only  b}"  supposing  some  action  of  the  living- 
intestinal  epithelia  or  of  the  liver,  which  prevents  the  antitoxin 
from  being  absorbed  into  the  blood.  This  interesting  physio- 
logical question  Escherich  leaves  open  for  discussion.  Theodor,* 
in  discussing  diphtheria  and  serum  therapy,  details  34  severe 
cases,  of  which  but  4  died  ;  and  in  these  4  the  treatment  had 
been  delaj^ed  until  the  fourth  day  or  later.  In  all  but  1  case 
three  or  four  days  were  sufficient  to  effect  a  cure,  while  the  un- 
toward symptoms  caused  by  the  serum  were  nil.  The  author 
also  examined  12  cases  of  scarlet  fever  for  Klebs-Loffler  bacilli 
with  negative  results. 

Experiences  with  Tuberculin  R  at  the  Children's  Sta- 
tion of  the  Charite.  — Slawyk  "  gives  a  detailed  account  of 
2  cases  of  tuberculous  children  treated  with  injections  of 
tuberculin  in  doses  of  jtmtu  milligramme  to  6  milligrammes. 
One  child  received  23,  the  other  21  injections.  The  resulting 
symptoms  were  fever,  sweating,  reddening  and  abscess  forma- 
tion at  the  seat  of  old  cicatrices  and  points  of  injection.  In  1 
case  a  severe  collapse  occurred  lasting  an  entire  day.  Both 
children  showed  local  and  general  improvement,  but  whether 
permanent  it  is  as  j'et  impossible  to  say. 

Forcible  Reduction  of  Kyphosis. — Yulpius "  gives  the 
technique  of  Calot's  operation,  calling  attention  to  the  fact  that 
the  bandaging  after  the  reduction  is  the  most  difficult  and  im- 
portant part  of  the  procedure.  He  has  tried  the  method  in  a 
case  of  rachitic  kj^phosis,  with  excellent  results.  The  amount 
of  pain  complained  of  by  the  children  on  coming  out  of  the 
anesthetic  is  remarkably  small.  The  recumbent  position  should 
be  insisted  on  for  weeks,  as  much  as  possible  of  the  time  being 
spent  in  the  open  air. 

Frank  Pneumonia. — F.  Gordon  Morrill"  presents  a  brief 
anal3'sis  of  lUO  cases  of  this  disease.  He  believes  the  term 
would  seem  decidedly  preferable  to  "fibrinous"'  or  "lobar" 
pneumonia  in  defining  a  disease  of  the  lungs  which  (in  chil- 
dren) tends  to  complete  recovery,  in  a  vast  majority  of  uncom- 
plicated cases,  after  the  second  year  of  life  has  passed.  Atten- 
tion is  called  b}'  the  author  to  the  confusion  to  which  the  term 
"  lobar"  pneumonia  is  liable  to  give  rise.  For  example,  Good- 
hart  states  that  of  120  of  his  cases  of  '' lobar '' pneumonia  25 
proved  fatal.  Surely  this  cannot  be  set  forth  as  an  average 
result  of  acute  frank  pneumonia  of  childhood  as  observed  in 
America  or  elsewhere  ;  and  the  natural  inference  is  that  a 
name  based  only  upon  the  extent  of  lung  involved  cannot  fail 
to  distort  the  statistics  of  mortality.  A  large  percentage  of  the 
author's  cases  (one-third)  terminated  in  lysis.  In  a  simple 
case  which  proved  fatal  Friedlander's  micrococcus  lanceolatus 
was  discovered. 

Friedreich's  Disease. — From  the  results  of  a  histological 
examination  Jules  Simon '"  found  that  in  this  case  the  spinal 
cord  was  the  seat  of  a  combined  sclerosis  (posterior  columns, 
pyramidal  tract,  direct  cerebellar  tract)  which  was  similar  to 
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that  of  other  cases  reported  of  the  disease.  There  was  also  a 
lesion  of  the  cells  of  the  gray  matter. 

Hematuria  of  Renal  Origin. — H.  Dauchez/"  discussing  the 
treatment  of  this  affection,  eliminates  in  the  first  place  hema- 
turia allied  to  tuberculous,  cantharides,  calculous  C3"stitis,  p3'e- 
litis,  sarcoma  or  cancer  of  the  kidneys.  The  disease,  when  due 
to  dyscrasia,  is  unaccompanied  by  fever.  The  suppression  of 
the  functions  of  the  skin  by  pemphigus,  generalized  eczema, 
impetigo,  etc.,  is  sometimes  accompanied  by  hematuria  without 
fever.  Treatment  will  then  consist  of:  (1)  If  the  child  is  docile, 
the  application  of  wet  cups  on  the  renal  region  (6  or  10),  or,  if 
this  be  not  possible,  of  mustard  plasters.  (2)  A  rigid  milk  diet 
(sterilized  milk).  If  necessary  we  can  use  skimmed,  salted, 
or  sugared  milk,  or  add  kirsch,  or  use  mulled  egg.  (3)  Twice 
a  day  we  may  add  to  the  milk  a  dessertspoonful  of 

Symp  of  balsam  of  tolu, 

Syrup  of  mucilage, 

Syrup  of  terebintliine aa  20  grammes  (33^  grains) ; 

or  should  the  child  be  very  intractable,  three  spoonfuls  of  Eau 
de  Lechelle  {aqua  hemostatica — i.e..  1  part  benzoin,  2  parts 
potash  alum,  in  20  of  water).  (4)  Night  and  morning  the  child 
should  be  given  in  a  spoonful  of  sweetmeats  the  following 
powder:  Chlorhydrate  of  quinine,  25  centigrammes  (4  grains); 
gallic  acid,  15  centigrammes  (2i  grains).  (5)  If  the  hematuria 
persist  we  should  give  every  hour  a  teaspoonful  of  the  following: 

Perchloride  of  iron 15  drops. 

Syi-up  of  orange-flower  water 20  centigrammes  (S'^.^  minims). 

Distilled  water 60  grammes  (2  ounces). 

^6)  For  intestinal  derivation,  scammony  .30  to  50  centigrammes 
(5  to  8  grains).  If  anj'pus  is  passed  from  the  bladder  the  latter 
should  be  washed. 

Hysteria  of  Childhood. — P.  Bezy"  states  that  hysteria  in 
infants  is  manifested  either  by  more  or  less  complete  convul- 
sive crises,  in  deceptive  forms  simulating  diseases  more  or  less 
special  to  childhood,  or  in  abortive  forms. 

(a)  The  convulsive  paroxysm  is  rarely  complete.  Syden- 
ham's chorea,  especially  the  rhythmic  variety,  is  frequenth^  a 
manifestation  of  hysteria;  so  is  spasmodic  cough,  which  may 
be  permanent  or  occurring  in  crises,  but  is  not  accompanied  by 
dyspnea  nor  by  any  sign  perceptible  by  auscultation.  _  Hic- 
cough and  sniffling  are  frequently  hysterical,  and  so  is  the 
stammering  which  comes  on  at  from  5  to  9  years  of  age  after 
some  traumatism  or  excitement,  and  disappears  as  brusquely 
as  it  began.  Electric  chorea,  with  its  rhythmic  and  brusque 
movements,  localized  almost  exclusively  in  the  head  and  upper 
limbs,  is  closely  allied  to  hysteria,  as  are  some  cases  of  partial 
pseudo  epilepsy,  (b)  Hysterical  paralysis  is  quite  frequent  in 
childhood,  and  is  usually  paraplegic  in  form,  often  accompa- 
nied by  zones  of  anesthesia,  incontinence  of  urine,  muscular 
atrophy.  Astasia  and  '•  abasia""  in  all  its  forms  may  be  met 
with  in  hysterical  children.     Hysteria  may  be  further  mani- 
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fested  by  true  anorexia,  attacks  of  gastralgia.  and  vomiting 
which  may  even  be  fecal  in  its  nature.  Various  trophic  dis- 
turbances, such  as  urticaria,  edema,  gangrene,  and  muscular 
atrophy,  have  been  noted.  Circulatory  troubles  are  shown  by 
palpitations,  alternations  of  flushing  and  pallor,  and  some  cases 
of  intermission  in  the  heart  beat.  Tremulousness,  pseudo-ar- 
thritis, athetosis,  anesthesias,  and  hyperesthesias  have  all  been 
found.  Hysterical  children  are  precocious,  impressionable, 
and  jealous,  and  above  all  given  to  falsehood  and  to  delirium, 
the  latter  shown  by  irritabilit}'  or  moroseness,  by  the  exagge- 
ration of  psychical  troubles,  or  by  dementia.  Somnambulism 
may  be  hysterical,  (c)  Among  forms  of  hj^steria  simulating 
affections  more  or  less  special  to  childhood  we  have  pseudo- 
coxalgia,  pseudo-Pott's  disease,  pseudo-meningitis,  pseudo- 
colics,  paralj^sis,  tabes,  and  nocturnal  terrors.  Chaumier  sug- 
gests that  the  convulsions  of  dentition  are  to  be  attributed  to 
h3"steria.  According  to  the  statistics  of  Briquet  and  Clopatt, 
hysteria  is  rare  under  5  years  of  age,  but  increases  progres- 
sivelj^  from  11  to  13.  It  is  usually  ushered  in  by  convulsions. 
The  abortive  forms  are,  however,  of  great  importance. 

As  to  the  causes  of  the  hj^steria  of  childhood,  we  have,  in  the 
first  place,  direct  or  indirect  heredit}'.  Some  consider  the  trans- 
formation of  certain  diatheses,  such  as  the  gouty,  to  be  a  pre- 
disposing cause.  Given  the  heredity,  three  chief  causes  deter- 
mine the  attack — education,  emotions,  and  contagion.  The 
epidemics  of  the  middle  ages  are  in  our  days  replaced  by  school 
epidemics.  The  prognosis  is  good  if  the  affection  is  early 
recognized  and  treated.  The  relation  of  hysteria  to  mental 
aberration  and  psychical  hysterical  disorders  of  youth  is  not 
yet  fully  determined. 

As  to  the  treatment,  the  child  of  an  hysterical  mother  should 
be  as  far  as  possible  kept  away  from  the  mother's  influence, 
even  from  nursing.  When  once  present  the  disease  is  best 
treated  by  suggestion  aided  by  isolation. 

The  diagnosis  is  not  always  easy.  True  epilepsy  occurs  at 
night  or  in  the  morning,  and  is  characterized  by  a  sudden  fall 
accompanied  hj  a  cry.  The  tongue  ma}-  be  bitten  and  there 
is  involuntary  evacuation  of  urine.  The  loss  of  consciousness 
is  absolute.  In  hysteria  the  temperature  is  rarely  raised,  es^en 
in  severe  attacks.  Spasmodic  croup  may  be  recognized  by  a 
negative  lar3mgoscopic  examination  and  the  absence  of  aus- 
cultatory signs.  Hiccoughs,  etc.,  are  open  to  the  suspicion  of 
being  hysterical,  and  stammering  coming  on  after  excitement 
is  always  so.  Electric  chorea  is  hysterical.  Partial  hysterical 
epilepsy  may  be  recognized  by  the  absence  of  paralysis  in  the 
muscles  and  by  the  number  of  attacks  unaccompanied  by  any 
cerebral  degeneration. 

Digestive  disorders  of  neuropathic  origin  maybe  very  decep- 
tive, but  gastralgia,  anorexia,  and  persistent  vomiting  may  be 
suspected  of  being  hysterical,  because  organic  lesions  of  the 
stomach  are  rare  in  childhood.  Psychical  troubles  and  deli- 
rium may  re.idily  be  distinguished  from  the  delirium  of  acute 
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diseases  by  the  history.  Hysterical  coxalgia  frequently  leads 
to  errors  of  diagnosis;  its  onset  is  usually  abrupt,  the  most 
severe  symptoms  appearing  at  once,  sometimes  after  trauma 
iism;  the  spontaneous  pains  are  sharp;  there  is  no  pain  upon 
pressure,  except  when  the  hyperesthesia  reaches  to  the  articu- 
lation. Cutaneous  hyperesthesia  is  very  marked;  the  local 
signs  of  inflammation  are  present,  but  are  movable  and  tempo- 
rary; there  is  no  adenopathy.  The  affection  is  not  progressive 
nor  continuous.  A  combination  of  contracture,  paralysis,  and 
pain  often  leads  to  a  suspicion  of  Pott's  disease,  but  the  contrac- 
ture yields  to  chloroform  and  the  pain  is  not  situated  where 
the  lesion  of  Pott's  disease  is  found. 

True  meningitis  at  the  onset  is  diagnosed  from  pseudo  men- 
ingitis by  the  dissociation  of  the  movements  of  the  diaphragm 
and  of  the  thorax.  The  author  gives  further  details  as  to  the 
diagnosis  of  various  hysterical  affections  from  the  diseases 
which  they  simulate 

Lumbar  Puncture  in  Tuberculous  Meningitis. — A.  B. 
Marfan,"  who  claims  to  be  the  first  person  in  France  to  have 
performed  this  operation  devised  by  Quincke,  says  that  al- 
though it  has  no  curative  power  and  only  slight  and  very  in- 
constant palliative  effect,  it  can  be  done  in  tuberculous  menin- 
gitis because  it  is  relatively  easy  of  performance  and  is  innoc- 
uous. It  is  especially  indicated  when  there  are  symptoms  of 
•cerebral  compression,  such  as  the  association  of  a  tendency  to 
•coma,  hyperpyrexia  insensibility,  muscular  relaxation,  and  dila- 
tation of  the  pupils  It  may  be  that  some  day  lumbar  puncture 
will  permit  of  the  injection  into  the  subarachnoid  space  of  an 
amount  of  fluid  capable  of  modifying  the  tuberculous  process. 
In  one  case  the  author  injected  several  drops  of  a  1:10000  solu- 
tion of  bichloride.     The  effect  was  negative. 

As  a  means  of  diagnosis  it  is  possible  that  the  method  may 
be  more  productive  of  good  results,  but  up  to  the  present  time 
the  clinical  diagnosis  of  the  disease  is  far  more  reliable  than 
the  bacteriological.  Von  Ranke  "  considers  the  procedure  en- 
tirely safe,  having  used  it  in  25  cases.  While  there  are  over  100 
cases  reported  in  which  tubercular  meningitis  was  treated  by 
lumbar  puncture,  no  case  has  been  cured;  temporary  marked 
improvement  has  occurred  in  some,  and  one  such  is  reported 
by  the  author.  The  improvement  is  due  to  the  lessening  of 
cerebral  pressure,  and  is  manifest  only  when  the  puncture  is 
done  early  in  the  disease — i.e.,  before  the  pressure  has  lasted 
too  long.  The  tubercle  bacilli  can  be  found  in  the  fluid  with- 
drawn in  most  but  not  in  all  cases,  and  they  are  never  nume- 
rous. The  fluid  is  perfectly  clear,  colorless,  with  a  specific 
gravity  of  1010  or  1011,  and  varies  in  quantity  from  20  to  100 
cubic  centimetres.  In  cerebro-spinal  meningitis  the  fluid  is 
much  less  clear,  except  during  the  stage  of  recovery.  There 
are  cases  in  which  no  fluid  can  be  withdrawn,  the  exudate 
being  entirely  plastic  in  character;  these  are  almost  always 
tubercular. 

Marmorek's    Streptococcus    Serum.— Monti"   relates  his 
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experience  with  this  serum  in  6  cases  of  septic  erysipelas  fol- 
lowing iimbihcal  arteritis  in  the  newl3'-born.  All  were  fatal,. 
the  erj'sipelas  spreading  in  spite  of  the  injections  of  serum,  and 
general  sepsis  caused  death.  In  1  case  abscesses  formed  at  the 
five  points  of  injection,  but  these  were  not  due  to  the  serum, 
which  was  proven  sterile,  but  probabl}^  to  the  fact  that  the 
blood  of  the  little  patient  contained  the  material  which  infected 
the  injection  wound.  Monti  concludes  that  while  the  cases  are 
too  few  in  number  to  prove  anything,  their  results  are  not 
enlivening. 

Meningococcus  Intracellularis,  —Wilms "'  reviews  the  lite- 
rature and  reports  3  sporadic  cases  of  cerebro-spinal  meningitis 
in  which  the  diplococcus  intracellularis  meningitidis  was  found 
in  the  fluid  obtained  by  lumbar  puncture  during  life  and  sub- 
stantiated at  autopsy  in  2  cases.  He  favors  the  view  that  the 
infection  is  a  general  one  through  the  blood,  starting  from  the 
respiratory  or  intestinal  tract,  rather  than  that  it  is  carried 
directly  from  the  nose  through  the  ethmoid  bone. 

Mercury  in  the  Early  Treatment  of  Syphilis.— Barthe- 
lemy"  believes  that  not  only  the  symptoms  of  the  disease  but 
the  disease  itself  should  be  treated;  that  mercury  should  be 
prescribed  as  early  as  possible  after  the  diagnosis  is  estab- 
lished, the  results  of  the  treatment  being  better  early  than  late. 
The  intensity  of  the  disease  should  serve  as  a  guide  for  the 
intensity  of  the  treatment.  We  should  take  into  account  the 
development  of  the  disease  and  the  special  constitutional  pecu- 
liarities of  the  patient.  Although  a  too  energetic  or  too  con- 
tinuous treatment  has  some  drawbacks,  insufficient  mercurial 
treatment  allows  the  patient  to  become  weakened  and  cachec- 
tic. Mercury  should  be  administered  for  about  a  month  after 
the  disappearance  of  the  S3"mptoms,  as  the  cui-e  may  be  only 
apparent.  The  longer  the  treatment  has  continued  the  longer 
should  the  interruptions  in  its  use  last.  Upon  the  average 
mercury  is  usually  used  during  four  j^ears,  or  eight  to  nine  out 
of  twelve  months  of  the  first  3'ear.  six  months  each  of  the  sec- 
ond and  third  j^ears,  four  months  of  the  fourth  year.  In  regard 
to  the  method  of  administration  of  the  drug,  each  case  should 
be  considered  in  respect  to  the  severity  of  the  disease,  the  con- 
dition of  the  patient,  etc.  (a)  When  mercurj"  is  given  by  the 
mouth  its  absorption  is  slow  and  incomplete;  its  immediate  re- 
sults are  satisfactory  in  slight  cases,  but  the  remote  results  are 
not.  Friction  causes  the  absorption  of  mercury  in  unequal 
amounts,  while  by  injections  absorption  is  more  regular  and 
the  results  better.  It  is  well  to  var}^  the  methods  of  admin- 
istration of  the  drug  and  the  preparations  even  in  the  same 
patient. 

{/>)  While  mercury  is  indispensable  in  the  treatment  of  syphilis, 
it  is  not  to  be  forgotten  that  it  is  a  poison  and  that  each  method 
of  administration  may  be  attended  by  some  disadvantage.  Its 
introduction  by  the  digestive  tract  has  been  known  to  cause 
intestinal  disorders:  when  given  by  injection  that  which  has 
been  introduced  into  the  tissues  cannot  be  withdrawn  should 
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unfavorable  symptoms  occur.  Bat  injections  have  cured  symp- 
toms which  resisted  all  other  procedures,  and  diminish  the 
chance  of  relapse.  Mercury  cannot  be  given  by  the  mouth 
where  there  are  gastro-intestinal  or  hepatic  affections,  nor  can 
inunctions  be  applied  if  the  skin  is  predisposed  to  erythema. 
It  must  be  borne  in  mind  that  some  persons  are  very  suscep- 
tible to  mercury,  and  small,  tentative  doses  should  be  first 
given.  Iodine  is  of  the  greatest  value  in  the  tertiary,  and 
sometimes  in  the  secondary  period,  but  for  many  symptoms 
the  iodide  of  potassium  (not  sodium)  should  be  associated  with 
mercury.  Tonics  and  strengthening  treatment  of  all  kinds 
should  be  prescribed.  By  having  the  digestive  tract  in  good 
condition  for  other  medication  injections  of  mercury  are  espe- 
cially valuable.  Resorting  to  watering  places  is  of  value  in 
grave  and  relapsing  cases  because  of  the  change  of  environ- 
ment and  the  more  rigid  observance  of  treatment.  At  thermal 
springs  friction  rather  than  injections  should  be  used. 

Specific  treatment  should  be  given  early  in  pregnancy  either 
when  the  father  has  married  before  his  treatment  was  com- 
pleted, when  the  mother  has  exhibited  suspicious  symptoms  or 
when  she  has  previously  had  miscarriages  or  still-births. 

Treatment  by  insoluble  injections  (massive  doses)  in  slightly 
nerve-supplied,  slightly  vascular  and  intramuscular  regions, 
such  as  the  buttocks,  is  contraindicated  when  syphilis  appears 
in  aged,  obese,  alcoholic,  atheromatous,  diabetic,  or  albuminu- 
ric patients,  or  in  those  suffering  from  cardiac  or  hepatic  dis- 
orders, or  in  the  weak  and  cachectic  or  those  affected  with 
other  disorders.  In  nervous  persons  and  children  it  is  best  to 
use  soluble  injections,  as  the  cyanide  of  mercury  or  the  binio- 
dide. 

Middle  Ear  of  Nurslings  in  Health  and  Disease,  Ex- 
amination of  the.— Goeppert ''  examined  73  cases  under  1 
year  of  age.  In  14  both  ears  were  normal;  in  6  there  was  a 
single  otitis,  and  in  53  double  otitis  media;  '.)  cases  developed 
double  and  1  single  otitis  during  the  period  of  observation,  and 
thus  only  4  children  and  9  ears  remained  well.  Thirty  eight 
of  the  cases  were  examined  at  autopsy.  All  but  10  of  the  ba- 
bies were  under  the  normal  in  weight.  The  author  concludes 
that  pus  and  mucus  when  found  in  the  middle  ear  are  always 
pathological  and  can  be  diagnosed  during  life.  Coryza,  lung 
diseases,  and  intestinal  diseases  lead  to  otitis  media,  the  last 
on  account  of  the  vomiting  more  than  the  marasmus  coexist- 
ing. Cases  following  coryza  lead  to  perforation  more  fre- 
quently than  others  do,  while  cases  following  intestinal  dis- 
eases are  clinically  milder.  The  danger  of  meningitis  and  of 
general  sepsis  is  far  less  than  in  older  persons.  In  general, 
otitis  media  has  no  great  influence  on  the  child's  well-being, 
and  fever  and  lasting  restlessness  are  rare. 

Multiple  Papillomata  of  the  Hard  Palate  and  Larynx. 
— Freudweiler  "  reports  the  case  in  a  girl  5  years  old.  Hoarse- 
ness began  at  4  ;  there  was  also  dysphagia.  On  the  hard  pal- 
ate, symmetrically  placed,  were  two  soft,  pedunculated  tumors, 
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each  two  millimetres  high.  Small  warts  were  seen  between 
the  vocal  cords,  which  were  quite  motionless.  The  masses 
were  removed  and  microscopically  found  to  be  papillomata. 
There  was  no  infiltration  in  the  tissues  about,  which  healed 
well. 

One-sided  Partial  Makrosomia. — Behrend  "  reports  the 
case  of  a  baby,  3  months  old,  whose  head  measured  39.9  centi- 
metres and  who  weighed  4,9G0  grammes.  The  left  side  of  the 
head  and  face  was  larger  than  the  right,  and  the  left  leg  was 
one  centimetre  longer  than  its  fellow.  There  was  no  hj'dro- 
cephalus. 

Operation  for  Double  Hare-lip  with  Prominent  Middle 
Piece. — Wolff  "  demonstrates  the  case  of  a  boy  7  years  old  in 
whom  he  practised  his  operation  on  the  right  side  when  3  days 
old,  and  on  the  left  side  four  weeks  later.  At  the  age  of  9 
mouths  the  cleft  in  the  palate  was  closed.  The  result  has  been 
excellent  ;  respiration  and  deglutition  are  normal ;  the  child 
goes  to  school  and  speaks  plainh*. 

Peritonitis  in  Childhood. — Theodor  '  reports  three  cases — 
a  boj'  3  years  old  who  died  on  the  fifth  day  of  a  general  sup- 
purative peritonitis  due  to  perforation  of  the  vermiform  appen- 
dix by  a  fecal  concretion  ;  a  boy  of  8  years  dying  on  the  third 
day  of  suppurative  peritonitis  following  ileus  ;  a  boy  3  j'ears 
old  who  died  of  tuberculous  peritonitis  which  had  perforated 
at  the  umbilicus,  discharging  foul  pus. 

Physiological  and  Toxic  Properties  of  Normal  and 
Therapeutic  Serums. — From  the  experimental  study  of  the 
effect  of  serum  Prof.  Arloing"''  concludes  :  1.  That  the  true 
toxicity  of  horse  serum  in  the  rabbit  appears  to  be  comprised 
between  3  and  C  cubic  millimetres  for  each  kilogramme.  Ex- 
periments upon  dogs  have  given  very  variable  results.  From 
this  standpoint  the  normal  and  therapeutic  serums  do  not  differ. 
2.  A  lnjpotoxic  dose  of  either  the  normal  or  therapeutic  serum 
injected  intravenously  causes  a  subacute  intoxication,  which  is 
made  manifest  by  the  following  symptoms  :  an  elevation  of 
temperature  of  1.5°  to  2°  C.  during  the  first  four  to  six  hours;  a 
gradual  acceleration  of  the  respirations,  which  become  more 
shallow  ;  rapid  and  considerable  arterial  depression.  3.  Or- 
dinar}"  and  antitoxic  serum,  administered  continuously  in 
small  therapeutic  doses  to  healthy  animals,  produces  symp- 
toms of  chronic  poisoning  characterized  by  denutrition.  In  no 
case  has  the  serum  been  known  to  have  any  good  effect  upon 
nutrition. 

Prenatal  Infection  in  Diseases  in  Infancy. — Edward  P. 
Davis '"  writes  that  with  those  who  observe  considerable 
numbers  of  infants  it  is  not  uncommon  to  find  cases  in  which 
a  child,  apparently  healthy  at  birth,  develops  during  the  first 
few  weeks  of  life  a  condition  of  apparent  infection  ending 
fatally.  The  predominant  feature  in  these  cases  is  the  disor- 
ganized state  of  the  infant's  blood,  manifested  by  hemorrhages 
from  the  bowels,  sometimes  from  the  vagina,  urethra,  mouth, 
nose,  and,  in   extreme  cases,  from   the  skin.     In  a  series  of 
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examinations  by  the  author  and  others  it  was  found  that  some 
of  the  most  anemic  mothers  had  infants  whose  blood  far  excelled 
that  of  the  maternal  condition.  The  placentae  of  the  mothers 
were  examined  immediately  after  birth,  to  ascertain  the  pre- 
sence or  absence  of  infective  germs,  with  the  result  that  the 
placenta  at  birth  was  found  to  be  a  sterile  substance.  The 
milk  in  57  per  cent  of  the  cases  was  found  sterile  before  the 
infant  had  nursed;  in  the  remaining  43  per  cent  the  pyogenes 
albus  and  aureus  were  found;  in  none  of  these  cases  did  ab- 
scess of  the  breast  occur.  The  examination  of  the  feces  of 
these  infants  revealed  the  fact  that  in  11-J^  per  cent  micro-organ- 
isms were  present  in  the  feces  before  the  child  had  nursed,  in 
33i  per  cent  after  the  child  had  nursed,  while  the  remainder 
failed  to  show  presence  of  intestinal  bacteria.  These  observa- 
tions, while  not  extensive,  seem  to  point  to  the  fact  that  in  the 
milk  of  the  mother  there  may  be  present  organisms  capable  of 
setting  up  infection  in  the  child's  intestine,  with  resulting  tox- 
emia. While  these  investigations  were  in  progress  a  number 
of  cases  arose  among  the  infants  examined  in  which  green 
stools,  variations  of  temperature,  hemorrhages,  and  in  some 
cases  a  fatal  result  developed.  In  one  of  these  children  the 
mother  was  in  good  condition,  but  when  the  child's  feces, 
passed  before  nursing,  were  examined,  the  pyogenes  albus  was 
obtained  in  a  pure  culture.  This  child  developed  the  symptoms 
described,  which  proved  fatal,  and  the  autopsy  revealed  mul- 
tiple hemorrhages.  Acting  upon  the  suggestion  which  the  bac- 
teriological examination  of  the  milk  and  feces  gave,  all  cases 
showing  a  tendency  to  green  stools,  discharges  of  blood,  or 
hemorrhages  from  the  mucous  surfaces  were  treated  by  copious 
intestinal  irrigation,  the  result  being  a  gradual  improvement 
and  disappearance  of  the  symptoms. 

Pyocyaneus  Infection  in  Childhood. — Mamicatide''  re- 
views the  literature  most  exhaustively  and  reports  two  cases 
— one  a  tubercular  child,  the  other  a  diphtheria  patient.  At 
both  autopsies  the  bacillus  pyocyaneus  was  found  in  the  heart's 
blood  and  viscera.  A  clinical  picture  of  pyocyaneus  infection 
is  given,  attention  being  called  to  the  fact  that  the  symptoms 
are  not  unlike  those  of  any  other  general  acute  infection. 

Primary  Tuberculous  Tumor  in  the  Nose. — Sachs'"  re- 
ports the  case  of  a  boy  1 1  years  old,  of  good  family  history, 
who  for  three  years  had  nasal  discharge  and  obstructed  breath- 
ing on  the  left  side  of  the  nose,  which  was  found  to  be  ob- 
structed by  a  growth.  The  general  health  remained  good. 
No  tubercle  bacilli  were  found  in  the  mucus  scraped  from  the 
tumor,  but  upon  removal  with  the  snare  it  was  found  to  be 
composed  of  typical  tubercle  tissue,  and  tubercle  bacilli  were 
present  in  the  sections.  No  relapse  has  occurred  at  the  present 
time. 

Rachitis. — Concerning  the  alkalinity  of  the  blood  in  rachitic 
and  non-rachitic  children,  Stoeltzner  "  finds  that  rachitis  has  no 
influence  whatever  upon  the  degree  of  alkalinity  of  the  blood, 
and  that  the  alkalinity  is  not  visibly  dependent  upon  the  nutri- 
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tive  condition.  In  children  with  pertussis  a  high  alkalinity 
was  found,  due  probably  to  the  frequent  vomiting,  which  has 
been  shown  to  increase  blood  alkalescence.  The  literature  is 
appended.  While  investigating  the  frequency  of  rachitis  in 
Moscow,  Kissel^  found  the  disease  in  eighty  per  cent  of  all 
children  examined  under  the  age  of  3  years;  severe  cases  were 
relatively  rare,  but  the  disease  was  as  common  in  rich  as  in 
poor  families.  Feeding  had  no  marked  effect  on  the  frequency 
of  its  occurrence;  it  appeared  in  breast- fed  infants  of  perfectly 
healthy  mothers.  The  most  common  symptoms  noted  were 
pallor  of  the  skin  and  mucous  membranes,  beading  of  the  ribs, 
and  enlargement  of  the  head.  No  well-marked  case  was  noted 
in  a  newly-born  infant.  Behrend  "  reports  a  case  of  congeni- 
tal rickets  complicated  by  tetany  in  a  baby  7  days  old.  The 
■occiput  was  membranous,  the  fontanelles  and  sutures  widely 
open,  the  ribs  soft,  and  the  epiphj^ses  on  the  forearms  enlarged. 
The  etiology  of  the  case  was  interesting,  the  mother  having 
had  recurrent  attacks  of  tetany  for  fourteen  years,  and  several 
brothers  and  sisters  dying  between  the  ages  of  2  and  4  after 
having  had  tonic  convulsions.  The  hereditary  nature  of  tetany 
would  seem  to  be  illustrated  here.  Troitzky  ^  reviews  the  litera- 
ture of  clinical  and  experimental  rickets,  and  details  five  experi- 
ments on  two  dogs,  a  pig,  a  kid,  and  a  guinea-pig.  He  con- 
cludes that  as  yet  the  etiology  of  rachitis  is  not  known  with 
certainty  and  that  the  relation  between  the  cause  and  the 
anatomical  lesions  is  not  clear. 

Scoliosis. — A.  Chipault^  discusses  the  therapeutics  of  the 
various  forms  of  this  affection.  In  regard  to  orthopedic  inter- 
vention he  says:  1.  It  should  not  be  attempted  in  scoliosis 
which  is  compensatory  for  lesions  of  the  lower  limbs,  so  long 
as  the  lesion  itself  remains  uncured.  The  curvature  will  usually 
disappear  when  the  lesion  is  cured.  2.  In  symptomatic  scoli- 
osis, orthopedic  measures  are  useless  in  scoliosis  due  to  con- 
tracture of  certain  muscles  (visceral  affections,  sciatica  hys- 
teria), but  may  be  of  value  in  the  scoliosis  due  to  paralysis  of 
these  same  muscles,  o.  In  rachitic  scoliosis,  the  results  of 
which  are  so  deplorable,  orthopedic  intervention  should  be  tried 
in  all  cases  in  which  the  deformity  is  not  absolutely  irreducible. 
4.  So-called  essential  scolioses,  or  those  of  adolescence,  in  which 
operations  are  contraindicated,  are  of  two  kinds:  the  first, 
when  taken  in  time,  are  beneficially  influenced  by  regular, 
systematic  orthopedic  exercise  associated  with  daily  immobili- 
zation for  a  certain  number  of  hours.  Operation  in  these  cases 
is  not  needed.  The  second  consist  of  cases  where  ankylosis  has 
occurred  and  the  bones  have  been  for  years  in  a  false  position. 
Reduction  of  the  vertebral  column  would  be  impossible. 
Operation  is  suitable  in  cases  of  essential  scoliosis  under  pro- 
cess of  development  which  are  either  unaffected  or  unfavor- 
ably affected  by  orthopedic  treatment  regularly  applied.  This, 
truth  to  tell,  is  the  usual  result,  and  the  reason  is  that  the 
majority  of  operators  apparently  forget  that  in  juvenile  scoli- 
osis the  principal  lesion  (not  the  primar}'  one)  is  an  osseous 
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lesion.  The  practical  deduction  from  this  anatomico-patho- 
logical fact  is  that  the  vertebral  lesion  itself  should  be  treated 
by  its  immobilization  in  a  good  position.  The  author  applies 
this  treatment  in  two  stages:  the  first  consists  of  reduction  by 
means  of  his  device,  a  vertebral  plank  with  three  lateral  pul- 
seurs,  one  of  which  acts  upon  the  convex  apex  of  the  defor- 
mity, and  the  other  two  upon  the  extremities  of  the  concave 
arc,  in  such  a  waj^  as  to  correct  the  deviation.  This  is  easily 
accomplished  in  cases  which  are  not  yet  ankylosed,  and  with 
less  difficulty  than  might  be  supposed  when  the  process  of  anky- 
losis has  already  begun.  It  has  been  accomplished  by  the  author, 
with  and  without  chloroform,  after  one  or  sc^^eral  attempts, 
in  cases  which  had  been  absolutely  refractory  to  all  other  forms 
of  treatment.  The  second  stage  consists  of  immobilization, 
the  reason  for  which  is  easily  seen  to  be  due  to  the  fact  that 
the  bones  are  deformed  and  the  muscles  out  of  condition  to 
keep  them  in  a  normal  position.  For  this  purpose  Chipault 
uses  ligatures  of  the  apophyses  and  applies  the  vertebral  plank 
which  was  used  to  effect  the  reduction,  leaving  it  in  place 
several  weeks  or  months  according  to  the  gravit}"  of  the  case. 
By  the  use  of  these  measures  he  thinks  that  the  great  number 
of  juvenile  scolioses,  which  have  been  the  despair  of  ortho- 
pedists, may  be  perfectly  cured,  provided  that  they  are  taken 
in  time,  before  ankylosis  has  existed  for  years,  and  that  Pott's 
disease  and  vertebral  deviations  from  juvenile  scoliosis  are 
destined  in  the  near  future  to  completely  or  almost  completely 
disappear  from  pathology. 

Summer  Diarrhea  in  Nurslings. — Zielenziger"  enume- 
rates the  hygienic  conditions  necessar}^  for  the  prophylaxis  of 
summer  diarrhea,  and  for  the  disease  itself  advises  careful 
feeding  without  cow's  milk,  stoinach  washing,  colon  irrigation 
if  it  be  inflamed,  and  castor  oil  or  calomel  early.  Tannin,  bis- 
muth, and  opiates  are  indicated  after  the  acute  stage  is  over. 
Children  of  the  better  classes  are  less  often  attacked  because  of 
their  better  hygienic  surroundings. 

Tannalbin,  Special  Indication  for  the  Use  of. — Roem- 
held  ''  has  found  tannalbin  especially  valuable  in  the  treatment 
of  rachitis,  to  obviate  the  diarrhea  so  often  caused  by  cod-liver 
oil  and  phosphorus.  By  its  means  children  less  than  1  year  old 
were  enabled  to  retain  the  oil  with  phosphorus,  having  rejected 
it  without.  Diarrhea  due  to  creosote  was  found  less  amenable 
to  tannalbin  therapy,  while  in  cases  of  mercurial  poisoning  in 
syphilitic  children  the  diarrhea  was  found  very  hard  to  check. 
Calomel  and  tannalbin  together  worked  well  and  are  worth 
further  experimentation. 

Tannalbin  in  Pediatrics. — Wyss"  has  used  the  drug  in 
75  cases,  finding  it  one  of  the  best  and  most  reliable  anti- 
diarrheal  remedies,  with  no  bad  effects  even  after  repeated 
large  doses.  It  passes  unchanged  through  the  stomach  and 
acts  only  in  the  intestine  ;  still  vomiting  is  rapidly  checked  and 
.appetite  returns  quickly.     The  dose  for  infants  under  1  year  is 
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0,35  two  to  three  times  daily,  and  for  a  child  3  to  5  years  old 
0.5  three  to  five  times  a  day. 

Traumatic  Tetanus  cured  by  Antitoxin. — Asam ''  re- 
ports the  case  of  a  boy  11  years  old  who  developed  tetanus 
three  weeks  after  receiving  a  small  wound  on  the  sole  of  his 
foot  while  walking  about  barefooted.  A  pustule  formed  at  the 
seat  of  the  injury,  general  clonic  convulsions  became  almost 
incessant,  and  the  mouth  could  not  be  opened.  On  the  third 
day  of  the  disease  5  grammes  of  Behring's  antitoxin  were  in- 
jected in  distilled  water.  Improvement  was  evident  the  next 
day,  the  convulsions  becoming  less  frequent,  allowing  the  boy 
to  sleep.  An  urticaria  appeared  on  the  face,  back,  and  right 
thigh.     Cure  was  complete. 

Tuberculosis  of  the  Pharynx  in  Childhood. — Siegerf* 
adds  3  cases  to  the  10  hitherto  reported.  In  a  boy  11  years 
old  the  pharyngeal  lesion  was  secondary  to  an  advanced  gene- 
ral miliary  tuberculosis  without  intestinal  symptoms  ;  tubercle 
bacilli  were  demonstrated.  In  the  case  of  a  girl  4|  years  old 
the  throat  symptoms  were  the  first  thing  noted  in  a  blooming 
and  well-nourished  child.  The  ulcers  were  frequently  covered 
by  a  pseudo-membrane  simulating  diphtheria  closely  and  dif- 
ferentiated by  bacteriological  examination.  In  both  cases  sub- 
jective symptoms  were  absent.  As  yet  not  a  single  reported 
case  has  recovered, 
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XV. 

SYNOPSIS    OF   THE   RESULTS    OBTAINED    BY    SACRO-COCCYGEAL 
RESECTION    BY     KRASKE'S    METHOD,    OR     ITS      MODIFI- 
CATIONS,     FOR      IMPERFORATION,      AND      THE 
CONCLUSIONS      THAT       MAY     BE       DE- 
DUCTED    THEREFROM. 

A.  Simple  Coccygectomies. —After  careful  examination  of 
the  literature  of  the  subject,  and  a  personal  perusal  of  the  ref- 
erences given  in  the  "  Index  Catalogue  "  and  "  Index  Medicus" 
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to  the  present  date,  I  find  that  since  1842,  when  Amussat  per- 
formed his  first  operation,  the  coccyx  has  been  attacked  for 
imperforation  16  times.  These  are  tabulated  elsewhere  (Table 
I.).  Of  these  16  cases,  10  recovered  from  the  operation  and  6 
died.     The  causes  of  death  are  summarized  as  follows: 

In  Case  I.  ( Amussat's)  a  vesico-rectal  fistula  existed;  lumbar 
colotomy  (Amussat's  method)  was  performed  after  a  failure  of 
the  perineal  incision  and  coccygectomy  to  expose  the  enteron. 
Autopsy  proved  that  if  pelvic  exploration  had  been  continued 
the  ampulla  could  have  been  reached  and  opened  in  perineo. 
Death  within  twenty-four  hours  from  exhaustion. 

Case  III.  (VerneuiFs).  Extreme  exhaustion  ;  premature 
birth.  Operation  three  days  after  birth.  Death  in  forty-eight 
hours. 

Case  IV.  (Verneuil's).  Premature  birth.  Death  on  the 
tenth  day.     Jaundice  and  athrepsia. 

Case  VII.  (Tarnier's).  Congenital  esophageal  stricture. 
Death  in  thirty-six  hours. 

Case  IX.  (Polaillon's).  Death  within  twenty-four  hours. 
Atresia  of  esophagus  and  numerous  other  serious  malforma- 
tions. 

Case  XIII.  (Anders').  Death  within  twenty-four  hours  after 
operation.     Operation  on  fifth  day,  after  peritonitis  had  set  in. 

If  we  exclude  Case  4  (Verneuil's),  which  died  on  the  tenth 
day  from  jaundice  and  marasmus,  then  the  operative  mortal- 
ity could  be  reduced  to  5  out  of  16  cases,  or  31.20  per  cent. 

If  we  again  exclude  the  2  cases  in  which  stricture  of  the 
esophagus  coincided  with  rectal  malformation,  reported  by 
Tarnier  and  Polaillon  (Cases  8  and  9),  and  Anders'  case  which 
was  operated  on  the  fifth  day  in  an  almost  moribund  state,  after 
peritonitis  had  set  in,  then  the  total  number  of  cases  in  which 
death  was  apparently  connected  with  the  operation  would  be 
reduced  to  2  out  of  16  cases,  or  12.50  per  cent  mortality.  If  we 
take  into  consideration  the  bad  general  condition  of  the  infants 
upon  whom  these  operations  were  performed,  it  is  very  probable 
the  operation  itself  did  not  contribute  to  the  mortality  as  much 
as  even  these  results  would  show;  for  we  find  that  in  the  mod- 
ern series  of  sacrectomies  that  follow,  in  which  much  more 
serious  and  extensive  procedures  were  applied,  the  immediate 
operative  mortality  is  only  1  out  of  12,  or  8  per  cent. 

A  further  examination  of  Table  I.  shows  that  in  2  out  of  the 
16  cases  the  ampulla  could  not  be  found,  in  spite  of  coccygec- 
tomy; and  lumbar  colotomy  in  one,  and  Littre's  operation  in 
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the  other,  had  to  be  performed,  though  in  1  (Amussat's)  case 
the  colotomy  would  not  have  been  necessary  had  the  perineal 
exploration  been  carried  further. 

In  3  out  of  the  16  cases  (Amussat's  and  Verneuil's)  entero- 
vesical  fistula  complicated  the  imperf oration.  In  1  case  (Buret's) 
urethro  vesical  fistula  existed. 

In  2  cases,  as  stated  previously,  esophageal  stricture  and 
other  malformations  coincided;  in  all,  5  cases  in  which  very 
grave  congenital  malformations  existed  with  the  anal  imperfo- 
ration,  or  31.25  per  cent,  were  badly  complicated  cases.  In  13 
cases  the  period  intervening  from  birth  to  operation  is  specified, 
and  this  varies  from  a  few  hours  to  five  days.  With  the  excep- 
tion of  Byrd's  case  (Case  11),  which  was  operated  on  the  fourth 
day  with  success,  all  the  patients  that  recovered  were  operated 
within  a  period  of  three  days.  A  detailed  study  of  these 
cases,  as  well  as  of  all  others,  confirms  the  opinion  that  the 
earlier  the  operation  the  greater  the  endurance  of  the  infant 
and  the  better  the  chances  of  recovery. 

B.  Sacro  coccijgectomies :  Statistical  and  Operative  Con- 
siderations.— Twelve  cases*  have  been  reported,  and  are  sum- 
marized in  Table  II.  Of  the  12  cases  reported,  only  2  succumbed 
to  causes  directly  connected  with  the  operative  treatment,  and 
in  1  of  these  death  was  caused  by  peritonitis  due  to  infection  of 
the  peritoneum — i.e.,  after  an  exploration  with  a  needle  pre- 
vious to  the  sacral  operation  (Czerny's  Case  2). 

Eight  out  of  the  12  cases  died  at  variable  periods,  from  a  few 
days  to  two  months  after  the  operation,  from  diarrhea,  maras- 
mus, capillary  bronchitis,  and  other  conditions  not  directly 
connected  with  the  operation. 

Four  out  of  the  12  cases  had  survived  up  to  the  time  when 
they  were  reported — in  Burrell's  case,  four  and  a  half  years 
after  the  operation;  in  Poisson's,  three  years;  in  the  author's 
case,  two  years  and  nine  mouths;  in  Elliot's  case,  six  months 
after  the  operation. 

In  7  out  of  the  12  cases  the  time  intervening  from  birth  to 
operation  is  specified,  and  this  varies  from  twenty-four  hours  to 
four  days;  Burrell's  case,  which  is  one  of  the  most  succes.'-f  ul, 
was  operated  on  the  fourth  day.  In  5  cases  out  of  the  12 
(Vincent's,  Fochier's,  Czerny's,  Chaput's,  Elliot's)  the  sacro- 
coccygeal operation  failed  to  reach  the  enteron.  In  2  only 
(Vincent's   and   Czerny's)  the   failure  was   complete  and   the 

*  White's  and  Brault's  cases  were  added  to  Table  II.  after  this  summary 
had  been  written. 
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supplementar}'  colotomy  was  permanent.  In  2  (Chaput's  and 
Elliot's)  a  supplementary  laparatomy  with  enterotomy,  per- 
formed at  the  same  sitting,  allowed  the  enteron  to  be  drawn  to 
the  perineo-sacral  wound  and  restored  the  lower  pelvic  anus. 
In  1  (Fochier's)  the  autopsy  proved  that  had  the  pelvic  explora- 
tion been  continued  the  enteron  would  have  been  found  in  the 
pelvis,  and  that  the  colotomy  was  superfluous.  It  is  thus  shown 
that  only  in  4  out  of  12  cases  the  sacro-coccygeal  operation  was 
insufficient,  and  that  in  8  cases  (66.6  per  cent)  simple  perineal 
incision  alone  would  have  failed  to  discover  the  ampulla;  but 
the  application  of  Kraske's  suggestion  was  effectual  in  estab- 
lishing a  perineal  anus,  though  in  2  out  of  the  12  cases  a 
supplementary  abdominal  incision  was  required  to  bring  down 
the  gut  to  the  perineum  or  perineo-sacral  region. 

From  the  purely  technical  point  of  view  the  sacro-coccygeal 
route,  whether  applied  with  actual  excision  of  bone,  on  the 
original  Kraske  plan,  or  by  simple  osteoplastic  flap,  or  by  a 
parasacral  incision,  does  not  appear  to  offer  any  special  difficul- 
ties in  the  new-born  infant.  In  12  cases  tabulated  in  Table  II. 
the  following  procedures  were  adopted  by  the  different  opera- 
tors in  dealing  with  the  sacrum.  Eight  operators  excised  vari- 
able portions  of  the  sacrum,  the  scissors  being  almost  invari- 
ably used.  One  operator  successfully  applied  Bardenheuer's 
operation  (Oeci).  One  operator,  Czerny,  resorted  to  osteoplas- 
tic flaps  on  the  Rhen-Rydygier  plan.  One  operator,  Vincent, 
made  a  parasacral  incision  up  to  the  sacro- sciatic  notch,  and  in 
another  case  split  the  coccyx  and  sacrum  in  two  halves  by 
median  incision.  All  these  operators  refer  to  the  ease  with 
which  the  coccyx  and  the  sacrum  can  be  incised  or  excised, 
owing  to  its  cartilaginous  condition.  None  appear  to  have 
been  annoyed  by  excessive  or  dangerous  hemorrhage.  Several 
refer  to  the  rudimentary  conditions  of  these  parts  as  being 
highly  favorable  to  the  operation  in  question,  and  speak  of  the 
benefits  to  be  derived  from  the  sacral  route  as  a  means  of  ex- 
ploration and  of  conveniently  reaching  and  evacuating  a  highly 
placed  enteron.  Thus  far  no  accidents  or  evil  consequences 
are  reported  from  opening  the  vertebral  canal,  though  in  no 
case  have  total  resections  above  the  third  sacral  foramen  been 
distinctly  mentioned. 

XVI. 

THE  CHOICE  OF  THE  SACRAL  OPERATIONS. 

It  will  be  observ-ed  that,  from  the  especially  favorable  condi- 
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tions  presented  by  the  new-born  infant,  almost  anj^  of  the  modi- 
fications of  the  original  Kraske  operation  are  applicable  to 
this  class  of  cases.  It  will  be  well  to  consider,  however,  which 
one  of  the  numerous  variations  of  the  original  Kraske  proce- 
dure will  prove  the  most  advantageous  for  the  present  purpose, 
which,  as  previously  stated,  is  not  to  extirpate  extensively 
adherent  and  infiltrated  growths,  but  is  merely  utilized,  pri- 
marily, to  diagnosticate  the  position  of  the  terminal  end  of  the 
rectum,  and,  secondarily,  to  create  an  opening  in  the  sacro- 
coccygeal space  which  will  be  large  enough  to  permit  of  easy 
manipulation  and  fixation  of  the  gut  to  the  lowest  level  of  the 
sacral  or  perineal  surface. 

The  various  operations  performed  by  the  sacral  route  have 
been  classified  into  three  groups  (Chaput'').  1.  Definitive  sa- 
cral resections.  2.  Temporary  sacral  resections.  3.  Parasacral 
incisions;  but  he  has  omitted  the  fourth,  and  most  important, 
the  median  sacral  incisions. 

The  parent  type  of  all  the  definitive  resections  is  Kraske's 
operation,  which  is  described  as  follows:  A  median  incision  is 
made,  commencing  about  the  middle  of  the  sacrum  and  end- 
ing behind  the  anus.  In  infants,  when  the  operation  is  per- 
formed for  imperforation,  the  excision  is  begun  at  the  anus 
and  is  carried  up  to  the  middle  of  the  sacrum.  As  usually  per- 
formed in  the  adult,  the  back  of  the  sacrum  and  coccyx  are 
exposed,  the  tissues  are  separated  from  them  on  their  left 
border.  The  coccyx  is  disarticulated,  and  a  portion  of  the  left 
side  of  the  sacrum  is  removed.  The  line  of  bone  section  takes 
a  curved  course,  beginning  below  the  third  sacral  foramen, 
arching  inside  the  fourth,  and  terminating  at  the  lower  border 
of  the  fifth  sacral  vertebra.  In  fact,  the  incision  into  the  bone 
should  begin  with  the  coccyx,  and,  gradually  ascending  upward, 
should  attack  the  lateral  border  of  the  sacrum  up  to  the  third 
sacral  foramen,  or  until  such  space  has  been  obtained  as  will 
permit  of  easy  exploration  of  the  pelvic  contents.  The  remain- 
ing steps,  which,  in  the  adult,  consist  in  the  isolation  of  the 
rectum,  the  extirpation  of  the  cancerous  neoplasm  or  diseased 
portion  of  the  gut,  for  which  this  operation  was  especially 
created,  do  not  concern  us  here.  Neither  are  we  interested,  in 
this  contribution,  in  the  various  methods  recommended  for 
suturing  the  divided  ends  of  the  bowel  after  excision.  These 
are  most  important  and  essential  details  in  the  surgery  of  rectal 
disease  in  the  adult,  but  in  the  study  of  imperforation  we  are 
chiefly  concerned  in  the  best  means  of  obtaining  a  free,  easy, 
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and  safe  entrance  into  the  pelvis  of  the  new-born  infant.  As 
in  the  majority  of  cases  the  enteron  will  be  found  and  will  be 
easily  brought  to  the  perineum,  it  is  scarcely  necessary  to  per- 
manently sacrifice  any  part  of  the  sacral  wall  of  the  pelvis. 
Furthermore,  the  removal  of  an  extensive  portion  of  the  osse- 
ous framework  at  this  point  weakens  the  pelvic  floor  and  favors 
a  procidentia  of  the  rectum.  This  may  occur  after  simple 
coccygectomy  (Delens'  case),  and  has  occurred  twice  in  the 
12  cases  of  sacral  operations  that  I  have  tabulated  (Poisson's 
and  the  author's  cases). 

Hence  it  follows  that  in  adopting  the  sacro-perineal  route  for 
purely  exploratory  purposes,  it  is  well  to  select  the  simplest 
and  most  economical  operation — viz. ,  that  at  least  which  per- 
mits of  an  easy  exploration  of  the  pelvis  and  a  closure  of  the 
wound  without  permanent  mutilation.  Fortunately,  all  this 
can  be  readily  accomplished  by  a  simple  median  sacro- 
coccygeal incision  {median  sacro-coccygectomy),  with  uni- 
lateral or  bilateral  transverse  incision,  which  will  form  unilate- 
ral or  bilateral  osteoplastic  flaps;  or,  again,  the  pelvis  ma}"  be 
entered  by  an  original  parasacral  incision,  which  can  be  com- 
bined with  a  transverse  sacral  incision,  thus  forming  a  tri- 
angular osteoplastic  flap  of  the  required  size.  Either  one  of 
these  general  methods  is  easih'  applied  to  the  cartilaginous 
structure  of  the  new-born  infant,  owing  to  the  ease  with  which 
the  parts  can  be  retracted. 

XVII. 

VINCENT'S   PARASACRAL   INCISION. 

Median  sacro-coccygotomy  was  first  successfully  applied  by 
Vincent,  of  Lyons,  in  1887  (see  Table  II.,  Case  ^).  By  this 
incision  he  obtained  free  access  to  the  rectal  pouch.  Vincent, 
however,  favors  a  parasacral  incision  which  he  had  also  suc- 
cessfully applied  in  imperforation  (Case  1,  Table  II.).  Vin- 
cent's parasacral  incision,  which  he  prefers,  is  identical  with 
that  subsequently  described  by  E.  Zuckerkandl  "  and  by  Wolf- 
ler  "  as  applied  to  the  rectal  surgery  of  the  adult,  though  the 
parasacral  incision  has  not  met  with  much  favor  in  adult 
surgery  because  of  its  alleged  insufficiency  (see  Fig.  3). 
Vincent  has  proved  that  a  parasacral  incision  is  feasible  and 
may  yield  satisfactor\"  results  in  dealing  with  imperforation. 
Vincent  begins  his  incision  in  the  perineum,  at  the  anus  if  this 
exists,  and  carries  it  vertically  backward  to  the  tip  of  the  coc- 
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cyx,  and  from  this  point  closely  follows  the  contour  of  the  left 
border  of  the  bone  up  to  the  highest  level  of  the  sacro-sciatic 
notch.  By  careful  dissection  the  incision  is  prolonged  into  the 
depths  of  the  pelvis  and  the  vessels  and  nerves  are  avoided; 
the  recto-peritoneal  space  is  reached,  and  is  exposed  up  to  the 
highest  level  attainable.  If,  after  thorough  retraction  of  the 
edges  of  the  wound,  the  space  is  not  sufficiently  wide,  the 
edges  of  the  exposed  sacrum  can  be  bitten  off  with  the  rongeur 
until  the  gap  is  wide  enough  to  allow  free  exploration  with  the 
finger.  By  the  simple  parasacral  incision,  Vincent,  and  Maitre 
his  pupil,  contend  that  the  rectum  can  be  reached  when  it  is  at 
a  distance  of  3  or  4  centimetres  above  the  level  of  the  perineum. 


Typical  Incisions  in  the  Sacral  Region  which  are  applicable  to  Cases  of  Congenital 
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Fig.  3. — Parasacral  type  (Vincent,  Zuckerkaodl,  Wolfler).    This  can  be  readily  trans- 
formed by  a  transverse  section  into  Fig.  4. 

As  the  promontory  of  the  sacrum  and  the  upper  pelvic  strait 
is,  at  furthest,  only  5  centimetres  from  the  anal  point,  and 
more  often  only  3  centimetres  in  the  deformed  pelvis  of  the 
imperforate  fetus,  it  is  easy  to  understand  that  the  enteron  can 
be  reached  and  brought  down  to  the  level  of  the  wound  by  this 
incision,  if  it  lies  almost  anywhere  in  the  pelvis.  Vincent  prac- 
tically demonstrated  this  when  he  was  able  to  explore  the  iliac 
fossa  and  bring  down  the  rectal  pouch  from  this  point  to  the 
sacrum  in  one  of  his  patients  on  whom  he  applied  the  para- 
sacral method. 
It  can  be  readily  conceived  that  should  the  simple  parasacral 
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incision  prove  insufficient,  it  would  be  a  simple  matter  to  make 
a  horizontal  section  at  any  desired  level  (not  higher  than  the 
third  sacral  foramen,  however),  and  thus  to  transform  a  para- 
sacral incision  into  a  triangular  flap  on  the  plan  suggested, 
with  slight  variations,  by  Heinecke ''  (1889),  Roux ''  (1889), 
Billroth"  (1889),  Rhen  *'  (1890),  Rydygier^'  (1894),  etc.  (see 
Fig.  4). 

As  no  saw,  chisel,  or  rongeur  is  required  for  dividing  the 
sacrum  on  a  level  with  the  third  foramen  in  an  infant,  no 
difficulty  need  be  apprehended  in  effecting  the  rapid  trans- 
formation of  a  parasacral  incision  into  a  complete  osteoplastic 
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Fig.  4.— Single  Solid  Osteo-tegumentary  Flap  (Billroth,  Rlien,  Rydygier,  Roux). 
When  mobilized,  this  flap  is  turned  over  to  the  right.  It  may  involve  complete  trans- 
verse section  of  the  cartilaginous  sacrum  on  a  level  with  the  third  sacral  foramen,  or  it 
may  be  utilized  for  lateral  sacrectomy. 

triangular  flap.  This  flap  can  be  turned  to  the  right  or  left, 
according  to  whether  the  primary  parasacral  incision  is  carried 
to  the  right  or  left  of  the  sacral  border.  The  left  border  of  the 
bone  is  preferred  by  Vincent  and  others,  because  it  is  supposed 
that  the  rectum  is  more  likely  to  be  found  in  the  left  of  the 
pelvis;  but  this  is  not  materially  important,  as  the  rectum  is 
extremely  variable  in  its  relations  to  the  median  line,  and  is 
more  likely  to  occupy  the  middle  line  of  the  sacrum  as  it  ap- 
proaches the  pelvic  outlet. 
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XVIII. 

THE   MEDIAN   OPERATION. 

Notwithstanding  the  simplicity  of  Vincent's  parasacral  in- 
cision or  the  modifications  to  which  it  might  be  subjected,  I 
believe,  as  previouslj"  stated,  that,  as  a  preliminary  exploratory 
procedure,  a  simple  median  incision  through  the  coccyx  and 
sacrum  (median  sacro-coccygotomy)  is  a  preferable  operation. 
The  advantages  that  may  be  claimed  for  the  median  sacro- 
coccygotomy  are:  first,  that  it  greatly  diminishes  the  risk  of 
injuring  the  levators  and  the  coccygeus,  and  thus  causes  the 
least  disturbance  or  the  least  weakening  of  the  pelvic  floor; 
secondly,  that  it  is  less  likely  to  injure  the  third  and  fourth 
sacral  pairs  of  nerves,  which  supply  the  sphincters,  levators,  and 
bladder;  third,  a  median  incision  is  less  likel}^  to  be  followed 
by  serious  hemorrhage;  fourth,  a  median  incision  will  not  in- 
terfere with  the  lateral  blood  supply,  which  is  a  matter  of  some 
consequence  in  performing  osteoplastic  operations. 

These  advantages  of  the  median  section  have  laid  the  foun- 
dation for  the  median  osteoplastic  temporary  sacrotomies  de- 
vised by  Heinecke'"'  (1888),  Kocher^'  (1889),  JeanneP'  (1890), 
Gussenbauer  *'  (1893),  Borelius'-"  (1891),  and  by  Morestin " 
(1894),  who  have  modified  the  median  or  oblique  section  of  the 
sacrum  by  the  addition  of  one  or  two  transverse  cross-sections 
on  a  level  with  the  highest  point  of  vertical  division.  The  ul- 
timate result  of  these  procedures  is  that  the  sacrum  and  coccyx 
are  divided  vertically  with  the  skin  and  other  soft  parts,  and 
transverse  sections  are  made,  leaving  an  incision  like  a  T, 
which  forms  two  osteo-tegumentary  flaps,  which  can  be  re- 
placed and  sutured  after  the  operation  on  the  rectum  is  com- 
pleted. 

As  these  methods  have  been  especially  devised  to  meet  the 
conditions  found  in  rectal  cancer  in  the  adult,  I  will  not  stop 
to  discuss  them  individually,  but  will  simply  refer  the  reader 
to  the  admirable  and  recent  contributions  of  Kammerer,** 
Gerster,"  Morestin,'*  Taylor,"  and  Sieur,"°  wherein  the  most 
recent  and  numerous  methods  of  effecting  an  entrance  into  the 
pelvis  by  the  sacral  route  are  fully  and  critically  reviewed.  I 
will  now  simply  limit  myself  to  a  brief  description  of  median 
sacral  coccygotomy,  as  suggested  by  Sieur,  for  the  treatment 
of  ano-rectal  imperforation,  which  I  would  supplement  by  a 
transverse  T  section,  if  required,  to  make  osteoplastic  flaps. 
This  procedure  is  a  simple  adaptation  of  Morestin's  operation 
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to  infantile  practice,  which  I  believe,  without  any  clinical  evi- 
dence in  support  of  it,  except  one  of  Vincent's  cases,  to  be  the 
safest,  simplest,  and  best  operation  for  this  particular  purpose. 

Topographical  Considerations. — With  the  inexperienced 
it  is  a  matter  of  some  difficulty  to  define  bj''  surface  markings 
the  safe  limits  of  sacral  section.  All  operators  are  agreed,  as 
previously  stated,  on  the  one  point  that  excision  of  the  sacrum 
should  not  be  carried  higher  up  than  the  lower  border  of  the 
third  sacral  foramen.  Above  this  point  there  is  danger  from 
the  free  opening  of  the  sacral  canal  and  the  involvement  of  the 
nerve  supply  to  the  bladder,  which  might  be  permanently  para- 
lyzed; in  addition,  injuries  to  the  nerves  that  supply  the  leva- 
tors and  the  sphincters  might  lead  to  permanent  and  irreparable 
damage  to  these  parts.  While  in  the  imperforate  infant  it  is 
possible  that  the  muscles  of  the  anal  outlet  and  the  pelvic  floor 
may  be  defectively  developed,  this  is  no  reason  why  the  nerve 
supply  to  the  muscles  of  the  pelvic  floor  and  anus  should  be 
disturbed  any  more  than  is  strictly  compatible  with  the  main 
object  in  view. 

To  operate,  therefore,  as  conservatively  as  possible,  the  sur- 
geon mast  endeavor  to  keep  in  mind  as  clear  a  picture  of  the 
sacral  skeleton  as  is  possible.  He  must  endeavor  to  identify 
the  most  prominent  landmarks  of  the  region,  which  are  :  the 
posterior  superior  iliac  spines;  the  posterior  inferior  iliac  spines, 
which  are  closely  related  to  the  upper  limits  of  the  sacro-sciatic 
notch;  the  prominence  of  the  second  sacral  spine;  the  cornua 
of  the  sacrum;  the  sacro-coccygeal  joint;  and,  lastly,  the  tip  of 
the  coccyx  itself.  The  posterior  superior  iliac  spines  and  the 
second  spinous  process  of  the  sacrum  can  usually  be  well  defined 
in  the  new-born  infant.  This  last  landmark  usually  marks  the 
level  of  the  second  sacral  foramina.  The  sacro-coccygeal  joint 
can  also  be  readily  recognized  by  moving  the  tip  of  the  coccyx, 
but  all  the  other  points  are  ill-defined  and  confused  to  the 
touch,  and  we  have  little  to  help  us  in  locating  the  exact  posi- 
tion of  the  all-important  third  sacral  foramina. 

In  the  adult  the  localization  of  this  important  landmark  is  a 
comparatively  easy  matter.  Delbet,'"  who  studied  the  surgical 
topography  of  the  sacrum  in  its  relation  with  Kraske's  opera- 
tion, arrived  at  the  conclusion  that  the  simplest  way  of  defining 
the  Ihnit  of  sacral  excision  was  to  do  so  by  actual  measurement 
from  the  tip  of  the  coccyx  to  the  lower  border  of  the  third  sacral 
foramen,  as  determined  by  an  average  measurement  in  several 
dissections.     He  thus  came  to  the  conclusion  that  from  the  tip 
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of  the  coccyx  to  the  lower  border  of  the  third  sacral  foramen,  in 
the  average  adult  subject,  the  distance  is  6  centimetres  when 
measured  with  a  compass.  This  distance  is  not  to  be  measured 
with  a  tape  by  following  the  contour  of  the  bone  dorsad,  but  by 
previously  measuring  6  centimetres  with  the  points  of  the  com- 
pass on  a  plane  surface.  If  one  point  of  the  compass  is  placed 
on  the  tip  of  the  coccyx,  the  other  will  touch  the  lower  border 
of  the  third  sacral  foramen.  This  is  a  simple  and  safe  rule  in 
the  adult,  but  it  must  be  modified  in  proportion  when  applied 
to  the  infant.  In  my  dissections  of  two  still-born  infants  at 
term,  I  found  that  the  coccyx  measured  1|  centimetres  and 
that  the  lower  border  of  the  third  sacral  foramen  is  situated 


Ttpical  Incisions  in  the  Sacral  Region  which  are  applicable  to  Cases  op  Congenital 

Ano-sacral  Imperforation. 

Fig.  5. — Median  Coccygeo-sacrotomy  (method  of  election).  Simple  median  section  of 
coccyx  and  sacrum  may  be  sufficient,  with  retraction,  for  exploratory  purposes.  One 
or  two  lateral  osteoplastic  flaps  may  be  readily  mobilized,  if  required,  by  the  addition 
of  an  upper  transverse  section  on  a  line  with  the  lower  border  of  the  third  sacral  fora 
men.  The  same  median  incision  may  be  utilized  for  a  typical  Kraske  sacrectomy,  but 
this  is  not  recommended. 

at  a  distance  of  about  li  centimetres  from  the  sacro-coccj^geal 
joint.  I  would  therefore  advise  that  in  the  new-born  infant  the 
transverse  section  of  the  sacrum  that  is  required  in  making  an 
osteoplastic  flap  on  the  Roux  or  Rhen--Rydygier  plan  should  be 
limited  by  a  line  not  higher  than  1^  centimetres  or  13  milli- 
metres above  the  sacro-coccygeal  junction.  The  same  rule 
applies,  of  course,  in  the  performance  of  median  sacrotomy 
with  bilateral  cross  sections.     This  is  usually  amply  sufficient 
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for  all  purposes  of  exploration.  In  sacrotomy,  however,  the 
median  section  can,  no  doubt,  be  carried  higher  up,  even  1 
centimetre,  without  risk,  a&  the  nerves  given  off  from  the  cauda 
equina  are  not  disturbed.  If  the  operation  has  begun  as  an 
osteoplastic  operation,  the  lateral  or  parasacral  incision  can  be 
carried  to  a  point  higher  up  than  this,  or  even  up  to  the  sacro- 
sciatic  notch.  The  disastrous  experiences  of  Schede,'""  Czer- 
ny,"'  and  others  prove  conclusively  that  the  dangers  of  carrying 
the  transverse  section  above  the  third  foramen,  as  Rose  has 
done  sj'stematicall}^,  are  not  an  illusion,  and  that  all  such  ex- 
tremely high  transverse  sections  must  be  proscribed. 

The  Operation  of  Election  (see  Fig.  5). — In  cases  in 
which  the  anus  is  reduced  to  a  mere  vestige  or  is  missing 
altogether,  the  incision  can  be  commenced  at  the  junction  of 
the  scrotum  and  perineum  in  the  male,  and  the  vulvar  commis- 
sure in  the  female.  The  knife  must  be  kept  strictly  in  the 
median  line,  and  can  be  carried  to  the  tip  of  the  coccyx,  the 
operator  being  especially  careful  to  separate  the  posterior  fibres 
of  the  levator,  if  these  are  recognizable,  without  cutting  their 
coccygeal  attachments  transversely.  If  the  anus  is  normally 
formed,  then  the  incision  is  begun  in  the  middle  of  the  posterior 
segment,  and  is  carried  up  to  the  tip  of  the  coccyx,  with  the 
same  care  to  avoid  dividing  transversely  the  posterior  fibres  of 
the  levator.  This  preliminary  incision  will  expose  the  region 
above  the  lower  pelvic  diaphragm  suflSciently  to  reach  the  rectal 
ampulla,  if  this  exists  in  the  neighborhood  of  the  pelvic  floor, 
which  is  the  normal  condition  in  many  cases.  If  the  ampulla 
cannot  be  detected  above  the  plane  of  the  levators  by  this  pro- 
cedure, the  median  incision  is  then  carried  up  vertically  to  the 
middle  of  the  sacrum,  and  the  coccyx  and  sacrum  are  divided 
in  the  median  line  so  as  to  bisect  the  coccyx  into  two  complete 
and  even  halves.  The  osteoplastic  lips  of  the  wound  thus  cre- 
ated are  then  retracted,  and  the  eye  and  the  finger  can  search 
for  the  ampulla  at  a  considerable  depth  in  the  pelvis,  above  the 
levator  level.  If  this  opening  is  not  sufficient  the  sacrum  is 
then  divided  in  its  middle  line  up  to  the  third  sacral  vertebra 
without  making  a  transverse  section.  This  will  greatly  in- 
crease the  space  by  the  ease  with  which  the  parts  can  be  made 
to  retract  and  yield,  owing  to  the  elasticity  of  the  cartilaginous 
condition  of  the  bone  in  the  infant.  By  following  closely  the 
median  line,  the  connective  tissue  and  fascial  planes  in  front 
of  the  sacrum  are  divided  in  the  posterior  tendinous  interspace 
between   the  levators,  and  the  cavity  of  the  pelvis  is  fully 
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explored.  Without  further  amplification  of  the  incision  by 
transverse  sections,  the  pelvic  contents,  the  rectum,  the  uterus, 
the  vagina,  the  ovaries  and  tubes,  and  the  bladder  can  be  rec- 
ognized without  necessarily  opening  the  pelvic  peritoneum. 
The  search  for  the  ampulla  can  be  continued  subperitoneally  up 
to  the  promontory  of  the  sacrum  by  following  closely  the  hollow 
of  this  bone.  In  the  majority  of  the  cases  the  rectal  pouch 
will  be  recognized  at  this  stage  of  the  operation,  especially  if 
the  pelvis  is  flexed  and  the  lower  abdominal  region  is  forcibly 
pressed  backward  so  as  to  direct  the  intestinal  mass  toward  the 
sacral  outlet.  If  the  ampulla  should  be  surrounded  by  perito- 
neum, the  serosa  can  be  freely  incised,  so  as  to  facilitate  its 
descent  to  the  sacral  wound.  If  more  space  is  required,  a  trans- 
verse section  in  either  one  or  both  sides,  so  as  to  convert  the 
median  section  of  the  sacrum  into  two  osteoplastic  flaps  which 
will  tend  to  come  together  spontaneously,  will  be  advantageous. 
If  any  part  of  the  sacrum  is  still  in  the  way  the  cartilaginous 
sacrum  in  the  osteoplastic  flaps  can  be  excised  with  the  rongeur 
or  heavy  scissors.  Before  any  sacrifice  of  the  skeleton  is  made, 
however,  it  will  be  the  wiser  plan  to  ascertain  the  exact  relations 
of  the  ampulla  and  the  possibility  of  dragging  it  successfully 
to  the  sacral  wound,  by  a  previous  intraperitoneal  exploration . 
If  a  well-formed  anal  orifice  exists  it  must  be  fully  dilated,  and 
the  ampulla  can  be  sutured  to  the  margin  of  the  anal  mucosa 
after  excising  the  superfluous  portion  of  the  anal  cone.  If  the 
rectal  pouch  is  rooted  at  a  high  level,  and  the  resistance  is  too 
great  to  drag  it  down  to  the  anal  orifice,  an  effort  should  be 
made  to  suture  it  (after  preliminary  tapping  and  drainage  of 
its  contents)  to  the  coccygeal  region  in  the  interval  between 
the  levators,  which  can  be  made  to  grasp  it  by  a  few  sutures 
in  front  and  behind  in  such  a  manner  that  the  new  anal  outlet 
shall  be  placed  below  the  plane  of  the  muscular  diaphragm 
formed  by  these  muscles.  To  accomplish  this  the  coccyx  may 
have  to  be  sacrificed  after  careful  enucleation. 

By  adopting  this  median  procedure  the  operation  can  be  per- 
formed not  only  rapidly  but  safely,  because  the  hemorrhage  is 
comparatively  insignificant.  The  value  of  preserving  the  leva- 
tors, as  insisted  upon  by  Sieur  and  all  operators,  is  obvious,  for 
upon  it  will  rest,  in  a  great  measure,  the  future  sphincter  con- 
trol of  the  new  anus. 

Position. — In  connection  with  the  technique  of  the  operation 
it  will  not  be  amiss  to  refer  to  the  position  that  is  best  suited  for 
that  procedure.     In  my  own  experience  an  extreme  lithotomy 
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position  is  the  most  advantageous  during  the  prehminary 
steps.  If  the  peritoneum  must  be  opened  in  the  perineum  it 
will  be  safer  to  turn  the  child  on  the  abdomen,  face  downward, 
with  the  view  of  keeping  the  urine,  which  may  be  involuntarily 
discharged,  out  of  the  wound.  If  laparatomy  is  required  the 
Trendelenburg  position  is  the  best,  as  it  permits  of  easier  explo- 
ration of  the  pelvis.  If  there  is  marked  tympanites,  only  the 
lithotomy  position  is  permissible,  though  the  child  may  be 
turned  on  the  side  (Sims  position)  if  the  sacral  operation  is 
required. 

Anesthetic. — As  to  the  anesthesia,  I  believe  it  will  be  safer 
to  resort  to  no  anesthetic  when  the  patient  is  operated  upon 
late  after  birth,  when  signs  of  stercoremia  and  exhaustion  are 
manifest.  The  anesthetic  undoubtedly  diminishes  the  chances 
of  success  in  such  cases.  In  robust  infants  a  few  drops  of  chlo- 
roform over  an  Esmarch  inhaler  will  suffice  to  maintain  a  state 
of  insensibility  which  will  be  sufficient  to  diminish  suffering  and 
relax  the  patient.  I  did  not  use  any  anesthetic  in  my  case, 
and  the  patient  recovered  without  shock. 

It  is  evident  that  when  a  sacral  anus  is  necessitated  by  the 
shortness  of  the  bowel  it  must  be  subjected  to  the  technical 
rules  that  govern  the  formation  of  the  perineal  anus  or  proc- 
plasty ;  the  governing  principles  in  making  a  sacral  anus 
being:  (1)  To  make  it  as  low  down  and  as  near  the  normal  out- 
let as  possible;  (2)  to  carefully  unite  the  mucosa  to  the  skin, 
otherwise  a  simple  fecal  fistula  results,  with  its  tendency  to 
sepsis,  dermatitis,  and  stricture;  (3)  there  must  always  be 
enough  of  the  eateron  or  bowel  to  permit  of  an  exact  suture  to 
the  skin  without  tension.  If  there  is  a  great  strain  it  will  be 
safer  to  make  a  well- formed  iliac  colostomy,  with  the  hope  that 
the  gut  may  ultimately  descend  into  the  perineum  or  sacrum  in 
the  future.  Better,  far  better,  a  technically  perfect  iliac 
anus  to  an  imperfect,  contracting,  and  painful  anus  in  the 
sacrum. 

To  obviate  the  possibilities  of  incontinence  when  the  rectal 
pouch  is  attached  to  the  sacrum,  the  rectal  pouch  should  be 
attached  below  the  insertion  of  the  levators,  and  when  this  can- 
not be  done  it  will  be  well  to  give  the  ampulla  a  rotary  twist 
upon  its  axis,  so  as  to  narrow  the  lumen  of  the  outlet,  as  sug- 
gested by  Gersuny.  Notwithstanding  what  Morestin  and 
others  have  said  in  condemnation  of  this  procedure,  recent 
experience   (Gersuny,    Gerster,    Chaput,    Thomas,    Eiselberg, 
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Rhen,  Keen,  et  al.)  has  shown  that  this  expedient  may  lead  to 
good  results  in  competent  hands.  * 

In  all  cases  in  which  it  is  possible  to  drag  the  rectum  without 
too  much  traction  into  the  anal  orifice,  when  this  exists,  it  should 
be  done.  The  enteron  can  then  be  invaginated  into  the  procto- 
denum  after  resectioa  of  the  anal  cul-de-sac,  leaving  only  the 
margin  of  anal  mucosa  undisturbed.  The  mucosa  of  the  en- 
teron can  then  be  carefully  sutured  to  the  marginal  mucous 
membrane  of  the  anus  with  the  expectation  that  an  ideal  result 
will  follow  as  far  as  sphincter  control  is  concerned. 

Finally,  one  of  the  great  advantages  that  can  be  claimed  for 

*Gersuny"s  procedure  is  unquestionably  the  most  satisfactory  method 
that  has  thus  far  been  suggested  for  the  prevention  of  rectal  incontinence 
after  excision.  The  results  obtained  by  Gerster,  Chaput,  Thomas,  and 
others  sufficiently  attest  to  the  practical  nature  of  this  suggestion.  The 
great  appreciation  in  which  it  is  held  at  present  is  well  shown  in  the  recent 
discussions  of  the  Twenty-sixth  Meeting  of  German  Surgeons,  held  in  Ber- 
lin, April  34th,  1897. 

On  this  occasion  Prutz  described  this  procedure  as  applied  in  Eiselberg's 
clinic  at  Konigsberg.  After  extirpation  of  the  neoplasm  the  resected 
rectum  is  dragged  out  of  the  wound  2  or  8  centimetres  below  the  level 
of  the  sacral  section;  it  is  then  twisted  upon  its  axis  until  the  finger  which 
is  introduced  into  the  lumen  of  the  gut  feels  a  certain  resistance  and  con- 
striction. The  degree  of  tension  usually  required  varies  from  120°  to  270°. 
The  edge  of  the  rectum  is  then  sutured  to  the  skin  by  two  tiers  of  su- 
tures. If  the  tension  is  sufficient  the  flow  of  mucus  and  other  intestinal 
secretions,  that  is  observed  usually  after  the  operation,  ceases  at  once. 

This  procedure  was  adopted  in  6  cases  of  extirpation  of  the  rectum,  and 
in  2  other  cases  as  a  secondary  procedure.  While  the  control  of  the 
feces  was  not  absolutely  obtained  in  all  the  cases,  the  result  was  quite  sat- 
isfactory, and  the  sjjeaker  did  not  hesitate  to  recommend  this  procedure 
both  as  simple  and  efficient. 

Rhen  also  spoke  forcibly  of  his  experience  with  this  method,  which  he 
had  applied  with  good  results  in  several  cases.  He  referred  to  its  value 
when  combined  with  the  preservation  of  the  levator  fibres,  which  were 
utilized  to  form  an  additional  sphincter  in  one  case. 

Gersuny  himself  laid  stress  upon  a  point  that,  if  omitted,  would  be  likely 
to  lead  to  a  failure  of  his  method.  He  said  that  the  success  of  the  opera- 
tion depended,  in  a  great  measure,  upon  the  careful  suturing  of  the  rectal 
edge  to  the  skin.  If  the  sutures  are  not  tightly  drawn  the  bowel  will 
untwist  and  the  effect  of  the  torsion  will  be  lost  In  order  to  prevent  the 
untwisting  of  the  bowel,  he  suggested  that  the  torsion  be  made  permanent 
by  suturing  the  folds  externally  by  several  external  sutvu-es  applied  to  the 
bowel  itself  before  the  mucosa  is  sutured  to  the  skin.  Of  course  care 
must  be  taken  that  the  bowel  is  not  strangulated  by  over-twisting;  but  the 
bowel  can  stand  a  great  deal  of  tension  without  any  intei"ference  with  its 
circulation,  and  the  danger  is  usually  in  the  other  direction,  viz.,  insuffi- 
cient torsion. 
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the  sacral  route  in  dealing  with  the  anal  malformations  of  the 
kind  here  considered  is  that  it  permits  the  operator  to  cope 
more  readily  and  directl}^  with  the  complications  that  frequently 
exist,  such  as  vaginal,  rectal,  or  vagino-enteric  fistulse ;  also, 
with  recto-vesical  and  recto-urethral  fistulae.  The  clinical 
demonstration  of  the  value  of  Kraske's  procedure  in  dealing 
with  such  conditions  is  still  lacking.  But,  judging  merely  by 
the  results  of  experimental  exploration  of  the  pelvis  of  the  still- 
born infant  by  various  sacral  openings,  I  am  confident  that 
many  cases  in  which  these  complications  exist  (which  would 
be  otherwise  inaccessible  or  could  be  palliated  only  by  colos- 
tomy) will  be  directly  relieved  in  the  future  by  the  sacral 
operation.  This  is  particularly  true  of  the  more  serious  com- 
plications caused  by  a  communication  between  the  bowel  and 
the  bladder.  Colostomy  has  been  the  only  remedy  for  such 
cases,  but  this  is  only  in  a  palliative  sense.  The  aim  of  the 
operator  should  be  to  separate  the  connections  that  exist  be- 
tween the  bladder  and  the  intestines.  The  ease  with  which 
access  can  be  obtained  into  the  bladder  as  well  as  the  rectum 
and  sigmoid  flexure  would  suggest  the  feasibility  of  radically 
relieving  such  cases  by  the  sacral  route. 

To  conclude,  then,  with  the  sacro-coccygeal  route,  we  will 
state  that  it  is  indicated:  (1)  As  a  primary  exploratory  mea- 
sure in  all  cases  of  imperforation  in  which  a  simple  perineal 
incision  will  not  permit  of  adequate  digital  exploration  of  the 
pelvic  cavity  up  to  its  brim — for  this  purpose  the  median 
sacro-coccygotomy,  parasacral  incision  of  Vincent,  or  any  one 
of  the  classical  osteoplastic  flaps,  without  primary  resection, 
will  be  sufficient:  (2)  in  all  cases  in  which  intrapelvic  explora- 
tion through  a  perineal  incision  demonstrates  the  presence  of 
the  enteron  at  an  accessible  point  in  the  pelvis,  but  cannot  be 
dragged  down — here  the  sacral  route  is  applied  with  a  view 
of  reaching  the  rectal  pouch,  so  as  to  evacuate  it  and  mobilize 
it  sufficiently  to  permit  its  being  sutured  at  the  lowest  point  in 
the  sacro-perineal  wound;  (o)  in  all  cases  of  imperforation  *  in 
which  the  enteron  communicates  by  fistulous  opening  with  the 
vagina,  the  bladder,  or  the  urethra,  the  object  of  the  operator 
being  to  close  the  abnormal  communication  and  restore  the 
normal  outlet;  (4)  in  all  cases  in  which  the  enteron  has  been 
arrested  in  its  descent  above  the  pelvic  brim,  but  in  which  a 

*  The  api)lication  of  Kraske's  procedure  for  the  cure  of  recto-vaginal  fis- 
tula by  Kammerer,  Heydenreich.  and  others  in  the  adult,  would  confirm  its 
great  possibilities  in  this  class  of  cases. 


CONGENITAL  ANO-RECTAL  IMPERFORATION.  Y69 

secondary  inguinal  laparatomy  with  colostomy  permits  the 
operator  to  drag  the  enteron  into  the  pelvis  or  to  a  convenient 
point  on  the  sacral  surface  where  a  proctoplasty  can  be  suc- 
cessfully attempted;  (5)  as  a  secondary  procedure  in  all  cases 
of  primary  inguinal  colostomy  in  which  the  exploration  through 
the  colon  demonstrates  that  the  rectal  cul-de-sac  can  be  guided 
to  the  pelvic  floor,  where  an  anus  nearer  the  natural  outlet  can 
be  formed. 

Comparative  Mortality. — Judging  from  the  standpoint 
of  the  immediate  operative  results,  Kraske's  operation  and  its 
derivatives  is  a  simple  and  benign  procedure  in  the  new-born 
infant,  which  adds  no  gravity  to  the  operative  treatment  of 
imperforate  anus,  especially  since  modern  methods  of  asepsis 
and  hemostasis  have  been  brought  to  bear  upon  this  class  of 
cases.  Thus,  up  to  1889,  Ducuron's  statistics  "^  show  that  the 
simple  perineal  methods  (without  sacrectomy)  yielded  61  9  per 
cent  mortality,  and  transperitoneal  colotomy  (Littre)  62.6  per 
cent.  In  1893  the  improved  technique  of  the  aseptic  period  en- 
abled Anders  {loc.  cit.)  to  show  that  in  100  cases  the  mortality 
for  simple  perineal  proctoplasty  had  been  reduced  to  29.44  per 
cent;  perineal  incisions  and  other  irregular  procedures  (trocar 
punctures,  dilatation,  etc.,  on  the  old  plan),  32.22  per  cent; 
while  Littre  colotomy  stood  at  52.8  per  cent. 

If  we  contrast  with  these  statistics  the  12  cases  of  sacral  ope- 
rations which  we  have  tabulated  elsewhere,  we  note  that  there 
was  only  one  death  attributed  to  the  operation  (if  we  eliminate 
one  of  Czerny's  cases),  or  8  per  cent  immediate  operative  mor- 
tality. This  is  quite  remarkable  when  we  consider  that  in  5 
out  of  the  12  cases  laparatomy  was  performed  in  addition  to 
the  sacro  coccygeal  operation,  and  that  in  2  a  permanent  anus 
was  left  in  the  groin.* 

On  the  other  hand,  the  general  mortality  from  other  non- 
surgical causes  which  are  so  common  to  defective  children 
(marasmus,  diarrhea,  bronchitis,  etc.)  increased  this  mortality 
to  66  per  cent,  if  we  embrace  in  this  category  all  cases  that  had 
perished  before  the  date  of  their  publication.  In  fact,  4  only 
out  of  the  above  12  lived  and  were  in  good  health  at  the  time 
when  they  were  reported. 

We  must,  therefore,  conclude  from  this  that  while  the  pros- 

*  This  estimate  is  based  on  the  analysis  of  tlie  first  12  cases;  the  addition, 
since,  of  White  and  Brault's  fatal  cases  would  scarcely  affect  the  imme- 
diate operative  mortality,  though  the  ultimate  mortality  is  increased  to 
71.3  per  cent. 
49 
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pect  of  immediate  operative  relief  is  excellent  and  most  en- 
couraging in  these  cases,  it  must  be  admitted  that  the  final 
outlook  for  the  survival  of  imperforate  infants  is  still  quite 
gloomy. 

XIX. 

THE    PERIXEO-SACRAL   ROUTE   COMBINED    WITH   CELIOTOMY 
FOR    THE    RELIEF    OF   IMPERFORATION. 

When,  as  in  very  exceptional  cases,  the  enteron  cannot  be 
found  in  the  pelvic  cavity  or  in  the  margin  of  the  iliac  fossa, 
or,  again,  when  the  terminal  cul-de-sac  of  the  colon  is  present, 
but  is  so  firmly  attached  to  the  lumbar  region  that  it  cannot  be 
dragged  down  without  the  risk  of  tearing  it  and  spilling  the 
meconial  contents  into  the  peritoneum,  there  are  five  paths 
open  to  the  surgeon  who  has  already  begun  his  operation  by 
the  perineal  route.  His  choice  between  the  methods  must  then 
depend  largely  upon  the  general  condition  of  the  patient  when 
this  stage  of  the  operation  is  reached  and  upon  the  anatomical 
conditions  that  he  may  find  after  performing  laparatomy.  If 
the  exhaustion  is  marked  and  life  is  ebbing  fast,  and  it  is  evi- 
dent that  any  additional  traumatism  or  shock  would  be  fatal, 
the  wisest  course  to  pursue  would  be  (1)  to  seize  the  nearest 
distended  coil  of  intestine,  attach  it  to  the  wound,  and  give 
issue  to  its  contents.  But  (2)  if  the  condition  of  the  patient  is 
fair  and  will  justify  further  operating,  a  lateral  or  inguinal 
laparatomy  should  be  performed  with  a  view  of  identifj'ing  the 
true  terminus  of  the  colon  and  bringing  it  down  to  the  peri- 
neum; or  (3)  should  the  condition  of  the  patient  fail  at  this 
moment  it  would  be  preferable  to  perform  a  simple  colotomy 
to  relieve  intestinal  tension,  with  the  expectation  of  completing 
the  operation  at  some  future  time — i.e.,  making  a  perineal 
anus  b}^  guiding  the  cul-de-sac  to  the  pelvic  floor  with  the  help 
of  a  director  introduced  into  the  colon  through  the  inguinal 
opening.  (4)  Should  the  worst  anatomical  conditions  be  recog- 
nized, and  it  be  found  that  the  colon  terminates  too  high  up  in 
the  lumbar  region  to  permit  of  its  immediate  or  subsequent 
descent  to  the  perineum,  then  the  dernier  ressort,  a  perma- 
nent iliac  anus,  must  be  performed.  (5)  Should  even  the  colon 
be  difficult  of  access  (as  in  truly  teratological  cases),  so  as  to 
make  a  colotomy  impossible  or  ver}^  difficult,  a  simple  enter- 
otomy  on  the  Nelaton  plan,  by  attaching  the  nearest  and  most 
distended  loop  or  bowel,  would  be  preferable  to  making  an 
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additional  opening  in  the  right  ihac  region  with  the  view  of 
draining  the  cecum  (Pillore^s  operations). 

Tlie  suggestion  to  bring  the  first  distended  coil  of  intestine 
that  can  be  felt  in  the  pelvis  to  the  perineal  wound,  when  the 
exhaustion  of  the  patient  is  such  that  no  further  procedures 
are  permissible,  has  been  applied  too  often  with  success  in  the 
adult  since  Nelaton  applied  it  for  the  relief  of  intestinal  obstruc- 
tion, to  require  much  justification  or  special  pleading  under 
these  circumstances.  Unfortunately,  the  formation  of  a  peri- 
neal anus  by  an  enterotomy  on  the  Nelaton  plan  in  imperforate 
children  has  not  been  performed  often  enough  to  permit  us  to 
arrive  at  any  statistical  conclusion  as  to  its  ultimate  value. 
To  my  knowledge  it  has  been  done  but  once,  and  this,  even, 
was  not  carried  out  through  a  perineal  wound,  but  through  an 
inguinal  incision.  This  was  Kronlein's  case,  which  was  reported 
in  1879,  aad  is  mentioned  with  other  details  in  the  section  of 
this  paper  dealing  with  Stromeyer's  suggestion.  In  this  case 
Kronlein  explored  the  pelvis  with  the  finger  introduced  into 
the  artificial  anus  seven  months  after  the  inguinal  enterotomy 
had  been  performed,  and  was  fortunate  enough  to  recognize 
a  resisting  body  in  the  pelvis,  which  was  supposed  to  be  the 
missing  ampulla.  The  scar  of  a  previous  perineal  incision  was 
reopened,  and  a  complete  proctoplasty  was  made,  from  which 
the  child  recovered  in  three  weeks.  Here  we  have  conclusive 
proof  of  the  value  of  an  artificial  anus  on  the  ISTelaton  plan,  by 
which  the  operator  can,  if  he  is  pressed  for  time  b}'  the  exhaus- 
tion of  the  patient,  disregard  the  colon  and  attach  the  first 
presenting  loop  of  bowel  to  the  wound,  with  the  expectation  of 
immediate,  and  probably  permanent,  relief. 

Maylard,  in  his  recent  "  Treatise  on  the  Surgery  of  the  Ali- 
mentary Canal "  (1896),  deals  with  this  question  as  follows: 
*'  When  it  is  decided  to  open  the  bowel,  should  a  colotomy  be 
performed  or  an  artificial  anus  made  ?"  "  From  my  own  ex- 
perience," he  says,  "  I  am  disposed  to  favor  the  formation  of 
an  artificial  anus,  and  for  this  reason,  that  the  bowel  of  an 
infant  is  so  thin,  and  more  particularly  so  if  it  has  been  dis- 
tended, that  it  is  difficult  to  accurately  stitch  it  to  the  parie- 
tal wound;  and  if,  as  is  usually  the  case,  it  must  be  opened  at 
once,  the  thin  meconium  is  liable  to  contaminate  the  surface  of 
the  bowel  and  find  its  way  into  the  peritoneal  cavity.  If,  on 
the  other  hand,  a  loop  of  intestine  is  withdrawn  and  secured 
by  a  rod  of  some  kind  passed  transversely  through  the  mesen- 
tery, and  a  drainage  tube  fixed  into  the  upper  end  of  the  loop 
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in  such  a  way  that  the  meconium  can  only  escape  through  it, 
there  is  little  or  no  danger  of  septic  infection.  It  has  also  the 
greater  advantage  that  a  much  shorter  time  is  required  to 
make  an  anus  than  to  make  a  fistula  such  as  results  from  a 
colostomy.  The  only  objection  which  the  method  has  is  the 
difficulty  of  closing  the  anus  as  compared  with  the  fistula,  if 
such  be  required.*'  In  my  mind  the  danger  lies  in  excluding 
too  much  active  intestine  and  opening  the  gut  at  a  point  too 
near  the  stomach;  but  the  danger  of  committing  a  physiological 
error  is  not  greater  in  infantile  cases  of  this  kind  than  in  the 
adult,  and  is  perhaps  less  when  the  attempt  is  made  by  the 
sacral  route  than  by  the  higher  abdominal  incision.  The  parts 
of  the  intestinal  tract  that  are  more  likely  to  present  themselves 
at  the  perineal  wound,  if  I  may  judge  by  my  experimental  ope- 
rations on  the  cadaver  of  a  new-born  infant,  are  the  sigmoid 
flexure,  the  cecum,  or  the  ileum,  so  that  the  presenting  bowel  in 
such  cases  is  more  than  likely  to  be  the  right  one  from  a  phy- 
siological point  of  view.  As  a  simple  life-saving  measure,  and 
even  as  a  permanent  outlet  for  the  intestinal  contents,  a  peri- 
neal enterotomy  is  justifiable. 

It  is  not  likely,  however,  that  such  an  extreme  contingency 
as  is  here  imagined  will  occur  very  often,  especially  after  the 
value  of  intraperitoneal  exploration  through  a  perineal  opening 
will  become  more  generally  recognized.  B}'  this  procedure 
much  valuable  time  formerly  lost  in  dilatory  tactics  and  sub- 
peritoneal dissection  will  be  saved,  and  the  operator  will  be  able 
to  proceed  to  the  formation  of  a  sacral  anus  or  to  a  celiotomy 
by  inguinal  incision  before  the  patient's  resources  are  exhausted. 
The  dangers  of  exhaustion  will  also  be  reduced  to  a  minimum 
when  the  general  practitioner  learns  the  lesson  that  the  new- 
born babe  is  just  as  capable  of  resisting  the  shock  of  the  most 
extensive  traumatism  as  the  adult,  if  only  the  operations  are 
performed  early  enough  to  prevent  the  fatal  depression  of  the 
nervous  centres  that  invariably  follows  septic  intoxication  from 
protracted  intestinal  obstruction. 

Primary  perineal  incision,  witli  or  luithout  coccygectomy 
or    sacrectomy,  followed  by  median  or  lateral  celiot- 
omy, ivifh  a  view  of  recognizing  the  rectal  ampulla 
and  guiding  it  to  the  perineal  or  sacral  wound. 

It  was  in  1880  that  Neil  McLeod*  reported  a  case  of  imper- 
forate rectum  with  a  suggestion  for  a  new  method  of  treatment, 
*British  Medical  Journal,  1880,  xi.,  p.  657. 
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which  was  to  be  the  starting  point  for  a  new  combined  perineo- 
abdominal  operation  by  which  the  continuity  of  the  intestinal 
tract  to  its  normal  outlet,  the  anus,  would  be  re-established. 
He  operated  on  a  female  infant,  May  26th,  1879,  that  was  brought 
to  him  for  the  rehef  of  imperforation.  The  anus  was  formed 
and  was  half  an  inch  deep.  After  penetrating  into  the  pelvis 
one  and  a  half  inches  by  perineal  dissection  without  finding  the 
enteron,  the  operator  abandoned  the  perineal  route  and  pro- 
ceeded to  perform  a  Littre  colotomy.  There  was  contamination 
of  the  peritoneum,  with  meconium  and  an  unusual  amount  of 
bleeding  in  the  abdominal  wound.  Death  took  place  nine  hours 
after  the  operation,  possibly  from  exhaustion  and  sepsis.  In 
commenting  upon  this  case  he  spoke  of  the  dangers  which 
attended  colotomy  as  usually  performed  under  such  circum- 
stances— that  is,  when  the  exhaustion  of  the  patient  or  the 
distension  of  the  bowel  or  other  conditions  led  to  the  contami- 
nation of  the  peritoneum  by  an  imperfect  technique.  He  also 
regarded  the  formation  of  the  iliac  anus  with  horror,  even  if 
successful.  He  says:  "  I  would  therefore  suggest  the  follow- 
ing, which  seems  to  me  likely  to  lead  to  more  satisfaction. 
Having  performed  the  ano-perineal  operation  and  failed  to  find 
the  bowel  from  below,  make  an  incision  in  the  abdominal  walls 
of  convenient  length,  between  the  umbilicus  and  pubis,  in  the 
middle  line  or  a  little  to  the  left  of  it.  Next  introduce  the  fore- 
finger of  the  left  hand  into  the  abdominal  cavity,  examine  the 
descending  colon  and  rectum  to  discover  the  seat  and  relations 
of  the  upper  cul-de-sac.  Then  pass  the  same  finger  down  into 
the  pelvis  in  the  middle  line  (behind  the  uterus  in  the  female 
and  behind  the  bladder  in  the  male),  and,  pressing  the  tip  of  the 
finger  against  it,  push  out  toward  the  floor  of  the  pelvis,  cut 
upon  the  tip  of  the  finger  as  a  guide,  thus  opening  the  peritoneal 
cavity  from  below.  !N"ext  introduce  the  right  forefinger  through 
the  perineum,  and,  guided  and  assisted  by  the  left,  hook  the 
right  finger  around  the  gut  and  pull  it  downward  and  out 
through  the  perineal  incision.  Stitch  the  opening  in  the  ab- 
dominal wall,  then  open  the  gut  and  suture  its  edges  to  the 
perineal  wound  in  the  manner  described.  Should  any  difficul- 
ties arise  from  mesenteric  relations  in  bringing  the  bowel  down 
from  the  pelvic  brim  (only  in  worst  cases)  to  the  perineum,  the 
mesenteric  attachments  should  be  torn  or  cut  through  and  the 
vessels  tied.  Whatever  the  nature  or  degree  of  malformation, 
etc.,  would  be  readily  recognized  and  met  by  this  suggestion." 
The  first  operation  in  which  the  principle  indicated  by  McLeod 
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was  applied  appears  to  have  been  performed  by  Hadra,  a  Ger- 
man surgeon,  in  1884.'°^  In  this  instance  the  operator,  after 
trying  ineffectually  to  reach  the  rectal  pouch  through  the  peri- 
neum, opened  the  abdomen  in  the  left  groin,  found  a  movable 
enteron,  and  easily  guided  it  through  a  perforation  made  in  the 
pelvic  peritoneum  to  the  anal  wound,  where  it  was  sutured  and 
drained.  The  child  stood  the  operation  well  and  was  improving 
rapidly,  when,  unfortunately,  on  the  fourth  day  it  died  sud- 
denly from  accidental  asphyxia  caused  by  the  entrance  of  milk 
into  the  larynx. 

The  next  case  is  that  reported  by  Dr.  W.  S.  Conant,  of  Bos- 
ton.* Male  infant,  3  days  old;  no  meconium  passed  since 
birth.  Urine  limpid;  temperature  100°;  pulse  100;  jaundice; 
abdomen  much  distended.  No  trace  of  anus  present.  Opera- 
tion on  day  of  examination.  May  31st,  1891,  in  Massachusetts 
General  Hospital.  Ether;  incision,  from  middle  of  perineum 
to  tip  of  coccyx,  carried  to  the  depth  of  one  and  a  half  inches. 
No  gut  recognized  by  impulse  or  by  exploration  with  trocar 
through  perineal  wound.  Without  further  perineal  exploration 
laparatomy  was  then  decided  upon.  An  incision  two  and  a 
half  inches  long  was  made  in  the  left  linea  semilunaris.  Some 
ascitic  fiaid  escaped  on  opening  abdomen.  The  distended  gut 
was  recognized  on  a  level  with  the  highest  point  of  the  perineal 
incision.  It  terminated  about  a  quarter  of  an  inch  from  the 
perineal  incision,  and  was  separated  from  it  by  a  diaphragmatic 
membrane  which  shut  off  the  abdominal  from  the  pelvic  cavity. 
With  a  finger  as  a  guide  in  the  abdominal  cavity,  a  trocar  was 
inserted  into  the  rectal  pouch  through  the  perineal  wound  with- 
out opening  the  peritoneal  cavity.  Five  ounces  of  meconium 
escaped  through  the  canula.  The  abdominal  wound  was  then 
closed.  The  canula  left  in  the  perineal  wound  was  held  in 
place  with  adhesive  plaster.  The  child  stood  the  operation 
well.  About  seven  weeks  after  the  operation  the  perineal  ori- 
fice had  to  be  stretched  and  a  mass  of  fecal  impaction  dug  out. 
The  child  lived  until  the  last  of  August,  or  about  three  months 
after  the  operation,  when  it  died  of  enterocolitis. 

The  perineal  anus  in  this  case  evidently  suffered  from  the 
usual  tendency  to  recontraction  which  invariabl}^  follows  cica- 
trization when  the  rectal  mucosa  is  not  sutured  to  the  skin. 

Another  case,  which  is  recorded  by  Chaput,  and  which  was 
presumably  operated  in  1891  or  1892,  is  detailed  elsewhere  in 
the  section  devoted  to  the  sacral  operation  for  imperforation. 
*  Boston  Medical  and  Surgical  Journal,  March  34th,  1893. 
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This  case  illustrates  the  application  of  the  combined  abdominal 
and  perineal  routes.  In  another  instance,  operated  by  Stephen 
Paget  in  1890,  a  successful  attempt  was  made  to  perform  a 
colostom}^,  and  at  one  and  the  same  sitting  the  operator  guided 
a  director  through  the  bowel  to  the  pelvic  floor,  and  in  this  way- 
succeeded  in  bringing  out,  through  the  sacral  wound  previously 
made,  the  blind  end  of  the  enteron,  which  was  opened  on  a  level 
with  the  skin  and  drained.  The  operation  was  successful  in  drain- 
ing the  bowels,  but  the  child  died  two  months  afterward  from 
diarrhea.  In  Paget's  case  no  sacral  resection  was  attempted. 
We  shall  refer  to  the  procedure  adopted  by  Chaput  and  Paget 
again  when  dealing  with  Chassaignac's  methods. 

Fochier's  case,  which  is  also  referred  to  in  the  section  on  the 
sacral  operation,  is  not  included  in  the  class  of  the  combined 
abdomino-perineal  operations,  because  this  surgeon  simply  per- 
formed a  colostomy  after  failing  to  reach  the  gut  by  the  sacral 
route,  and  did  not  attempt  to  restore  the  continuity  of  the 
bowel  to  the  normal  anal  outlet. 

XX. 

PRIMARY    EXPLORATORY    CELIOTOMY,     FOLLOWED     BY     PERI- 
NEAL PROCTOPLASTY,    IN   ONE   SITTING. 

Quite  recently  McLeod's  proposition  has  been  revived  and 
put  in  practice,  in  a  modified  form,  by  M.  Paul  Delageniere,  of 
Tours.*  Delageniere  differs  in  one  essential  particular  from 
McLeod,  and  that  is,  that  he  would  advise  laparatomy  as  an 
initial  procedure  {cVemhle),  and  not  as  the  finale  of  previous 
perineal  operations.  He  also  differs  from  McLeod  in  preferring 
a  lateral  iliac  incision  instead  of  the  median  incision  recom- 
mended by  the  former  surgeon.  This  will  be  available  if  an 
artificial  anus  should  become  necessary.  After  exploring  the 
region  of  the  descending  colon  and  recognizing  its  terminal 
portion,  he  then  drags  it  to  the  perineum,  where  an  opening  is 
made  from  below  to  receive  it.  Delageniere's  studies  in  Lanne- 
longue's  laboratory  on  the  bodies  of  six  imperforate  still-born 
children  led  him  to  foresee  certain  difficulties  in  the  application 
of  McLeod's  method,  and  caused  him  to  modify  it  so  as  to  give 
his  (Delageniere's)  suggestion  a  distinct  individuality.  Dela- 
geniere has  no  confidence  in  inguinal  colotomy,  which  he  be- 
lieves always  yields  bad  results.  Hence  he  aims  by  his  method 
to  avoid  the  formation  of  an  artificial  anus  at  the  groin  at  all 
*  Archives  provinciales  de  Chirui-gie,  t.  xi.,  No.  7,  Juillet,  1894. 
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hazards.  He  has  been  led  by  his  researches  to  believe  that  the 
chief  cause  of  the  non-descent  of  the  rectum  lies  in  the  shorten- 
ing of  the  peritoneum,  which  imprisons  the  enteron  and  prevents 
it  from  reaching  its  destination.  Whether  right  or  wrong  in 
this  generalization,  he  found  in  his  dissections  (6  cases)  that  by 
splitting  the  thick  serous  capsule  which  surrounds  the  tenninus 
of  the  colon  he  was  able  to  drag  the  gut  out  of  its  serous  sheath 
(just  as  the  glans  penis  would  be  excluded  out  of  a  phimotic 
prepuce),  so  that  it  (the  bowel)  was  elongated  with  a  gain  of 
several  centimetres  from  its  terminal  resting  point,  which,  in 
5  out  of  6  cases,  was  situated  below  and  to  the  inner  side  of  the 
left  sacro- iliac  joint.  He  concludes  from  this  that  iliac  colotomy 
is  only  indicated,  as  a  rule,  in  cases  of  total  absence  of  the  rec- 
tum and  sigmoid  flexure.  When  the  sigmoid  flexure  or  its 
equivalent  terminated  in  the  pelvis,  it  did  so  in  two  ways:  (1)  as 
cul-de-sac  held  by  a  meso-colon,  or  (2)  as  gut  fastened  down  by 
peritoneum  on  its  anterior  surface  only.  In  the  first  case  it 
could  be  easily  dragged  to  the  perineum;  and,  in  the  second, 
the  peritoneal  coat  would  have  to  be  incised,  and  the  concealed 
gut  dragged  out  of  its  serous  sheath  and  guided  into  the  pelvic 
floor,  where  a  perineal  wound  would  be  ready  to  receive  it. 
Delageniere  then  reports  4  cases  which  occurred  in  his  practice 
and  that  of  his  brother,  Dr.  H.  Delageniere. 

In  the  first  case  (presumably  in  1892)  there  was  a  total  ab- 
sence of  the  anus;  unsuccessful  efforts  were  made  to  find  the 
rectal  pouch  by  perineal  incision  for  one  hour,  and  the  operation 
was  discontinued.  The  child  continued  without  relief  two  days 
longer  (fourth  day  after  birth),  when  a  second  operation  was 
attempted  by  lateral  celiotomy.  The  rectal  cul-de-sac  was 
found  opposite  the  left  sacro-iliac  joint.  The  serous  capsule  was 
then  incised  and  the  gut  pulled  out  of  its  serous  sheath  and 
brought  to  the  level  of  the  perineal  skin,  where  it  was  opened. 
The  child  died  on  the  ninth  day  after  the  operation,  from 
broncho-pneumonia.     No  peritonitis  seen  at  autopsy. 

Case  II. — Aged  3  days.  Primary  lateral  celiotomy.  Rectal 
cul-de-sac  found  in  brim  of  pelvis.  Impossible  to  detach 
it  from  its  connections  without  tearing  their  nutrient  vessels; 
compelled  to  perform  inguinal  colotomy.  Death  on  the  third 
day. 

Case  III.  (operated  by  H.  Delageniere,  June  24th,  1893). — 
Left  lateral  celiotomy;  incision  3  centimetres  in  length.  Ex- 
ploration of  pelvis  with  finger  through  the  wound.  Rectal 
cul-de-sac  discovered  at  pelvic  brim  as  a  movable  pediculated 
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pouch.  Then  perineal  incision  made,  through  which  the  cul- 
de-sac  was  dragged  and  sutured.  The  abdominal  wound  was 
sutured  with  difficulty,  owing  to  distension  of  bowels.  Death 
five  days  after  operation,  from  green  diarrhea. 

Case  IV.  (P.  Delageniere,  December  17th,  1893).— Perineal 
incision.  The  rectal  cul-de-sac  found  by  perineal  dissection 
and  sutured  to  the  perineal  wound.  The  original  anal  infun- 
dibulum  was  removed  and  the  rectum  sutured  in  its  place  as 
in  ordinary  proctoplasty.    Death  on  the  third  day  in  convulsions. 

It  must  be  noted,  in  explanation  of  this  last  case,  that  Dela- 
geniere believes  that  when  the  anal  infundibulum  is  well 
formed,  search  for  the  enteron  should  be  started  from  the  peri- 
neum, because,  according  to  his  belief,  it  is  almost  certain  that 
the  cul-de  sac  is  in  the  pelvis  and  not  far  away.  When  there 
is  no  trace  of  anus,  then  he  believes  that  laparatomy  should  be 
performed  d'emble,  as  the  cul-de-sac  is  likely  to  be  far  away. 
This  view  of  the  matter,  however,  is  erroneous,  and  is  not 
always  sustained  by  experience,  as  we  have  had  occasion  to 
note  elsewhere. 

The  following  abstract  of  a  case  which  is  very  graphically 
reported  b}^  Dr.  Ch.  Remy*  is,  I  believe,  the  latest  reported 
case  in  which  relief  for  imperforate  anus  was  attempted  by  a 
primary  exploratory^  laparatomy.  Male,  at  term,  in  good  con- 
dition ,  well  formed,  but  completely  imperforate  anus.  Puncture 
through  anus  with  needle  and  trocar  fails  to  reveal  meconium. 
Median  incision  6  centimetres  long  between  umbilicus  and 
pubis.  Difficulties  begin  with  the  bladder,  which,  though 
empty,  is  still  in  the  way.  Left  hypogastric  artery  as  large  as 
a  quill.  Bowels  give  great  trouble,  owdng  to  rapidly  devel- 
oping tympanites;  their  constant  tendency  to  prolapse  very 
annoying.  Nothing  could  be  seen  with  the  eye,  and  he  had  to 
depend  entirely  upon  the  finger  for  exploration  and  recognition 
of  colon. 

The  colon  finally  felt  and  traced  to  the  upper  pelvic  strait. 
The  recognition  of  its  precise  mode  of  termination  in  the  pelvis 
made  very  difficult  by  overcrowding  the  pelvis  with  viscera 
and  the  narrowness  of  superior  strait,  which  barely  admitted 
the  left  index.  The  rectal  pouch,  however,  felt  as  a  flattened 
empty  finger  of  a  glove.  The  peritoneum  appeared  to  cover 
its  anterior  surface  without  forming  a  mesentery.  The  opera- 
tor had  hoped  that  he  would  have  been  able  to  incise  its  serous 
covering  and  thus  liberate  the  gut  from  its  attachment,  but 
*Journal  de  Clinique  de  Therapeutique  infantile,  July  25th,  1895,  No.  30. 
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this  was  soon  found  to  be  entirely  impracticable.  Still  hoping 
that  he  could  drag  it  down  to  the  perineal  level,  Remy  perfo- 
rated the  anal  cul-de-sac  in  the  perineum,  and  introduced  a 
long  forceps  with  which  he  grasped  the  anterior  portion  of  the 
rectal  pouch,  which  he  felt  and  pushed  downward  with  his  left 
index  introduced  through  the  upper  abdominal  incision.  The 
traction  of  the  forceps  now  succeeded  in  rolling  the  pouch  upon 
itself,  and  enough  of  its  anterior  surface  was  grasped  to  permit 
the  operator  to  suture  it  to  the  skin  close  to  the  anus.  The 
pouch  was  now  opened,  but  no  meconium  escaped.  The  abdo- 
men was  reopened,  the  colon  was  then  seized  at  a  higher  point 
with  long  forceps  and  brought  down  to  the  wound,  and  a  stylet 
introduced  into  its  lumen  and  through  it  to  the  perineal  wound. 
Still  no  meconium  came.  It  was  evident  that  the  traction  on 
the  gut  occluded  its  lumen  as  it  curved  over  the  upper  pelvic 
strait.  Over  an  hour  had  been  taken  up  by  these  ineffectual 
procedures,  and  the  abdomen  was  closed.  A  long  forceps,  was  left 
attached  to  the  gut  at  its  lower  end,  and  in  the  perineum,  as  an 
enterotome.  Notwithstanding  this  great  ordeal  the  child  lived 
thirty  six  hours  without  being  relieved  of  the  fecal  retention. 

The  autopsy  showed  no  signs  of  peritonitis.  No  other  mal- 
formations. The  enteron  was  separated  from  the  anus  only 
by  the  distance  of  1  centimetre.  Nevertheless  at  the  post- 
mortem the  author  removed  the  coccyx  and  the  lower  third  of 
the  sacrum,  and  found  that  he  still  could  not  reach  the  rectal 
pouch.  The  author's  explanation,  however,  is  no  excuse  for 
not  forming  an  artificial  anus  with  the  cecum  or  nearest  dis- 
tended loop,  when  he  found  that  he  could  not  succeed  in  empty- 
ing the  bowel  by  the  perineum. 

But  instead  of  criticising  the  management  of  this  case,  I  feel 
that  we  must  be  very  thankful  to  the  author  for  his  evident 
honesty  and  candor.  Were  all  such  experiences  as  carefully 
and  candidly  reported  as  this  has  been,  the  respective  merits 
of  the  various  operations  that  are  suggested  for  the  relief  of 
this  condition  would  soon  be  estimated  at  their  just  value,  and 
we  would  cease  to  worry  as  to  which  is  the  best  line  of  action 
when  confronted  by  these  cases. 

The  next  case  which  is  typical  of  the  combined  method  is 
the  following,  reported  by  Chalot,  of  Toulouse,  under  the  head- 
ing, "Successful  Case  of  Perineal  Colostomy  or  Sigmoidos- 
tomy  by  the  Combined  Abdomino-perineal  Route  in  Congenital 
Absence  of  the  Rectum." 

*  Bull,  et  Mem.  Societe  de  Chirurgie  de  Paris.  1896,  xxii.,  318-331. 
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A  female  infant,  aged  6  days,  was  operated  February  17th, 
1896.  Rudimentary  anal  cul-de  sac  existed.  Operation  begun 
by  perineal  incision,  which  extended  from  the  posterior  vulvar 
commissure  through  the  cul-de-sac  to  the  sacrum.  The  poste- 
rior surface  of  the  coccyx  was  denuded  and  the  bone  displaced 
backward;  the  finger  introduced  into  the  pelvis  failed  to  reveal 
the  rectal  pouch.  Without  further  exploration  the  perineal 
wound  was  plugged  with  iodoform  gauze  and  a  lateral  incision 
made  in  the  abdomen.  The  rectal  ampulla  was  recognized  in 
the  left  iliac  fossa,  on  the  inner  border  of  the  psoas,  about  10 
centimetres  long.  It  was  coiled  upon  itself,  and  was  quite 
movable  owing  to  a  redundant  meso.  A  distance  of  5  centi- 
metres separated  the  terminus  of  the  colon  above  from  the  anal 
cul-de-sac  below.  The  terminal  colon  was  then  partially  de- 
tached from  its  meso,  which  increased  its  length  and  permitted 
the  operator  to  guide  it  to  the  perineal  opening,  where  it  was 
secured,  tapped,  and  drained.  The  abdominal  wound  was 
closed,  the  whole  procedure  consuming  one  hour.  Complete 
recovery.  The  new  anus  acts  well,  though  the  question  of 
fecal  control  had  not  been  fully  determined  when  the  paper  was 
published.  Chalot  concludes  from  this  instructive  case:  First, 
that  in  all  cases  of  ano-rectal  imperforation  the  first  step  is  to 
incise  the  perineum  and  to  begin  a  search  for  the  missing  rec- 
tum. In  order  to  facilitate  the  search,  the  displacement  or  ex- 
cision of  the  coccyx  of  the  sacrum,  or  the  parasacral  operation 
of  Vincent,  may  be  adopted.  Second,  if  the  rectal  ampulla  is 
not  found,  a  lateral  exploratory  incision  in  the  left  iliac  re- 
gion should  be  made  with  a  view  of  locating  the  terminus  of 
the  colon;  this,  if  found,  should  be  freed  from  its  attachments 
sufficiently  to  permit  it  to  be  dragged  to  the  perineal  opening, 
and  stitched,  if  possible,  to  the  normal  anal  orifice,  if  this  exists, 
after  draining  it.  Third,  it  is  only  when  the  colon  terminates 
too  high  to  be  detached  and  brought  to  the  perineal  opening 
that  an  artificial  Littre  anus  is  permissible. 

The  last  case  which  I  have  been  able  to  find  that  illustrates 
the  combined  method  is  the  one  reported  by  J.  W.  Elliot,  of 
Boston  (operated  May  1st,  1896),  in  which  the  sacrum  was  re- 
sected before  abandoning  the  search  for  the  missing  ampulla  by 
the  lower  route  In  this  brilliant  case  the  combined  method 
permitted  the  operator  to  successfully  restore  the  continuity  of 
the  intestinal  canal  to  its  normal  outlet  in  the  perineo-sacral 
opening.  The  case  is  fully  described  elsewhere  in  the  section 
on  sacral  operations  for  imperforation. 
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XXI. 

Summing  up  the  evidence  that  we  have  been  able  to  gather 
that  has  direct  bearing  on  the  combined  abdomino-periueal 
operation,  we  find  it  reduced  to  the  following  cases: 

Primary  perineal  or  perineo-sacral  exploration,  followed  by- 
exploratory  celiotomy,  on  the  McLeod  plan,  with  modifica- 
tions: (1)  Hadra's  case,  recovery;  (2)  Conant's  case,  recovery; 
(3)  Chaput's  case,  recovery;  (4)  Chalet's  case,  recovery;  (5)  El- 
liot's case,  recover3";  (6)  P.  Delageniere's  case,  recovery. 

In  all  these  cases  the  patients  recovered  from  the  operation, 
and  they  are  considered  as  operative  successes,  notwithstanding 
the  fact  that  in  Hadra's  case  the  child  died  on  the  fourth  day 
from  accidental  asphyxia ;  in  Conanfs  case,  death  in  three 
months  from  enterocolitis;  in  Chaput's  case,  in  two  months  from 
diarrhea;  in  Delageniere's  case,  death  on  the  ninth  day  from 
broncho-pneumonia.  Both  Chalofs  and  Elliot's  cases  were  liv- 
ing and  apparently  in  good  condition  at  the  time  of  the  report, 
which  was  a  few  months  after  the  operation  in  each  instance. 
From  this  evidence  we  can  state  that  the  immediate  operative 
results  follo^ving  McLeod's  procedure  are  perfecth"  satisfac- 
tory, as  the  operation  appears  to  have  been  well  borne  in  the 
six  cases  in  which  it  has  been  practised.  It  is  well  to  state, 
also,  that  in  all  of  these  cases  the  operations  were  performed 
early,  and  bj^  experienced  surgeons  and  in  hospital  surround- 
ings. The  final  history  of  these  cases,  however,  points  to  the 
great  mortality  that  prevails  among  these  as  in  all  other  classes 
of  defective  children.  It  is  proper  to  note,  however,  that  in 
Conant's  and  Chaput's  cases  death  was  brought  about  by  irri- 
tative conditions  associated  with  imperfect  perineal  openings 
caused  b}^  the  tendency  to  cicatricial  retraction  and  the  con- 
tinued efforts  made  at  dilatation.  This  simply  reaffirms  the 
lesson,  long  ago  taught  by  experience,  that  a  well-formed  ingui- 
nal anus  is  preferable  to  an  imperfect  one  in  the  perineum. 

When  the  rectal  mucosa  cannot  be  dragged  to  the  surface 
sufficiently  to  unite  it  to  the  skin,  it  becomes  a  simple  fecal 
fistula,  and,  like  all  such  orifices,  will  constantly  tend  to  cica- 
tricial recontraction,  and,  like  them,  will  be  followed  by  all 
their  complications. 

XXII. 

As  to  primarij  exploratory  celiotomy,  whether  median  or 
lateral,  with  a  view  of  expediting  the  recognition  of  anatomical 
conditions  of  the  enteron,  and,  if  possible,  dragging  it  to  the 


CONGENITAL   ANORECTAL   IMPERFORAllON.  781 

perineal  opening,  which  is  made  subsequent!}^,  hut  at  the  same 
sitting,  we  find  little  to  recommend  it,  notwithstanding  its 
theoretical  plausibility.  In  the  three  cases  reported  the  results 
may  be  summed  up  as  follows:  (1)  P.  Delageniere's  case; 
death  on  the  third  day.  Attempt  was  made  to  drag  the  colon 
to  the  perineum,  but  failed,  then  inguinal  colotom3^  This 
case,  which  is  not  an  illustration  of  the  combined  method,  but 
of  inguinal  colotomy,  is  simply  mentioned  here  because  the 
operator  began  his  operation  as  a  primary  celiotomy  and  tried 
his  special  plan  of  detaching  the  cul-de-sac  from  the  mesentery, 
and  failed.  (2)  H.  Delageniere's  case  is  a  typical  procedure  of 
this  kind,  which  was  successful  from  the  operative  point  of 
view,  but  death  occurred  on  the  fifth  day  from  causes  appa- 
rently not  directly  connected  with  the  operation.  (3)  C.  Remj^'s. 
case;  death  in  thirty-six  hours  from  shock  and  sepsis. 

The  objection  to  primary  celiotomy,  apart  from  the  scant  evi- 
dence that  can  be  quoted  in  its  favor,  is:  (1)  that  in  many,  if 
not  the  vast  majority  of  cases  of  imperf oration,  the  rectal  cul- 
de-sac  will  be  found  to  be  accessible  by  the  perineal  or  perineo- 
sacral  route,  and  that,  therefore,  a  double  traumatism  and  cor- 
responding shock  will  be  avoided  if  the  exploration  is  begun  by 
the  perineum,  especially  if  Stromeyer's  suggestion  and  coccygeo- 
sacrotomy  are  resorted  to  earlj^;  (2)  that  if  the  exploration  is 
begun  by  the  upper  abdominal  route  instead  of  the  perineum, 
two  operations — viz.,  the  abdominal  and  the  perineal — will  have 
to  be  sustained  by  the  patient,  when  one  alone,  the  perineal, 
would  have  been  sufficient  in  most  cases;  (3)  the  great  advan- 
tage claimed  for  primary  celiotomy  for  exploratory  purposes  is 
the  rapidity  with  which  the  anatomical  conditions  can  be  recog- 
nized; but  this  advantage  has  lost  its  weight  since  intraperi- 
toneal exploration  by  a  perineal  wound  has  become  a  typical 
and  practical  procedure;  (4)  that  the  technical  difficulties  in 
the  way  of  reaching  the  enteron  by  upper  celiotomy,  of  identi- 
fying it  and  guiding  it  to  the  perineal  floor,  are  much  greater 
than  is  usually  imagined  by  the  inexperienced,  cannot  be 
doubted.  This  is  well  shown  in  Remy's,  Chaput's,  and  other 
cases.  The  main  cause  of  trouble  is  the  tympanitic  distension 
of  the  bowels  and  the  packing-in  of  the  pelvic  contents,  and 
especially  at  the  brim,  which  is  plugged  up  as  it  were  with  the 
distended  rectum,  bladder,  and  other  viscera.  As  a  rule  the 
bowels  must  be  tapped  early  in  the  operation,  before  the  true 
conditions  of  the  parts  can  be  recognized,  and  before  the  blind 
end  of  the  rectum  can  be  pushed  into  the  pelvis  to  its  final 
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resting  place  in  the  perineum.  This  compulsory  enterotomy  seri- 
ously complicates  the  situation  by  increasing  the  risks  of  peri- 
toneal infection  in  the  subsequent  manipulations.  Of  course, 
if  the  operation  is  performed  early,  intestinal  tympanites 
scarcely  exists,  but  even  at  a  very  early  moment  the  enteron 
will  be  found  quite  full  and  blocking  the  way  at  the  pelvic 
brim,  so  that  tapping  has  to  be  resorted  to  before  the  blind  gut 
can  be  guided  to  the  peritoneum. 

The  only  real  advantage  offered  by  primary  celiotomy  is  in 
the  performance  of  an  iliac  anus  in  exhausted  children  that  are 
brought  to  the  operator  at  a  late  hour,  when  signs  of  intestinal 
sepsis  and  excessive  tympanites  demand  the  most  expeditious 
methods  of  relieving  the  intestinal  tension  and  fecal  stasis. 
Under  such  adverse  conditions  it  cannot  be  denied  that  ingui- 
nal colotomy  is  the  quickest  and  safest  operation. 

XXIII. 

PRELIMINARY    COLOSTOMY,    FOLLOWED    IMMEDIATELY   OR    AT 

ANOTHER   SITTING   BY   THE   RESTORATION   OF   THE 

PERINEAL  ANUS. 

The  germ  of  this  suggestion  is  found  in  a  communication 
addressed  by  Martin  (le  jeune),  of  Lyons,  to  the  Societe  de 
Sante  de  Lyon,*  in  which  he  proposed  that  in  cases  of  congeni- 
tal atresia  ani  an  incision  be  made  in  the  iliac  region,  and  that 
the  sigmoid  be  pulled  out  of  the  wound  sufficiently  to  introduce 
a  guide  into  its  lumen,  which  would  press  the  rectal  cul-de  sac 
against  the  perineum.  Martin's  suggestion  appeared  to  im- 
press Velpeau  in  a  favorable  light,  and  he  referred  to  it  in  his 
''Chirurgie  Operatoire  "  (edition  of  1832).  Velpeau  also  referred 
in  later  editions  to  Demarcquay's  suggestion  (made  in  1863) 
to  introduce  a  sonde  a  garde,  or  a  guarded  stylet,  into  the 
iliac  opening  through  the  gut,  which  would  force  the  cul-de-sac 
against  the  perineum  and  would  fix  it  against  the  soft  parts 
by  driving  the  stylet  through  the  intestinal  walls,  where  it 
would  act  also  as  a  guide.  Nelaton  and  Huguier  also  appear 
to  have  thought  of  reconstructing  the  perineal  anus  by  passing 
a  guide  into  the  blind  end  of  the  colon,  but  fortunately  no  one 
appears  to  have  applied  Martin's  or  Demarcquay's  suggestion 
in  practice.  Huguier  once  introduced  a  sound  (1864:-65)  into 
an  inguinal  anus,  which  actually  entered  the  cul-de-sac,  but 
no  operation  was  performed. 

*T.  i.  1).  180;  Recueil  des  actes,  1798. 
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The  modern  conception  of  this  operation  was  for  the  first 
time  clearly  stated  and  realized  in  practice  by  Chassaignac, 
who  made  the  suggestion  at  a  meeting  of  the  Societe  de  Chi- 
rurgie  de  Paris,  held  February  20th,  1856,*  on  the  occasion  of 
the  exhibition  of  an  enormous  procidentia  of  the  rectum  and 
colon  through  an  artificial  anus  in  the  inguinal  region,  made 
seven  months  previously,  to  relieve  an  imperforation  in  a  new- 
born infant.  Larrey,  who  presented  the  patient,  asked  for 
suggestions  as  to  the  treatment.  Chassaignac  said:  "The  first 
indication  is  to  reduce  the  prolapse  by  the  use  of  ice  or  taxis. 
After  this  has  been  accomplished  an  effort  can  be  made  to  re- 
establish the  anal  opening  in  the  perineum  by  passing  a  sound 
into  the  lower  or  rectal  end  of  the  iliac  opening,  so  that  the 
intrarectal  guide  thus  introduced  from  above  may  press  the 
rectal  cul-de-sac  against  the  perineum,  where  it  can  be  easily 
reached  by  incision  and  drained." 

He  had  practised  the  procedure  in  a  similar  case,  and  had 
thus  been  able  to  establish  the  flow  of  feces  through  the  normal 
outlet. 

His  claim  to  priority,  as  far  as  the  actual  performance  of  this 
operation  is  concerned,  appears  to  be  definitely  established;  at 
least  so  my  researches  appear  to  indicate,  though  French 
writers  often  attribute  the  first  suggestion  and  operation  to 
Lannelongue,  who  seemingly  was  not  aware  of  Chassaignac's 
previous  performance  when  he  reported  his  case  in  1884.  After 
Chassaignac's  allusion  to  his  experience  in  1856,  the  first  case 
in  which  the  iliac  anus  was  utilized  to  explore  the  pelvis  is 
Kronlein's  case  in  18?9,  pres^iously  referred  to.  But  this  can- 
not well  be  included  in  this  category,  as  the  artificial  anus  in 
the  groin  was  not  the  colon,  but  some  other  lesser  bowel  which 
had  been  attached  to  the  abdominal  incision  to  give  issue  to 
the  meconium.  Chassaignac's  suggestion  was  really  put  in 
practice  for  the  second  time  on  September  30th,  1883,  by  Haynes,  f 
twenty-three  days  after  a  Littre  colotomy  had  been  made  for 
imperforation.  In  this  case  the  anus  was  well  formed,  and 
operative  relief  was  attempted  four  days  after  birth  by  first 
puncturing  the  anal  cul-de-sac.  As  the  puncture  gave  nega- 
tive results,  colotom}^  on  the  Littre  plan  was  at  once  resorted 
to.  On  SeiDtember  30th,  1883,  under  chloroform  narcosis,  a 
sound  was  passed  through  the  inguinal  opening  into  the  lower 
colonic  end,  so  as  to  push  the  rectal  cul  de-sac  against  the 

*Bull.  et.  Mem.  de  la  Societe  de  Chirurgie,  lere  serie,  t.  vi. 
f  American  Journal  of  Medical  Sciences,  July,  1884. 
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perineal  anus,  which  was  made  to  bulge.  A  crucial  incision, 
was  made  over  the  guide  and  a  permanent  ano-rectal  commu- 
nication was  established.  The  child  lived  several  weeks,  but 
died  of  convulsions  before  the  inguinal  anus  could  be  closed. 

Lannelongue's  case  followed  in  1884.*  In  this  paper  he  re- 
ports an  instance  of  imperforation  in  which  he  was  compelled 
to  perform  a  Littre  anus.  Twenty  days  after  the  colotomy  he 
introduced  a  sound  through  the  colostomy  opening,  and  by 
forcing  the  guide  against  the  perineum  succeeded  in  making  a 
new  perineal  anus. 

Sir  William  McCormac,  writing  in  1886,  f  and  without  any 
knowledge  of  the  previous  reports  of  Chassaignac  and  Lanne- 
longue,  said :  "  In  those  cases  in  which  the  bowel  terminates 
at  an  unknown  distance  from  the  anus,  the  performance  of 
Littre's  operation  gives  the  child  immediate  relief  and  is  at- 
tended by  comparatively  little  danger.  Time  is  also  gained 
for  considering  what  the  next  step  should  be  when  the  child  is 
older  and  better  able  to  have  a  further  operative  procedure. 
From  the  opening  in  the  groin  the  condition  of  the  bowel  can 
be  ascertained  with  tolerable  accuracy.  When  practicable  the 
natural  channel  can  be  re-established  with  the  greater  advan- 
tage of  having  an  exact  guide  to  the  position  of  the  extremity 
of  the  gut,"  etc.  The  case  of  imperforation  which  served  as  a 
text  for  these  remarks  unfortunately  proved  by  its  fatal  termi- 
nation that  this  liiethod  was  not  devoid  of  some  risk.  In  Sir 
William's  case  right  inguinal  colostomy  was  done  consistently 
with  his  views  as  an  initial  procedure.  This  was  a  success, 
but  the  child  died  some  time  after  the  operation  from  perito- 
nitis, which,  as  the  autopsy  revealed,  was  due  to  an  old  accu- 
mulation of  feces  in  the  rectal  cul-de-sac  between  its  terminus 
and  the  iliac  opening ;  this  had  excited  an  ulcerative  rectitis 
followed  by  fatal  perforation.  This  case  would  probably  have 
been  relieved  by  a  primary  perineo-sacral  exploration,  and 
proves,  at  least,  that  the  re- establishment  of  the  normal  rectal 
passage  should  not  be  delayed  too  long  when  probing  indicates 
the  enteron  is  long  and  is  near  the  perineum. 

Following  after  McCormac's  experience,  DemelinJ  reported 

*  Bull,  et  de  la  Mem.  Societe  de  Chirurgie  de  Paris,  n.  s.,  x.,  200:  "  Notes 
surles  Cloisons  congenitales  du  Rectum;  Indications cliirurgicales  qui peu- 
vent  an  etre  la  Consequence." 

f  London  Lancet.  Jul}',  188G. 

X  "  Imperforation  de  I'Auus  et  du  Rectum,"  Rev.  int.  de  Toulouse,  1895, 
i.,  209-213. 
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the  following  case:  The  infant  was  born  in  Tarnier's  clinic  in 
Paris,  On  the  day  of  birth  a  bare  trace  of  the  anus  existed, 
otherwise  external  conformation  of  the  body  normal.  Median 
perineal  section;  the  coccyx  was  resected,  and  yet  the  ampulla 
could  not  be  found.  Chloroform  was  then  administered  and 
an  inguinal  colostomy  performed.  A  few  days  afterward  an 
attempt  was  made  to  guide  the  rectal  cul-de-sac  to  the  perineal 
wound,  but  the  distance  was  too  great  and  the  iliac  anus  was 
allowed  to  remain.     The  patient  recovered  completely. 

A.  E.  Maylard*"  reports  an  additional  case.  The  child  was 
seen  in  a  deplorable  condition  from  total  imperf oration  eleven 
days  after  birth.  Great  tympanites  and  no  vomiting.  Double 
purulent  ophthalmia.  Normal  anus.  Operation  May  6th,  189(3. 
Chloroform  narcosis.  A  tenotome  was  thrust  into  the  anal 
cul-de-sac  for  about  one  inch,  and  an  incision  made  back  toward 
the  sacrum.  Nothing  was  discovered.  A  left  sigmoid  anus 
was  made.  It  was  intended  first  not  to  open  the  bowel,  but  ow- 
ing to  the  failure  of  the  respiration,  and  the  critical  state  which 
the  child  seemed  to  be  in,  an  opening  was  made  into  the  loop, 
when  a  large  quantity  of  gas  at  once  escaped  and  the  child's 
condition  immediately  began  to  improve,  and  no  further  trouble 
occurred.  Ten  weeks  after  the  final  operation  a  bougie  was 
passed  down  to  the  rectum  from  the  artificial  anus.  The  point 
was  felt  comparatively  near  the  apex  of  the  anal  cul-de-sac, 
and  an  incision  made  upon  it  sufficiently  large  to  admit  of  an 
india-rubber  tube  being  inserted.  This  was  sufficiently  long 
to  admit  of  being  passed  through  the  rectum  and  out  of  the 
sigmoid  anus  and  the  two  ends  fastened  together. 

On  November  8th  the  artificial  (perineal)  line  of  communi- 
cation had  contracted  into  such  a,  tight  stricture  that  it  be- 
came necessary  to  divide  it.  A  vulcanite  rectal  pessary  was 
tied  in,  and  this  appeared  to  be  having  a  beneficial  effect,  when 
the  child  contracted  scarlet  fever  and  died. 

The  last  typical  case  of  this  kind  is  reported  under  the  head- 
ing, "  A  Case  of  Imperforate  Anus;  Inguinal  Colotomy,"  by 
Drs.  Francis  H.  Stuart  and  J.  C.  Bier  with,  of  Brooklyn,  N.  Y.f 

"Female,  June  4th,  1895:  anus  well  formed  and  occluded 
about  one  and  a  quarter  inch  above  margin.  Rectal  ampulla 
could  not  be  detected  in  the  pelvis  by  vaginal  examination. 
Inguinal   colotomy    (presumably  on  second  day  after  birth). 

*  Glasgow  Medical  Journal,  1896,  No.  2,  vol.  xix  ,  p.  120;  also  his  "Sur- 
gery of  the  Alimentary  Canal,"  1896,  p.  669, 
t  Medical  News,  New  York,  January  30th,  1897. 
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Tearing  of  sutures  and  prolapse  of  bowel  four  days  after  ope- 
ration, necessitating    anesthesia    and   new   sutures.     October 
15th,  1895,  over  five  months  after  first  operation,  a  second  ope- 
ration performed  with  the  view  of  restoring  the  anal  outlet. 
Chloroform   anesthesia.      The  operation  consisted   in    pulling 
down  the  blind  anal  pouch,  securing  it  by  silk  sutures  outside, 
which  were  given  to  an  assistant  to  hold,  and  opening  it  suffi- 
ciently to  admit  the  little  finger.     Then  the  invaginated  lower 
portion  of  the  original  rectal  pouch  was  reduced  into  the  abdo- 
men, and  its  blind  end  pushed  by  means  of  a  large  gum-elastic 
bougie  toward  the  anal  opening  and  likewise  secured  by  two 
lateral  silk  sutures  which  were  held  by  an  assistant.     Then  the 
upper  pouch  was  opened  and  by  means  of  Lembert  sutures 
united  to  the  opening  of  the  lower  anal  pouch.     After  this  the 
bowel  was  flushed  from  the  inguinal  opening  down  through 
the  anus,  and  was  found  to  be  entirely  patent.     Considerable 
depression,  but  child  rallied  and  recovered  from  this  operation. 
In  six  days  the  union  between  the  rectal  pouch  and  anal  outlet 
was  firm.     The  bowels  continued  to  move,  however,  through 
the  inguinal  opening.    The  third  operation,  November  1st  (two 
weeks  later),  to  close  inguinal  anus.     The  mucosa  was  sepa- 
rated  from  the  skin,  inverted,  and  the  skin  stitched  over  it. 
Coughing  spell  tore  sutures,  and  the  operation  failed.    Novem- 
ber 13th,  another  operation  to  close  inguinal  anus.     This  time 
bowel   completely   dissected   from   skin,    and  opening   in  gut 
sutured  by  Lembert's  method.     Edges  of  skin  incision  refresh- 
ened and  united  with  some  tension.     Time,  four  hours;  great 
prostration;  bowels  moved  by  anal  outlet  in  perineo       But 
anus  had  to  be  frequently  dilated  with  finger.     Final  operative 
recovery.     Later,  general  furunculosis,  marasmus,  and  death 
April   2(>th,    1896    (fourteen    months   after  birth).      Autopsy 
showed  perfect  annular  line  of  union  at  junction  of  anal  and 
rectal  pouches. 

This  last  report  closes  the  list  of  cases  in  which  a  colostomy 
wound  has  been  utilized  after  a  variable  period  of  time  to  com- 
plete the  restoration  of  the  perineal  anus.  This  suggestion, 
which  begins  with  Chassaignac's  case,  appears  to  be  generally 
well  supported  by  clinical  evidence,  as  in  7  cases  in  which  it 
has  been  more  or  less  perfectly  carried  out  (Chassaignac's,  Kron- 
lein's,  Haynes',  Lannelongue's,  Demelin's,  Maylard's,  and  Stu- 
art and  Bierwith's),  there  were  7,  or  100  per  cent,  operative 
recoveries. 
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XXIV. 

In  the  preceding  section  the  formation  of  the  perineal  anus 
has  been  considered  in  the  light  of  a  secondary  procedure,  to 
be  performed  at  a  subsequent  sitting  when  the  colostomy  is 
fully  established  (this  is  Chassaignac's  suggestion).  It  is  the 
operation  of  election  which  we  would  select  in  weak,  exhausted 
subjects,  simply  to  meet  the  immediate  demand  for  the  relief 
of  intestinal  tension  and  fecal  stasis.  It  is  not  to  be  considered 
as  a  method  of  election  when  the  patient  is  still  strong,  resting, 
and  in  condition  to  permit  further  exploration  and  manipula- 
tions, and  when  the  rectal  pouch  is  felt  to  be  long  and  movable 
enough  to  permit  its  implantation  by  McLeod's  and  Delage- 
niere's  method  at  the  normal  perineal  outlet.  If,  however,  after 
the  performance  of  colostomy  under  these  critical  conditions,  a 
favorable  change  should  be  observed  in  the  condition  of  the 
patient  (as  may  possibly  follow  after  the  drainage  of  the  dis- 
tended bowel),  then  the  question  arises,  Should  we  at  once 
proceed  to  the  immediate  restoration  of  the  normal  anus  by 
Chassaignac's  method  ? 

The  clinical  evidence  that  I  have  been  able  to  gather  on  this 
point  is  limited  to  two  cases,  and  these  are  not  altogether  un- 
favorable to  the  proposition.  The  first  instance  is  one  of  two 
cases  of  imperforation  reported  by  Stephen  Paget  in  the  Trans- 
actions of  the  London  Pathological  Society  in  1890-91,  vol. 
xlii.,  p.  136.  The  child  was  very  weak  and  exhausted.  An 
iliac  colostomy  was  at  once  performed  with  immediate  relief, 
A  director  was  then  introduced  from  above  through  the  iliac 
orifice,  and  the  rectal  cul-de-sac  was  pushed  out  through  the 
normal  anal  orifice,  where  it  was  sutured  and  drained.  Death 
took  place  before  the  iliac  anus  could  be  closed,  from  causes  not 
directly  connected  with  the  operation. 

In  Chaput's  case  (elsewhere  referred  to  in  the  list  of  sacral 
resections)  a  similar  procedure  was  adopted  and  the  child  sur- 
vived two  months,  when  it  was  carried  off  by  diarrhea.  The 
objections  to  this  mode  of  procedure  are: 

.  1.  That  there  is  danger  of  perforating  the  thin  rectal  cul-de- 
sac  with  the  probe  or  director  while  attempting  to  force  it  to 
the  perineum,  and  that  peritonitis  may  follow. 

3.  That  the  primary  fixation  of  the  colon  in  the  groin  may 
interfere  with  its  subsequent  mobilization,  as  appears  to  have 
been  the  difficulty  in  Chaput's  case. 
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On  the  other  hand,  if  the  formation  of  the  perineal  anus  is 
long  delayed  (1)  fecal  stasis,  with  ulceration,  may  take  place 
in  the  blind  end,  and  fatal  peritonitis  may  follow,  as  in  McCor- 
mac's  case;  or  (2)  serious  secondary  operations  may  be  required 
to  close  the  iliac  anus,  as  in  Stuart  and  Bierwith's  patient. 

The  advantages  of  a  reasonable  delay  before  attempting  the 
final  perineal  proctoplasty  are: 

1.  That  the  patient  is  given  a  better  opportunity  to  recuperate 
and  prepare  for  a  complete  operation. 

2.  That  the  cul-de-sac  may  spontaneously  descend  lower  into 
the  pelvis,  and  thus  become  much  more  accessible  than  at  the 
time  of  the  formation  of  the  iliac  anus  (Kronlein's  case). 

XXV. 

SUMMARY   OF   OPERATIVE   PROCEDURES. 

We  have  now  passed  in  review  the  various  procedures  that 
have  been  suggested  with  the  view  of  overcoming  intestinal  ob- 
struction caused  by  congenital  anorectal  imperf  oration.  They 
may  be  grouped  as  follows: 

A.  Lower  or  infrapelvic  operations. 

I.   Involving  the  soft  pfarts  only. 

1.  Puncture  or  incision,  with  dilatation  of  thin  membranous 
septa  or  diaphragms  which  separate  the  anal  cul-de-sac  from 
the  distended  enteron  above. 

2.  Typical  perineal  proctoplasty  (Amussat),  with  or  without 
excision  of  the  anal  cul-de-sac,  when  this  exists. 

II.  Perineal  methods  involving  the  pelvic,  skeleton,  in  order 
of  severity. 

1.  CoccygeaKdisplacement  backward  (Delens,  1874). 

2.  Median  coccygotomy  (Polaillon,  1875). 

3.  Median  sacro-coccygotomy  (Vincent,  1887). 

4.  Parasacral  incision  (Vincent,  1887). 

5.  Single  osteoplastic  sacro-coccygeal  flap  (Roux,  1889, 
Rydygier,  Rhen,  et  al.) 

G.  Median  sacro-coccygotomy  with  bilateral  osteoplastic 
flaps  (Heinecke,  1888,  Kocher,  Jeannel,  Borelius,  Morestin, 
Sieur). 

III.  In  all  of  these  procedures  the  peritoneum  may  be  pur- 
posely and  freely  opened  for  exploratory  purposes  (Stromeyer's 
suggestion). 
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B.    Upper  or  anterior  abdominal  methods. 

1.  Primary  median  or  lateral  exploratory  celiotomy,  to  recog- 
nize anatomical  position  of  rectal  ampulla  and  detach  it  from 
the  peritoneum  or  mesentery,  so  as  to  create  a  perineal  anus, 
without  colostomy  (Delageniere,  1894). 

2.  Secondary  median  or  lateral  exploratory  celiotomy,  with 
same  object,  after  failure  of  previous  perineal  exploration 
(McLeod,  Chalot). 

3.  Secondary  inguinal  colostomy  (Littre),  after  failure  of  peri- 
neal exploration,  with  immediate  attempt  to  restore  continuity 
of  rectal  outlet  to  anus,  after  drainage  of  bowel,  the  rectal  end 
being  guided  to  the  perineum  by  a  probe  introduced  through 
colostomy  orifice  (Chaput,  Stephen  Paget,  et  al.). 

4.  Primary  colostomy  without  perineal  exploration,  with 
secondary  attempt  at  restoration  of  continuity  of  bowel  to 
perineal  anus  at  another  sitting  (Martin  Chassaignac,  Lanne- 
longue,  McCormac). 

5.  Inguinal  colostomy  with  permanent  artificial  anus  (Littre) 
in  left  iliac  region,  or  cecotomy  (Pillore)  when  the  sigmoid 
flexure  and  colon  are  missing. 

6.  Enterostomy  (Nelaton)  when  condition  of  patient  is  too 
critical  to  risk  further  exploration  for  rectum  or  colon;  this  can 
be  applied  successfully  in  sacral  as  well  as  in  inguinal  regions. 

XXVI. 

CONCLUSIONS. 

The  conclusions  that  can  be  drawn  from  the  detailed  study 
of  these  methods  I  would  state  as  follows: 

1.  The  most  prevalent  varieties  of  congenital  ano-rectal 
anomalies,  especially  the  types  of  imperforation  which  most 
urgently  call  for  surgical  relief,  are  amenable  to  successful 
treatment  by  the  perineal  route.  The  cases  that  would  justify 
primary  colostomy  are  in  the  minority. 

2.  There  is  no  external  sign  or  physical  criterion  by  which  we 
may  determine  the  actual  internal  anatomical  conditions  before 
operation  in  the  majority  of  cases.  The  presence  or  absence  of 
the  anus,  the  coexistence  of  pelvic  (osseous)  deformities,  the 
evidence  of  fistulous  communications  with  the  ano  genital  tract, 
are  all  suggestive  but  unreliable  indications  of  the  anatomical 
situation  and  relations  of  the  rectal  ampulla. 
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3.  Neither  can  we  depend  upon  the  introduction  of  guides  into 
the  bladder  or  vagina  to  determine  the  presence  or  absence  of 
the  enteron  or  to  indicate  its  relative  position  in  the  hollow  of 
the  sacrum.  The  use  of  the  exploring,  aspirating  needle  is  also 
fallacious,  and  is  often  positively  dangerous  owing  to  the  risk 
of  peritoneal  contamination. 

4.  The  direct  causes  of  death  in  imperforate  infants  are: 
stercoremia,  peritonitis,  exhaustion,  which  rapidly  set  in  from 
intestinal  obstruction  and  stercoral  stasis,  and  favor  the  absorp- 
tion of  toxins  and  the  migration  of  intestinal  micro-organisms. 
The  influence  of  these  causes  in  determining  the  results  of  ope- 
rations is  directly  proportional  to  the  length  of  time  that  has 
elapsed  since  birth:  ergo,  the  earlier  the  operation  is  under- 
taken the  better  will  be  the  result. 

5.  The  resistance  of  the  imperforate  infant  to  traumatism  is 
inversely  proportional  to  the  time  that  has  elapsed  since  birth. 
The  longer  operative  interference  is  delayed  the  less  will  be  the 
resistance  to  shock.  The  experiences  related  in  this  paper  em- 
phasize this  well-established  proposition  and  demonstrate  that 
the  new-born  infant,  when  free  from  sepsis,  compares  most 
favorably  with  the  adult  in  the  capacity  to  resist  traumatism. 
The  experiences  obtained  in  recent  operations  with  sacrectomy 
and  with  the  combined  sacro-abdominal  operations  emphati- 
cally confirm  the  dicta  of  Bodenhammer  (18G0)  and  Giraldes 
(1865),  who  were  foremost  among  the  masters  of  the  past  gene- 
ration to  repudiate  the  tradition  that  the  new-born  infant  is  in- 
capable of  resisting  severe  traumatism. 

6.  The  ideal  result  of  operative  interference  in  these  cases  is 
the  restoration  of  the  intestinal  outlet  in  its  normal  situation  or 
in  the  perineo-sacral  region,  with  perfect  functional  (sphincteric) 
control. 

7.  The  only  way  in  which  this  result  can  be  accomplished 
without  subsequent  evil  effects  is  by  proctoplasty  performed  in 
accordance  with  Amussat's  rules. 

8.  In  order  to  insure  the  best  functional  results  (sphincteric), 
the  operator  should  endeavor  to  avoid  unnecessary  injury  to 
the  sphincter  and  levator  fibres  by  making  strictly  median  in- 
cisions. When  these  muscles  are  absent  or  unavoidably  in- 
jured, Gersuny's  axial  rotation  of  the  bowel  will  probably  prove 
the  most  effective  preventive  of  incontinence. 

9.  The  older  methods  of  relief  by  puncture  or  incision,  with- 
out  proctoplasty,  are   no  longer  justifiable   except  in  purely 
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membranous  obstructions,  thougb  even  the  vast  majority  of 
these  require  excision  followed  by  proctoplasty. 

Whenever  there  are  dense  strictures  or  diaphragms  at  the 
junction  of  the  anus  and  rectum,  it  is  indicated  to  resect  the 
stricture  or  diaphragmatic  portion  and  to  suture  the  normal 
rectal  mucosa  to  the  anal  margin. 

10.  The  intraperitoneal  exploration  of  the  pelvis  through  a 
perineo-sacral  opening,  as  suggested  by  Stromeyer  and  since 
practised  deliberately  by  a  number  of  operators,  is  not  only  a 
legitimate  procedure,  but  is  one  of  the  marked  advances  in  the 
treatment  of  this  class  of  cases. 

11.  Intraperitoneal  exploration  through  the  perineum  should 
be  systematically  resorted  to  whenever  a  reasonable  exploration 
of  the  subperitoneal  tissues  fails  to  reveal  the  rectal  pouch. 

12.  The  suggestions  made  to  amplify  the  primary  perineal 
incision  by  the  removal  of  the  coccyx  (Amussat-Verneuil),  ex- 
cision of  the  sacrum  (Kraske  and  his  followers),  by  osteoplastic 
sacral  flaps  (Heinecke,  Roux,  et  al),  and  by  parasacral  inci- 
sions (Vincent,  Ziickerkandl,  etc),  are  adjuncts  of  value  both 
in  facilitating  the  search  for  the  enteron  and  in  perfecting  a  proc- 
toplasty, without  dangerous  tension,  in  the  lower  pelvic  outlet. 

13.  It  is  preferable,  as  the  method  of  election,  in  every  case 
in  which  a  perineal  incision  is  insufficient  to  reach  the  enteron, 
to  adopt  the  coccygeo  sacral  route  by  a  free  median  incision 
through  the  cartilaginous  coccyx  and  sacrum,  as  practised  by 
Vincent  and  advocated  by  Sieur  and  others.  If  more  space  is 
required  a  bilateral  osteoplastic  flap  can  be  easily  made,  which 
will  afford  a  larger  entrance  into  the  pelvis  without  perma- 
nently sacrificing  the  osseous  framework. 

14.  The  predisposition  to  rectal  prolapse  after  sacrectomy 
should  not  be  forgotten,  and  for  this  reason  as  little  of  the  bone 
should  be  sacrificed  as  possible. 

15.  Primary  exploratory  laparatomies,  with  the  view  of  iden- 
tifying the  anatomical  relations  of  the  enteron  and  guiding  the 
bowel  to  the  perineum  from  above,  are  not  indicated  as  a  rule; 
and  thus  far,  at  least  in  the  few  cases  in  which  it  has  been  tried, 
has  not  been  followed  by  encouraging  results,  mainly,  no  doubt, 
because  of  the  distended  condition  of  the  bowels  and  the  crowd- 
ing of  the  upper  pelvic  strait  with  the  distended  sigmoid  and 
the  rectal  cul-de-sac,  which  compels  enterotomy  and  a  conse- 
quent greater  risk  of  peritonitis  before  the  rectum  can  be 
guided  to  the  perineal  level. 
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16  Since  the  advent  of  the  perineo-sacral  route,  with  or  with- 
out intrapelvic  exploration,  the  great  majority  of  ano-rectal 
imperforations,  irrespective  of  their  anatomical  peculiarities, 
are  amenable  to  successful  treatment  bv  the  formation  of  an 
artificial  anus  in  the  perineo-sacral  region. 

17.  The  perineal  anus  can  be  formed  by  attaching  the  termi- 
nal portion  of  the  colon  (rudimentary  rectum)  to  the  perineal  or 
perineo-sacral  wound,  which  is  the  ideal  result;  but  in  emer- 
gencies it  is  justifiable  to  attach  the  small  bowel  to  the  perineo- 
sacral  wound. 

18.  The  mortality  of  colotomy,  in  the  statistics  thus  far  re- 
corded (whether  primary  or  secondary),  is  greater  than  that  of 
perineal  or  even  sacral  proctoplasty. 

19.  (a)  Inguinal  colotomy,  as  a  primary  procedure,  is  indi- 
cated only  when  the  infant  is  seen  in  an  exhausted  condition  at 
a  late  hour,  days  after  its  birth,  when  stercoremia,  peritonitis, 
and  exhaustion  are  present,  and  life  is  ebbing  fast.  Then  some 
sacrifice  of  ultimate  benefits  must  be  made  for  the  sake  of  time. 
(6)  In  every  other  condition  the  perineal  incision  should  initiate 
the  primary  effort  at  relief. 

20.  Median  or  lateral  exploratory  laparatomy  is  indicated 
when,  after  the  intraperitoneal  exploration  through  a  perineo- 
sacral  incision,  it  is  evident  that  the  terminal  cul-de-sac  of  the 
rectum  or  any  portion  of  the  colon  cannot  be  brought  down  to 
the  pelvic  outlet  and  only  the  small  intestine  is  available  for 
proctoplasty.  Under  such  circumstances,  if  the  condition  of 
the  patient  is  good,  it  is  justifiable  to  perform  exploratory  lapa- 
ratomy to  identify  the  lowest  portion  of  the  bowel,  if  only  to 
avoid  the  possibility  of  a  physiological  error.  The  aim  of  the 
operator  should  then  be  to  guide  the  colon,  the  cecum,  or  the 
most  available  loop  of  ileum  to  the  perineo-sacral  wound,  where 
it  can  be  drained  permanently  with  greater  safety. 

21.  If  for  any  reason  the  operator  should  prefer  to  make  an 
iliac  colostomy  (Littre),  he  should  always  consider  the  possi- 
bility of  restoring  the  anal  outlet  of  the  rectum  by  a  secondary 
operation  on  the  lines  suggested  by  Chassaignac,  Lannelongue, 
and  others. 

22.  The  perineo-sacral  anus,  if  properly  performed,  is  almost 
certain  to  be  voluntarily  controlled  in  the  course  of  time;  the 
iliac  anus  is  far  more  uncertain  in  this  respect. 
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51,  52.     Loc.  cit. 

53.  Dennis'  System  of  Surgery,  1895,  vol.  i. 
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563,  573. 
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83.  ZucKERKANDL.  E  Centralblatt  f.  Chirurgie,  1894,  No.  45.  Also, 
Morestiu  and  Gerster,  loc.  cit. 

84.  WoLFLER.  Wien  Klin.  Wochen.,  1889,  Nos.  14,  16,  18.  Also,  Mores- 
tin  and  Gerster,  loc.  cit. 

85.  Heinecke's  operation.  Miinch.  Medizin.  Woeh  ,  1888,  No.  87.  A 
T-sliaped  external  incision  dividing  the  sacrum  and  coccyx  along  the  lines 
of  the  external  incision,  thus  producing  two  lateral,  triangular,  osteo-tegu- 
mentary  flaps  which  are  to  be  replaced  and  sutm-ed  after  the  rectal  opera- 
tion is  finished  Heinecke's  operation  was  modified  by  Kocher  (Ard: 
Beitrage  zur  Statistik  der  Rectum  Carcinome,  Deutsch.  Zeitschrift  f .  Chi- 
rurgie, vol.  xxxii  ),  with  a  view  of  enabling  the  surgeon  to  divide  the  sa- 
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anterior  sacral  nerves.  Gerster:  Trans.  Amer.  Surg.  Assoc,  1895,  vol  xii. 
Also  see  figure  in  text. 

86.  Rovixs  operation  (Morestin's  Thesis).  The  incision  is  shaped  like  the 
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90,  91.    See  85. 

92.  Jeannel's  operation.  BlUI.  Societe  de  Chirvirgie  de  Paris,  1890. 
Quoted  by  More.stin  and  Sieur,  loc.  cit.  In  this  operation  two  osteo-tegu- 
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gin  of  the  third  left  sacral  foramen  to  the  lower  margin  of  the  fourth 
right  sacral  foramen;  an  osteo-tegumentary  flap  is  formed,  which  is  re- 
flected with  the  coccyx  to  the  left. 
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JeanneFs,  Morestin's,  and  Sieur's  operations  are  also  osteoplastic  saci'O- 
coccygotomies.  They  differ  in  minor  details,  but  they  are  essentially 
alike  in  the  important  fact  that  they  form  movable  osteoplastic  flaps  by 
cross  sections  at  various  levels. 

96.  Kammerer,  F.  Cases  of  Osteoplastic  Resection  of  the  Sacrum. 
Medical  Record,  New  York,  July  28th,  1894. 

97.  Gerster,  a.  The  Operative  Treatment  of  Rectal  Cancer.  Trans. 
Amer.  Surg.  Assoc,  1895,  vol.  xiii.,  and  Annals  of  Surgery,  1895,  vol.  xxii., 
pp.485,  501. 

98.  MORESTIN.     Loc.  cit. 

99.  Taylor,  E.  H.  The  Operative  Treatment  of  Cancer  of  the  Rectum, 
Annals  of  Surgery,  April  1st,  1897,  vol.  xxv.,  No.  4. 

100.  SiEUR.     Archives  provinciales  de  Chirurgie,  loc.  cit. 

101.  Delbet,  p.     Des  suppurations  pelviennes.     Paris,  1891. 

102.  103.  Quoted  by  Sieur,  p.  335,  Arch.  ProV.  de  Chirurgie,  June,  1896, 
vol.  v.,  No.  6. 

104.  DucuRON,  J.  M.  J.  B.  Contribution  a  I'etude  du  traitement  des  im- 
perforations  ano-rectals  et  de  la  conduite  a  tenir  dans  les  cas  ou  Ton  ne 
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105.  Hadra.     Berlin  Klin.  Woch.,  1885,  No.  7. 

Note.— Other  references  are  given  in  Tables  I.  and  II. ,  and  are  also  inter- 
polated in  the  body  of  the  text. 
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The  menstrual  life  of  woman  begins  at  the  age  of  puberty 
and  ends  at  the  menopause.  From  earliest  infancy  the  human 
female,  by  certain  vital  characteristics,  is  easily  distinguished 
from  the  male — her  finer  sensibilities,  the  character  of  her 
sports,  the  nature  of  her  enjoyments,  etc.  But  her  sexual  hfe 
and  consciousness  begin  with  puberty.  During  childhood  the 
boy  playmate  is  of  slighter  interest  and  influence  than  her  girl 
'  Read  before  the  Michigan  State  Medical  Society,  May,  1897. 
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companion.  There  is  no  consciousness  of  any  differences, 
mental  or  physical.  But  with  the  onset  of  puberty  the  frank, 
outspoken  girl  becomes  the  modest,  blushing  maiden,  conscious 
of  the  changes  in  her  likes  and  interests,  but  unconscious  of  the 
reason.  To  every  girl  comes  with  puberty  the  knowledge  of 
sex  and  an  inexplicable  joy  and  delight  in  the  companionship 
of  one  of  the  opposite  sex.  This  change  we  may  denominate 
the  birth  of  sexual  instinct,  widely  differing  from  sexual  de- 
sire. Sexual  instinct  is  an  attribute  of  one's  entire  being  or 
nature  ;  sexual  desire  is  a  product  of  the  mind  or  result  of  local 
irritation. 

All  nature  is  pervaded  by  a  universal  law  which  I  may  be 
allowed  to  denominate  the  law  of  rhythm.  From  the  move- 
ments of  the  planets  in  their  orbits,  the  succession  of  the  sea- 
sons, the  ebb  and  flow  of  the  tides,  down  to  the  regularity  of 
nbrmal  cardiac  contraction,  events  follow  each  other  through 
the  ages  in  regular  sequence.  Human  existence  exemplifies 
the  same  law.  In  the  impregnated  ovum  resides  the  principle 
that  carries  the  development  of  the  new  life  through  infancy 
and  childhood  to  mature  life  and  allows  the  waning  of  the 
vital  essence  through  old  age,  till,  in  the  fulness  of  years,  the 
activity  of  life  gives  place  to  the  quiet  of  death,  and  the  body 
is  resolved  into  its  natural  constituents,  once  more  to  fill  their 
place  in  the  development  of  new  life.  This  law  decrees  that  in 
the  development  of  the  maid,  at  a  certain  time,  new  influences 
shall  appear  that  shall  change  her  entire  nature  and  shall  ele- 
vate her  to  the  place  she  is  destined  to  fill  in  the  life  history  of 
the  human  race. 

We  have  tacitly  and  without  argument  assumed  that  this 
change  depends  on  the  development  of  the  reproductive  organs; 
that  with  their  development  the  menstrual  life  of  woman 
begins,  and  that  during  the  period  of  their  activity  woman 
arrives  at  the  fulfilment  of  the  highest  hopes  and  possibilities 
of  her  existence.  In  this  we  are  undoubtedly  correct,  and  with 
a  full  knowledge  of  all  the  influences  that  the  functional  ac- 
tivity of  the  ovaries  and  uterus  exerts  on  the  development  of 
woman  will  come  the  explanation  of  the  peculiarities  of  her 
menstrual  life. 

The  ovaries  and  uterus  exist  anatomically  from  infancy. 
They  grow  with  the  growth  of  the  child,  but  are  devoid  of 
physiological  importance  till,  at  acertain  period  of  their  growth, 
new  developmental  energy  is  acquired,  and  with  their  in- 
creased growth  increased  physiological  activity  is  developed. 
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This  physiological   activity  in    anatomically  normal    ovaries 
changes  the  healthy  animal  girl  into  the  normal  maiden. 

The  question  as  to  what  are  the  functions  of  the  ovaries  and 
the  uterus  we  cannot  yet  fully  answer,  but  by  patient  research 
and  inquiry  we  are  gradually  acquiring  fuller  and  more  exact 
knowledge.  We  may  start  with  the  assertion  that  the  ovaries 
and  uterus  are  absolutely  mutually  interdependent  ;  that  either 
deprived  of  the  other  becomes  a  useless  foreign  body. 

A  short  time  ago  it  was  the  accepted  doctrine  that  in  the 
physiologically  normal  maiden  the  function  of  the  ovaries  was 
ovulation  and  the  function  of  the  uterus  was  menstruation,  and 
that  the  two  functions  were  virtually  synchronous.  But  re- 
cently it  has  been  asserted  that  the  functions  of  ovulation  and 
menstruation  are  entirely  distinct.  Plausibility  has  been  given 
to  this  assertion  by  the  collective  grouping  of  various  indispu- 
table facts  Many  assert  that  in  their  anatomical  work  they 
have  discovered  evidences  of  ovulation  long  before  puberty  and 
long  after  the  menopause. 

Remfry,'  in  a  consideration  of  nine  hundred  nursing  mo- 
thers, finds  six  per  cent  who  conceived  without  having  men- 
struated since  the  birth  of  the  last  child.  Also,  Cook,  in  his 
study  of  reproductive  life  among  the  Eskimos,  states  that  many 
females  conceive  and  bear  children  who  have  never  seen  the 
menstrual  flow.  Other  facts  have  been  brought  forward  which 
tend  to  prove  the  same  point. 

On  the  other  hand,  Strassman,"  has  shown  by  experiments 
carefully  conducted  that  artificial  distension  of  the  ovary  by 
the  injection  of  sterilized  water  will,  after  the  lapse  of  two  or 
three  days,  produce  a  flow  of  blood  from  the  uterus  in  no  way 
to  be  distinguished  from  the  menstrual  flow.  He  argues  from 
this  that  the  distension  of  the  ovary  by  the  development  of  the 
Graafian  follicle  is  a  sufficient  cause  for  the  menstrual  flow. 
But  while  it  may  be  accepted  as  true  that  injection  of  steril- 
ized ivater  into  the  ovary  acts  as  the  exciting  cause  of  a  men- 
strual flow,  or  at  least  of  a  flow  of  blood  from  the  uterus  "in 
no  way  to  be  distinguished  from  the  menstrual  flow,"  it  does 
not  necessarily  follow  that  ovarian  distension  is  the  cause  of 
this  flow.  It  is  possible  that  some  influence  hitherto  unrec- 
ognized is  thus  developed.  The  ripening  of  Graafian  follicles 
occurs  at  irregular  intervals,  but  the  menstrual  flow  is  strictly 
periodical.  Moreover,  whether  the  ovaries  are  the  seat  of 
1  Eev.  intern,  de  Med.  et  de  la  Chir.,  1896,  No.  5. 
-  Archiv  f  iir  Gyn. 
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cystic  degeneration  and  are  tense,,  or  whether  they  are  flaccid, 
the  menstrual  flow  occurs  promptly  at  the  appointed  time. 

Strassman's  experiments  show  that  the  injection  of  sterilized 
water  into  the  ovar}^  causes  a  flow  of  blood  from  the  uterus. 
The  same  phenomenon  frequently  follows  the  removal  of  both 
ovaries.  Artificial  distension  of  the  ovary  may  excite  certain 
vasomotor  nerves,  or  certain  nerves  whose  function  it  is  to  ex- 
cite the  activity  of  the  uterus.  Section  and  ligation  of  these 
nerves  may  also  provoke  their  physiological  action  and  produce 
the  flow  from  the  uterus.  But  is  this  menstruation?  The 
periodical  flow  of  blood  from  the  uterus  is  but  the  outward 
manifestation  of  a  general  systemic  disturbance.  When  from 
some  cause  the  uterine  flow  is  obstructed  or  prevented,  there 
■often  occurs  a  flow  of  blood  from  some  other  organ,  thus  show- 
ing that  there  is  a  general  rise  of  blood  pressure  which  is  re- 
lieved by  the  giving- way  of  the  capillaries  at  some  weak  point 
of  the  system.  I  doubt  very  much  whether  the  distension  of 
the  ovary  by  sterilized  water  would  give  rise  to  this  vicarious 
menstruation.  The  uterine  flow  is  a  universal  phenomenon 
of  the  monthly  systemic  disturbance  known  as  menstruation, 
and  as  such  must  have  some  specific  place. 

Etienne,'  with  others,  has  asserted  that  its  purpose  was  to 
eliminate  organic  toxins  from  the  body.  Others,  with  equal 
plausibility,  have  contended  that  it  was  merely  the  natural 
process  by  which  the  endometrium  was  prepared  for  the  recep- 
tion of  the  impregnated  ovum. 

Stephenson,  in  his  delineation  of  the  menstrual  wave,  has 
shown  that  at  the  apex  of  the  wave,  when  the  uterus  is  en- 
gorged with  blood,  the  menstrual  flow  occurs.  This  menstrual 
wave  is  a  normal  physiological  function  of  the  human  organ- 
ism. It  is  a  continuous  phenomenon,  like  the  recurrence  of  the 
seasons,  and  thus  must  naturally  depend  on  some  constantly 
existing  exciting  cause,  as  do  all  rhythmical  functions  of  the 
human  body.  The  impulse  to  respiration  is  r€C3ived  by  the 
respiratory  centre  from  the  filaments  of  the  pneumogastric 
nerve.  The  impulse  which  causes  rhythmical  cardiac  contrac- 
tions is  received  through  the  cervical  branches  of  the  sympa- 
thetic. So  also  the  constantly  progressive  rise  of  blood  pressure 
in  the  uterus  is  determined  by  influences  received  from  some 
nerve  centre.  In  the  production  of  these  influences  the  ovaries 
are  essential  factors.  Removal  of  the  ovaries  almost  invariably 
interrupts  the  normal  menstrual  wave,  almost  invariably 
'  Gazette  medical  de  Paris,  1896,  No.  33. 
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causes  menstruation  to  cease.     The  uterus  atrophies  and  the 
menstrual  wave  is  abolished. 

Sokoloff '  (Moscow)  has  examined  various  uteri  carefully  to 
determine  the  changes  that  occur  after  castration.  If  only 
one  ovarj'-  be  removed  the  uterus  suffers  no  change;  the  entire 
organ  retains  its  anatomical  and  physiological  nature  un- 
changed. But  if  both  ovaries  be  removed  the  muscular  tissue 
(especially  the  inner  circular  Isijev)  undergoes  atrophy;  the 
calibre  of  the  blood  vessels  becomes  narrowed,  while  their 
walls  are  thickened.  The  mucous  membrane  does  not  suffer 
such  marked  change.  He  has  also,  in  experimenting  on  dogs, 
removed  the  ovaries  after  pregnane}"  was  two  or  three  weeks 
advanced,  the  blood  supply  of  the  uterus  remaining  unchanged, 
with  the  result  that  the  course  of  pregnancy  was  at  once  inter- 
rupted. Not  only  did  the  uterus  cease  growing,  but  it  imme- 
diately began  to  atrophy,  and  this  process  extended  to  the  con- 
tents of  the  uterus.  So  that  although  a  careful  observation 
proved  that  there  was  no  expulsion  of  the  uterine  contents, 
they  invariably  disappeared  and  the  uterus  completely  atro- 
phied. He  also  stated  as  his  belief  that  in  the  ovary  itself  is 
the  nerve  centre  that  governs  nutrition  of  the  uterus. 

Winter  halter  *  also  claims  to  have  found  sympathetic  ganglia 
in  the  ovary. 

There  have  been  many  instances  where  menstruation  has  con- 
tinued regularly  after  the  complete  removal  of  ovaries  and  tubes, 
and  various  explanations  have  been  offered.  Dr.  Arthur  John- 
stone has  demonstrated  a  nerve  (or  nerves),  which  has  been 
called  by  his  name,  that  he  beheves  to  be  the  one  controlling  the 
menstrual  flow,  and  yet  Dr.  Johann  Kalabin  '  (Moscow)  states 
that  in  two  cases  after  removal  of  the  ovaries  he  carefully  ex- 
tirpated the  nerve  of  Johnstone  and  yet  menstruation  regularly 
recurred.  It  suffices  our  present  purpose  to  saj^  that,  while  the 
normal  flow  regularly  occurs  by  reason  of  the  action  of  certain 
nerves,  the  excitation  of  which  proceeds  from  the  ovaries,  some 
influence  may  remain  after  removal  of  the  ovaries  by  which 
the  excitation  of  these  nerves  and  the  consequent  uterine  flow 
continue.  But  we  may  state  it  as  a  law,  to  which  the  experi- 
ments of  Strassman,  Sokoloff,  and  others  lend  their  weight, 
that  the  functions  of  the  uterus  depend  absolutely  on  the  ova- 
ries.    The  converse  of  this,  that  the  ovaries  depend  for  their 

'  Archiv  fiir  Gyn  ,  Band  li. 

2  Ibid 

*  Gyn  Soc.  Moscow,  September  37th,  1896. 
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activity  on  some  influence  emanating  from  the  uterus,  is  not 
so  easily  shown. 

But  Graevecke  and  others  have  demonstrated  in  numerous 
cases  that  removal  of  the  uterus,  the  ovaries  being  left,  brings 
on  graduall}^  the  manifestations  of  the  menopause,  and  as 
gradually  the  ovaries  atrophy.  In  other  words,  the  ovaries 
depend  for  their  functionating  power  on  some  influence  ema- 
nating from  the  uterus  ;  or  it  may  be  more  correct  to  say  that 
inasmuch  as  removal  of  the  uterus  is  followed  by  atrophy  of 
the  ovaries  and  consequent  loss  of  function,  thej^  must  depend 
for  their  physiological  activity  on  the  existence  and  physiologi- 
cal activity  of  the  uterus. 

We  are  thus  brought  back  to  our  original  proposition  that 
the  functions  of  the  ovaries  and  uterus  are  mutually  interde- 
pendent. Then  the  question  naturally  arises,  What  are  the 
functions  of  the  uterus  and  of  the  ovaries  ?  The  most  obvious 
of  the  uterine  functions  is  the  preparation  of  the  endometrium 
for  the  reception  of  the  impregnated  ovum,  and  its  nourish- 
ment through  the  entire  period  of  intrauterine  life.  Spillman 
and  Etienne,  with  others,  think  it  also  has  the  duty  of  remov- 
ing from  the  system,  through  the  medium  of  the  menstrual 
discharge,  organic  toxins. 

But  it  is  probable  that  another  and  very  important  function 
is  the  production  of  that  influence  which  maintains  the  physio- 
logical activity  of  the  ovaries.  What  the  nature  of  this  influ- 
ence is  we  are  not  able  as  yet  to  demonstrate;  but  that  it  exists 
and  acts  through  the  medium  of  the  nervous  system  I  think 
we  may  consider  probable,  not  merely  from  the  fact,  shown  by 
Graevecke  and  others,  that  removal  of  the  uterus  causes  at- 
rophy of  the  ovaries  and  abolition  of  their  functions,  but  by  the 
fact  that  you  seldom  see  normal  ovaries  with  an  infantile,  unde- 
veloped uterus  nor  a  normal  uterus  with  undeveloped  ovaries. 

Of  the  ovaries  one  of  the  most  important  functions  is  the 
elaboration  of  that  ovum  for  the  reception  of  which  the  uterus 
periodically  prepares  itself.  Again,  from  the  ovary  emanates 
that  influence  which  excites  the  nerve  supply  of  the  uterus,  so 
that  by  reason  of  its  periodical  engorgement  the  menstrual 
flow  is  established.  But  in  addition  to  these  two  is  a  third, 
equal,  at  least,  in  importance  to  either  of  the  others— that  is, 
the  production  of  some  element,  either  by  secretion  '  orj cellular 
action,  or  the  setting  free  of  some  ovarian  product  (correspond- 
ing to  the  thyreo-iodine  of  the  thj^-oid  gland),  which  exerts  a 
profound  influence  on   the   development   and  nutrition   of  the 

'  Etienne. 
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individual.  This  function  of  the  ovary  I  conceive  to  be  equal 
in  importance  to  that  of  preparing  the  ovum  for  impregnation 
and  development,  inasmuch  as  it  has  to  do  with  the  entire 
physiological  life  of  woman  and  awakens  her  to  a  perception 
of  her  place  in  human  life  history. 

This  influence  is  developmental,  but  is  exerted  in  two  direc- 
tions— first,  on  the  nerve  centres,  to  give  rise  to  that  psycho- 
logical phenomenon  which  we  have  denominated  sexual  instinct, 
and  to  maintain  the  nervous  equilibrium  of  the  woman  through 
the  years  of  her  menstrual  life ;  and,  second,  affecting  the 
physical  development  and  nutrition  of  the  individual.  That 
it  emanates  directly  from  the  ovary  we  must  admit,  as  demon- 
strated by  a  case  recently  reported  by  Sacchi,'  if  we  admit  the 
homologous  action  of  the  ovaries  and  testicles.  Sacchi  nar- 
rates the  case  of  ' '  an  excessively  developed  boy  of  94-  years, 
with  beard,  male  voice,  precocious  intelligence  and  disposition, 
pronounced  sexual  appetite,  etc.  The  left  testicle  was  enor- 
mously developed  and  the  right  testicle  small.  Orchidectomy 
was  performed  on  the  left  side  and  an  epithelial,  parasitic 
growth  discovered.  Within  a  month  a  change  began  to  be 
observed;  the  hair}'  growth  on  the  face  and  elsewhere  began 
to  disappear,  the  voice  became  childish,  the  abnormal  sexual 
precocity  was  lost,  the  intelligence  and  muscular  strength 
diminished,  the  right  testicle  increased  in  size,  and  the  individ- 
ual became  in  all  respects  more  like  a  normal  boy  of  his  age." 
In  this  case  the  natural  development  of  the  testicle  ^had  been 
hastened  by  the  irritation  of  the  parasitic  growth.  Its  peculiar 
developmental  influence  had  been  prematurely  brought  forth, 
and  puberty  had  been  established  at  the  age  of  94  years.  This 
influence  was  lost  by  the  removal  of  the  testicle,  and  the  boy 
retrograded  to  his  normal  status. 

The  same  influence  comes  normally  into  existence  in  the 
maid  when,  in  the  rhythmical  cycle  of  her  life,  the  ovaries 
arrive  at  a  certain  stage  of  their  growth.  That  this  influence 
is  something  tangible,  either  as  a  chemical  product  of  ovarian 
secretion  or  a  product  of  ovarian  cellular  action,  we  may  con- 
sider as  rendered  at  least  possible,  not  onl}-  by  the  researches 
of  Mond,'  Jacobs,^  Mainzer,^  and  others,  who  found  that  the 
nervous  disturbances  caused  by  the  artificially  induced  meno- 
pause were  gradually  removed  by  the  systematic  administra- 
tion of  dried  ovarian  tissue,  but  by  this  case  reported  by  Sacchi. 

'  Rivista  sperinientale.  1895. 

2  Miinchener  Med.  Wochenschrift,  1896,  Nos   14  and  36. 

3  La  Policin,  December  1st       '-  Deutsche  Med.  Woclienscbrift,  1896,  No.  25. 
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It  has  been  asserted  that  the  nervous  disturbances  occurring- 
as  a  consequence  of  the  cessation  of  menstruation  are  toxemic 
in  their  nature,  and  thus  the  administration  of  the  ovarian 
tissue  would  act  as  a  certain  antitoxin.  This  may  well  be, 
but  I  believe  that  this  third  function  of  the  ovary  consists  not 
merely  in  the  production  of  an  antitoxin  (though  it  may  well 
possess  that  characteristic),  but  in  the  elaboration  of  an  element, 
whether  chemical  product  or  some  form  of  nuclein  or  proto- 
plasm, that  first  becomes  active  at  about  the  age  of  puberty, 
when  the  ovaries  and  uterus  have  attained  a  certain  normal 
development,  and  that  it  exerts  a  certain  influence  on  the  ner- 
vous system  which,  though  peculiar,  is  as  necessary  to  full 
physiological  development  as  any  element  circulating  in  the 
blood  of  the  individual.  It  is  this  element  whose  earliest  mani- 
festation is  to  change  the  unconscious  asexual  girl  into  the  con- 
scious sexual  maiden.  It  is  the  influence  of  this  element  on 
the  nervous  system  that  originates  the  sexual  life  of  woman, 
that  maintains  her  healthy  nervous  equilibrium  through  the 
trying  period  of  her  reproductive  life,  and  that,  by  its  cessa- 
tion, gives  rise  to  the  nervous  manifestations  of  the  menopause. 
It  has  been  generally  assumed  that  these  nervous  disturbances 
were  caused  by  the  cessation  of  the  uterine  flow.  But  this 
view  is  only  partiall}^  correct,  inasmuch  as  the  nervous  symp- 
toms of  the  climacteric  often  begin  before  there  is  any  distur- 
bance of  menstruation. ' 

The  mere  loss  of  blood  that  occurs  each  month  is  so  moderate 
in  the  great  majority  of  individuals,  and  so  gradual,  that  it 
could  cause  no  perceptible  systemic  disturbance.  But  it  does 
have  a  profound  effect  on  the  entire  system  simply  by  its  in- 
fluence on  the  ganglia  and  nerve  supply  of  the  uterus — which 
is  not  an  inert  organ  three  weeks  of  every  month,  but  exerts  a 
constant  though  unexplained  influence  on  the  nervous  system 
of  the  woman.  The  vasomotor  stimulation  arising  from  the 
ovaries  causes  gradually  increasing  blood  pressure  in  the  ute- 
rus, with  consequent  graduallj^  progressive  excitation  of  its 
function,  it  may  be  merely  through  stimulation  of  its  nerve 
supply,  or  possibly,  in  addition  to  this,  through  excitation  of 
cell  activity.  Therefore,  just  before  the  menstrual  flow,  when 
its  blood  supph^  is  at  its  highest  point,  the  insensible  function 
of  the  uterus  is  at  its  greatest  development.  By  the  menstrual 
flow  this  engorgement  is  relieved;  vascular  tension  is  abated, 
the  excitation  of  the  nerve  supplj'-  is  removed,  and  there  ensues 
'  Winschind:  Centmlblatt  fur  Gyn.,  1896,  No.  22,  p.  573. 
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a  period  of  quiet  and  relaxation.  As  the  entire  system  sympa- 
thizes and  responds  to  th6  gradually  increasing  vascular  ten- 
sion in  the  uterus,  with  its  consequent  nerve  stimulation,  so  it 
shares  in  the  relaxation  consequent  on  the  removal  of  tension, 
both  vascular  and  nervous,  in  the  uterus.  Therefore  the  men- 
strual iiow  means  to  the  woman  something  more  than  the 
mere  loss  of  blood. 

On  the  other  hand,  that  the  nervous  manifestations  of  the 
menopause  are  not  necessarily  due  to  toxemia  is  rendered 
plausible  to  my  mind  by  the  fact  that  instances  are  not  rare  of 
women  who  bear  children  rapidly  and  who  do  not  menstruate 
(in  the  ordinary  acceptation  of  the  term)  more  than  once  or 
twice  in  two  years,  and  yet  who  are  among  the  healthiest  of 
females  and  most  free  from  nervous  disturbances  that  retained 
toxins  would  produce;  also,  from  the  fact  that,  in  cases  of 
amenorrhea,  whatever  the  disturbances  of  the  nervous  system 
and  of  nutrition  may  be,  they  are  not  such  as  are  ordinarily 
peculiar  to  the  menopause.  If,  therefore,  these  nervous  dis- 
turbances be  not  caused  by  the  retention  and  accumulation  in 
the  system  of  an  amount  of  blood  ordinarily  lost  at  each  men- 
strual epoch,  nor  by  toxemia  due  to  retained  toxins,  how  shall 
we  account  for  them? 

The  explanation  probably  lies,  as  I  have  said,  in  the  mutual 
interdependence  of  function  of  the  ovaries  and  uterus.  When  the 
ovaries  and  uterus  of  a  maid  arrive  at  a  certain  stage  of  devel- 
opment their  physiological  activity  begins.  The  ovaries  stim- 
ulate the  uterus  to  action,  and  the  uterus  provokes  functional 
activity  in  the  ovaries.  From  the  ovary  emanates,  during  the 
entire  reproductive  life,  that  element  which  acts  specifically 
on  the  system  in  such  a  way  as  to  bring  into  existence  sexual 
life,  which  maintains  the  nervous  equilibrium  and  produces 
the  most  perfect  physiological  conditions.  In  the  process  of 
time,  when  the  cycle  of  human  life  has  progressed,  the  ovaries 
and  uterus  pass  from  the  period  of  active  energy  into  a  gradu- 
ally increasing  passive  condition,  and  their  functions  cease. 
The  nervous  system  of  the  woman  is  deprived  of  that  element 
to  which  it  has  been  accustomed,  and  on  which  it  has  depended 
for  normal  physiological  action,  and  acts  erratically.  The 
menopause  with  its  manifestations  occurs. 

74  Ottawa  street. 
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(With  one  illustration.) 


Schauta,  in  his  chapter  on  "Wundinfectionskrankheiten," ' 
devotes  nearly  two  pages  to  the  consideration  of  the  bacterium 
coli  commune  in  the  etiology  of  infectious  diseases  in  gyneco- 
logical and  in  obstetric  practice.  He  teaches  that  this  bacillus 
may,  under  favorable  circumstances,  attain  a  high  degree  of 
virulence,  becoming  one  of  the  most  dangerous  excitants  of 
suppuration  ;  not  only  in  the  puerperal  state  but  also  after 
gynecological  operations  this  same  agent  may  cause  pyemia 
and  peritonitis.  The  infection  may  come — and  this  is  the  usual 
fact — directly  from  the  genitals,  or  may  be  conveyed  by  the 
hands  or  instruments,  or  enters  the  peritoneal  cavity  through  a 
tear  in  the  bowel.  But  without  this  last  injury  peritoneal 
adhesions  or  defects  of  the  mucous  membrane  may  permit  the 
passage  of  the  bacterium.  It  may  enter  the  uterine  cavity 
during  labor,  in  turning,  or  other  obstetrical  operation,  and 
lead  to  the  formation  of  very  offensive  gas — tympanites  uteri. 
Schauta  also  refers  to  experiments  made  upon  animals,  reported 
in  1894,  proving  that  inoculation  of  the  peritoneum  with  this 
agent  caused  fibrinous  purulent  peritonitis. 

During  my  last  summer's  visit  to  Berlin,  desiring  to  learn 
more  of  the  subject  from  competent  authority,  I  applied  to  Dr. 
Ludwig  Pick,  who  has  charge  of  the  Pathological  Laboratory 
of  Prof.  Landau's  Frauenklinik,  and  whose  ability  as  a  bac- 
teriologist and  pathologist  are  so  well  known,  for  information 
and  instruction. 

This  paper  tells  what  I  saw,  and  repeats  the  information  and 
instruction  obtained  from  Dr.  Pick — much  of  the  former  being 
in  answer  to  (juestions  asked  him  by  me;  the  greater  part  of 
the  paper  is  in  his  words. 

The  infection  is  more  liable  to  occur  in  childbed  if  there  has 
been  severe  uterine  hemorrhage;  so,  too,  in  patients  weakened 
by  other  causes,  the  intestinal  wall  being  less  resistant  to  the 
'  Lehi-buch  der  Gesamniten  Gyniikologie,  1896. 
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passage  of  the  bacillus.  It  would  be  impossible  by  purging  to 
drive  out  a  normal  inhabitant  of  the  intestinal  canal. 

The  infection  having  occurred,  it  would  be  impossible  to  dis- 
tinguish the  disease  from  that  produced  by  similar  infectious 
agents;  only,  in  case  an  abscess  formed,  the  presence  of  gas 
would  give  some  probability  that  the  bacillus  coli  was  con- 
cerned. 

Escherich  found  in  1885  a  bacillus  constantly  present  in  the 
lower  portion  of  the  large  intestine  of  suckling  infants.  Sub- 
sequently this  same  bacillus  was  discovered  in  all  portions  of 
the  large  intestine,  as  a  normal  inhabitant,  at  all  periods  of 
life,  and  also  as  present  in  both  normal  and  abnormal  feces. 
Escherich  gave  the  bacillus  the  name  bacterium  coli  commune. 


Bacterium  coli  commune,  magniflecl  1,000  diameters. 
paration  stained  with  gentian  violet. 


From  culture  in  gelatin.      Pre- 


Afterward  this  bacillus  was  found  in  the  intestinal  canal  of 
animals. 

This  bacterium  is  in  the  form  of  a  short  rod,  0.8  m.  broad 
and  from  1  to  3  m.  long;  it  has  considerable  motility;  it  is  some- 
times single,  sometimes  in  pairs.  The  motility  is  due  to  cilia, 
which  are  usually  at  one  end,  and,  while  generally  single,  may 
be  three  or  four. 

This  bacillus  can  be  grown  in  the  usual  modes,  at  ordinary 
warm  temperature,  with  or  without  oxygen,  though  it  grows 
best  in  the  oven  at  blood  heat.  When  grown  upon  gelatin  it 
is  found  in  the  deeper  layers  as  small,  round, whitish  joints,  and 
upon  the  surface  as  a  diffuse,  whitish-gray,  jagged  membrane 
with  a  marked  tendency  to  spread.  In  ' '  stick "  cultures  the 
bacillus  develops  along  the  whole  extent  of  the  puncture,  but  is 
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also  found  on  the  surface  as  a  thin,  spreading  membrane.     It 
does  not  liquefy  gelatin. 

Upon  agar-agar  it  grows  as  a  shining,  gray-white  membrane 
lying  upon  the  surface.  When  grown  in  bouillon  it  is  found 
in  all  portions.  It  has  the  property  of  coagulating  milk,  with 
the  formation  of  acid;  somewhat  slowly,  this  coagulation  occurs 
at  normal  temperature  of  the  room,  but  more  rapidly  in  the 
oven. 

In  grape-sugar  bouillon  and  in  milk-sugar  bouillon  it  causes 
rapid  fermentation,  with  abundant  production  of  acid  and  for- 
mation of  hydrogen  gas.  This  formation  of  gas  can  be  well 
shown  in  "stick  cultures ^^  in  sugar  gelatin  and  in  sugar-agar, 
for  the  medium  is  ruptured  and  torn  by  the  developing  bubbles 
of  gas. 

A  very  clear  demonstration  can  be  made  by  the  nitroso-indole 
reaction,  obtained  by  adding  potassium  nitrate  and  sulphuric 
acid  to  a  culture  of  bacteria  grown  in  a  peptone  medium.  This 
reaction,  however,  is  not  produced  by  the  bacterium  coli  ex- 
clusively.    (The  whole  medium  is  stained  red.) 

The  bacterium  coli  does  not  form  spores.  When  first  dis- 
covered this  bacterium  was  believed  to  be  only  slightly  patho- 
logical, if  at  all,  in  the  human  species.  Laruelle  was  the  first 
to  find  the  germ  in  the  abdominal  cavity  in  two  cases  of  peri- 
tonitis following  perforation  of  the  intestine.  Since  that  time 
a  large  number  of  cases  of  peritonitis  following  perforation 
have  been  recorded  in  which  the  bacterium  has  been  found  in 
pure  cultures.  In  these  cases  experiments  were  made  by  inject- 
ing the  bacterium  found  into  the  abdominal  cavity  of  healthy 
animals,  the  animal  dying  in  from  two  to  three  days  of  puru- 
lent fibrinous  peritonitis.  But  if  the  bacillus  taken  from  the 
healthy  intestinal  canal  be  introduced  into  the  abdominal 
cavity  of  an  animal,  no  such  result  follows  as  in  the  cases 
just  mentioned,  and  therefore  the  bacteria  must  have  acquired 
virulence  in  those  cases  in  which  a  rapidly  fatal  result  fol- 
lowed their  introduction.  A.  Frilnkel  has  proved  that  this 
virulence  may  be  caused  by  artificial  means.  He  ligated  the 
large  intestine  of  a  dog.  and  upon  the  death  of  the  animal  ob- 
tained an  exceedingly  virulent  culture  of  the  bacterium  coli 
from  the  peritoneal  cavity,  the  bacillus  having  worked  its  way 
through  the  walls  of  the  intestine  and  set  up  a  purulent  peri- 
tonitis. 

But  besides  purulent  perforation  peritonitis  the  bacillus  coli 
is  found  in  other  suppurative  diseases  of  the  human  body. 
Thus  it  may  be  present  in  suppurative  nephritis,  in  purulent 
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cystitis,  in  purulent  parotiditis,  puerperal  abscesses,  pyosalpinx, 
etc.  In  these  cases  it  has  been  found  alone,  and  also  in  com- 
bination with  other  bacteria,  with  and  without  the  formation 
of  gas.  Wliile  there  is  no  doubt  as  to  the  pathogenesis  of  the 
bacterium,  there  are  two  things  to  be  especially  noted  in  this 
connection — viz.,  first,  that  in  a  given  infection  in  which  there 
is  production  of  gas,  the  gas  is  not  always  due  to  the  bacillus 
coli;  and,  secondly,  when  we  find  this  bacillus  after  death  in 
the  blood  and  organs,  it  has  not  in  all  cases  been  the  cause  of 
death.  Beco  has  shown  that  in  slow  intoxications  various  bac- 
teria, especially  the  bacterium  coli  commune,  pass  out  from  the 
intestine  into  the  blood  and  organs.  Therefore  the  presence  of 
this  bacterium  would  not  always  prove  that  it  was  the  primary 
cause  of  the  disease. 

The  bacterium  coli  has  many  striking  resemblances  to  the 
bacillus  of  typhus,  and  the  following  are  the  points  of  differ- 
ence: 

1.  The  typhus  bacillus  does  not  elaborate  iodol. 

2.  It  causes  fermentation,  but  produces  no  gas,  and  this  is 
the  most  important  practical  point  of  difference. 

3.  It  produces  acid  when  grown  in  milk,  but  does  not  cause 
coagulation. 

4.  The  typhus  bacillus  grows  at  the  ordinary  room  tempera- 
ture much  more  slowlv  than  the  bacillus  coli. 

•The  bacillus  coli  has  many  times  been  confounded  with  other 
bacteria  which  inhabit  the  intestine.  Some  authors,  indeed, 
call  all  bacteria  obtained  from  the  intestine,  and  which  can 
be  grown  upon  gelatin  without  liquefaction,  bacterium  coli. 
Therefore  it  is  important  to  remember  the  differences  estab- 
lished by  Gilbert  and  Lion  as  characteristic  of  the  bacillus  coli. 

1,  It  presents  itself  as  a  short  rod  with  ciliary  motion.  2.  It 
does  not  liquefy  gelatin.  3.  It  grows  as  a  superficial  mem- 
brane on  gelatin,  -t.  It  causes  fermentation,  with  the  forma- 
tion of  gas  and  of  acid,  when  grown  in  grape-sugar  agar  and 
grape-sugar  bouillon,  also  in  milk-sugar  bouillon.  5.  It  pro- 
duces iodol  when  grown  in  bouillon  without  the  presence  of 
sugar. 

From  the  preceding  data  we  conclude  that  the  bacterium 
coli  commune  may  be  pathogenic  for  man,  although  it  may  be 
frequently  present  in  an  only  slightl}^  virulent  form. 

This  bacterium  is  found  in  many  affections  of  the  female 
genital  organs,  especially  in  pathological  conditions  at  the  time 
of  the  puerperium.  As  the  bacillus  comes  from  the  rectum, 
the  evacuation  of  all  puerperse  must  be  conducted  with  great 
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care.  Especially  must  the  greatest  care  be  exercised  to  prevent 
the  finger  of  nurse  or  patient  being  brought  in  contact  with  the 
vagina  after  defecation. 

1626  Spruce  street. 
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SUPPLEMENT, 

Since  the  previous  part  of  this  paper  was  placed  in  the  hands 
of  the  printer  I  have  received  a  letter  from  Dr.  Pick,  written 
October  13th,  in  which  he  answers  some  questions  I  addressed 
him  before  leaving  Berlin. 

The  first  of  these  questions  concerned  the  relative  frequency 
of  infection  by  the  bacterium  coli  commune  and  other  pyogenic 
bacteria.  Dr.  Pick  answers  by  stating  that  infection  by  the 
bacterium  coli  commune  is  very  rare  in  comparison  with  infec- 
tion with  other  bacteria.  ' '  I  give  you  the  results  of  some  bac- 
teriological examinations  in  cases  of  purulent  conditions  of  the 
female  genital  organs. 

"  In  122  cases  of  pyosalpinx  the  contents  of  the  tube,  or  the 
wall,  were  free  from  bacteria  in  75,  while  they  were  present  in 
47.  The  bacteria  "were  in  the  following  relative  frequency:  in 
28,  gonococcus;  tubercle  bacillus,  9;  3,  streptococcus  pyogenes; 
1,  bacteriiim  coli  commune;  and  in  2,  other  bacteria.  In  37 
cases  of  purulent  oophoritis:  in  9,  the  gonococcus;  in  4,  the  tu- 
bercle bacillus;  in  4,  the  bacillus  coli  communis;  and  in  2,  other 
bacteria. 

"  In  17  cases  of  non-tuberculous  peritonitis:  in  8,  streptococcus 
pyogenes;  in  2,  gonococcus;  in  2,  bacterium  coli  commune;  and 
in  1,  other  bacteria. 

"In  247  cases  of  puerperal  sepsis  with  fever,  bacteria  were 
found  in  the  endometrium  in  137,  distributed  as  follows:  in  56, 
the  streptococcus  pyogenes;  in  4,  staphylococcus  aureus;  in 
34,  the  gonococcus;  and  in  2,  the  bacterium  coli  commune. 

"  Therefore,  in  423  gynecological  and  puerperal  cases  the 
bacterium  coli  commune  was  found  in  only  9." ' 

The  next  question  was.  Does  the  course  of  the  disease  give 

•  These  statistical  statements  are  taken  from  the  "  Bakteriologie  d.  weib- 
lich.  Genitalkanal,"  Leipzig,  1897. 
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any  indication  of  its  origin?  This  is  a  question,  it  seems  to  me, 
of  very  considerable  practical  importance  at  present,  when  the 
use  of  antistreptococcic  serum  is  advised  in  grave  puerperal 
infection,  for  manifestly  no  good  can  come  if  the  infection  be 
from  other  cause  than  the  streptococcus.  Dr.  Pick's  answer  is  : 
"If  in  any  infectious  disease  the  temperature  shows  decided 
and  regular  remissions,  this  may  be  an  indication  of  the  presence 
of  the  streptococcus.  In  the  cases  of  infection  from  the  bac- 
terium coli  commune  the  temperature  shows  no  similar  charac- 
teristic indication.  The  production  of  gas  is  not  limited  to  the 
bacterium  coli  commune,  and,  like  the  previous  symptom,  is 
not  pathognomonic.  One  German  author  refers  to  a  special 
kind  of  peritonitis  characteristic  of  infection  with  the  bacterium 
coli  commune.  He  states  that  peritoneal  symptoms  may  be 
altogether  absent  in  this  disease.  Temperature  and  pulse  are 
normal.  Peristalsis  -is  somewhat  disturbed,  but  is  not  com- 
pletely absent.  Eructations  and  vomiting  are  absent.  Feces 
and  flatus  are  passed,  and  meteorism  is  not  marked.  The  tongue 
may  be  clean  and  moist,  but  the  expired  air  has  a  strong, 
sweet  odor,  so  great  that  the  room  is  impregnated  with  it.  The 
patient  usually  has  no  pain  and  is  apparently  so  well  that  a 
fatal  termination  seems  very  improbable.  Nevertheless  death 
occurs,  and  at  the  autopsy  we  are  greatly  surprised  to  find 
stinking  pus  in  great  quantity,  which  has  been  for  days,  or 
sometimes  for  weeks,  in  the  peritoneal  cavity  without  any 
severe  symptoms  having  occurred."" 

Infection  from  bacterium  coli  commune.  Dr.  Pick  proceeds 
to  state,  "is  characterized,  in  my  opinion,  more  by  the  absence 
than  by  the  presence  of  symptoms.  Therefore  my  conclusion 
is  that  the  course  of  the  disease  gives  no  indication  of  its  origin. '' 

Dr.  Pick  condemns  the  use  of  purgatives  in  the  treatment  of 
the  affection,  as  increasing  the  danger  of  infection,  either  b}^  the 
direct  transmission  of  germs  into  the  vagina  during  the  cleans- 
ing of  the  patient  after  defecation,  or  by  the  subsequent  growth 
of  the  bacterium  coli  commune  on  the  skin  and  transmission 
afterward.  "  Curative  purgation  I  consider  bad  treatment, 
because  in  every  case  of  acute  inflammation  of  this  kind  the 
intestine  should  be  kept  quiet."' 

Some  gentlemen  of  the  profession,  sceptical  in  regard  to  the 
danger  from  the  bacterium  coli  commune,  having  asserted  that 
the  serious  results  attributed  to  it  were  due  to  associated  bac- 
teria. Dr.  Pick  replies  as  follows:  "It  is  very  difficult  here  to 
state  which  of  the  causes  is  the  primary  and  which  is  the  sec- 
ondary, or  whether  both  together  are  the  cause  of  the  disease. 
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Since  we  know  from  what  is  observed  iu  other  ors:ans  that  a 
combination  of  two  kinds  of  bacteria  can  produce  an  infection, 
it  is  probable  that  the  same  may  occur  in  this  case.  But  espe- 
cially ill  infection  of  the  genital  organs  of  woman,  whether 
puerperal  or  non-puerperal,  a  secondary  immigration  of  the 
bacterium  coli  commune  would  be  possible  on  account  of  the 
proximity  of  the  parts.*' 

I  feel  very  grateful  for  the  information  and  instruction  given 
me  by  Dr.  Pick,  and  I  hope  this  communication  may  be  of 
interest  and  value  to  some  others. 

NOVEM^BER  3d,  1S97. 

THE  NECESSITY   FOR  EARLY  RECOGXITIOX  AND   TREATMENT 

OF   CARCINOMA    CTERI. 


WILLIAM  D.  HAGGARD,  M.D., 
Professor  of  Gynecology  and  Diseases  of  Children,  Msdical  Department  University 

of  Tennessee,  Nashville,  Tenn. 


Manifestly  this  short  thesis  is  not  in  the  nature  of  a  resume 
of  the  vast  subject  of  carcinoma  uteri,  nor  a  compilation  of 
statistics  from  medical  records,  but  is  intended  to  accentuate 
the  necessity  and  methods  for  diagnosis  of  cancer  of  the  uterus 
in  its  incipiency  and  to  quicken  the  active  and  growing  senti- 
ment in  favor  of  early  surgical  intervention. 

It  seems  as  if  Xature  allows  the  disease  to  linger  in  the  in- 
cipient stage,  even  causing  the  process  of  ulceration  and  the 
peculiar  fetid  odor  to  appear  as  an  admonition  of  danger.  This 
symptom  is  so  characteristic  and  unvarying  in  its  nature  as  to 
be  pathognomonic  of  the  disease,  and  should  be  sufficiently  sig- 
nificant to  the  experienced  practitioner  to  enable  him  to  make  an 
inferential  diaguosis  of  cancer  without  a  vaginal  examination. 
In  impressing  this  point  on  my  classes  I  have  often  stated  it  in 
the  nature  of  a  question.  The  cervix,  which  is  primarily  in- 
volved in  probably  ninety-eight  per  cent  of  cases,  is  the  most 
accessible  part  of  the  uterus,  and  the  alert  physician  frequently 
has  time,  even  after  this  symptom,  for  diagnostic  purposes,  as 
well  as  the  institution  of  radical  measures  for  its  removal,  be- 
fore the  surrouuding  structures  become  irretrievablv  involved. 

Unfortunately  cancer  usuall\-  appears  in  the  climacteric 
decade,  between  40  and  50.  when  the  welcome  and  innocent 
change  of  life  too  often  becomes  the  Xepenthe  which  leads  the 
unsuspecting  woman  to  ^'  Lethe's  dark  stream,"  from  which 
struggling  Nature,  unaided,  never  escapes. 
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Women  should  be  taught  to  understand  that  the  menopause, 
while  it  brings  the  pleasant  assurance  of  a  cessation  to  the 
trials  of  maternity  and  a  conclusion  to  the  annoyance  and  in- 
conveniences of  menstrual  life,  brings  likewise  many  dangers. 

The  diffi3ulty  lies  in  getting  a  starting  point.  The  woman 
who  does  not  know  of  the  danger  of  malignant  disease  at  this 
time  does  not  suspect  it,  and  does  not  consult  her  family  phy- 
sician until  the  disease  has  made  such  inroads  as  to  preclude 
operative  aid  and  her  fate  is  sealed.  If  we  can  devise  some 
means  by  which  every  woman,  when  she  is  approaching  the 
change  of  life,  could  be  induced  to  consult  her  doctor,  we  would 
get  a  starting  point.  Then  let  us  appeal  to  every  medical  man 
to  teach  every  woman  under  his  care  what  may  happen  to  her 
during  this  important  epoch.  If  it  were  possible  to  have  every 
woman  under  competent  medical  supervision  during  the  cli- 
macteric, the  prophylactic  value  of  this  expedient  would  be 
second  only  to  vaccination  and  quarantine. 

This  desideratum  being  obviously  impracticable,  it  remains 
for  all  of  us  individually  to  instruct  our  own  clientele.  Every 
woman  should  be  plainly  taught  the  phenomena  of  a  normal 
menopause.  If  there  is  any  abnormality,  such  as  too  frequent 
or  too  profuse  menstruation,  or  the  appearance  of  a  watery 
discharge,  particularly  if  it  be  attended  Avith  admixture  of 
shreds  of  tissue  resembling  the  washings  from  raw  beef,  and 
often  quickly  followed  by  a  fetid  discharge  of  disintegrating 
tissue,  she  should  consult  her  attendant  at  once.  The  occur- 
rence of  frequent,  or  even  occasional,  sharp,  quick  uterine 
pains  should  be  regarded  with  suspicion.  Another  matter  of 
importance  is  attention  to  metrostaxis  months  or  years  after  the 
cessation  of  menstruation.  Any  of  these  symptoms  in  connec- 
tion with  the  change  of  life  should  suggest  a  thorough  exami- 
nation. They  indicate  the  possibility  of  mahgnancy  and  require 
immediate  inspection. 

Apart  from  the  diflSculties  of  seeing  these  cases  early  is  the 
accurate  diagnosis  when  they  present  themselves.  I  will  not 
enumerate  the  symptoms,  which,  with  the  exception  of  fetor, 
are  not  conclusive,  but  serve  merely  as  danger  signals  and  as  a 
mute  admonition  for  investigation.  Let  us.  then,  consider  the 
well-known  methods  of  diagnosis  which  should  be  employed 
here. 

As  an  additional  reason  for  making  no  mistakes  in  the  de- 
tection of  cancer,  it  is.  as  a  rule,  simple  and  oftentimes  infal- 
lible. I  have  repeatedly  said  in  the  lecture  hall  that  cancer, 
of  all  uterine  diseases,  was  most  unmistakable.     With  a  cor- 
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rect  knowledge  of  its  manifestations,  the  simple  employment 
of  the  senses  of  touch,  sight,  and  smell  is,  as  a  rule,  all- 
sufficient.  Beginning  usually  with  a  digital  examination,  the 
indurated  cervix  imparts  a  cartilaginous  sense  of  resistance  in 
the  early  stages,  or  may  present  the  characteristic  papillary  or 
"  cauliflower  excrescence  "  feel  or  the  ragged,  ulcerated  area  of 
varying  extent.  Instrumental  inspection  reveals  the  livid,  exfo- 
liating surface,  similar  to  the  eversion  attending  aggravated 
cases  of  lacerated  cervix.  The  ulceration  has  a  peculiar  yel- 
lowish hue,  and  the  vegetations  attending  the  papillary  varie- 
ties are  characteristic.  The  discharge  complained  of  can  then 
be  easily  investigated  at  this  time  and  an  estimate  made  of  its 
quantity  and  character.  If  necrotic  destruction  has  com- 
menced, the  peculiar  fetid  odor,  once  observed,  is  so  distinctive 
and  characteristic  as  never  to  be  forgotten  and  to  serve  as 
alone  sufficient  to  establish  a  diagnosis.  From  this  recital  of 
the  usual  findings  in  malignant  disease  it  is  apparent  that  one 
practically  does  not  need  a  microscope.  However,  if  the  dis- 
ease begins  in  the  cavity  it  should  always  be  brought  into 
requisition.  I  am  aware  that  in  many  cases  scrapings  simply 
bring  away  detritus  that  is  structureless  and  useless  micro- 
scopicallj^,  but  it  has  often  been  proven  that  curettings  from 
a  suspicious  case  dropped  into  alcohol  and  submitted  to  a  com- 
petent microscopist  have  converted  a  supposedly  benign  case  of 
endometritis  with  metrorrhagia  and  enlargement  of  the  uterus 
into  sarcoma  or  the  malignant  form  of  adenoma.  I  have 
even  known  charitable  microscopists  to  find  evidences  of 
malignancy  in  uteri  removed  for  other  reasons. 

When  diagnosis  is  indisputable  the  very  responsible  question 
of  operability  requires  answer.  I  will  formulate  the  rule  that 
has  no  exceptions  :  No  case  should  be  subjected  to  operation 
in  which  all  involved  structures  cannot  be  removed.  Rules 
are  intended  to  simplify,  but  their  rigid  fulfilment  does  not 
simplify  generally.  This  is  especially  true  in  this  connection. 
I  do  not  know  any  problem  in  surger}^  whose  solution  is 
fraught  with  so  much  difficulty  as  the  determination  for  or 
against  operation  in  cancer  of  the  uterus  ;  aside  from  the  very 
great  moral  responsibility  in  the  technical  discrimination  is  the 
selection  of  cases.  There  are  a  few  general  but  well-defined 
principles  that  may  be  relied  upon.  The  cervix,  where  the 
majority  of  these  maladies  originate,  is  more  sparsely  supplied 
with  blood  vessels  and  lymph  channels  than  the  endometrium 
or  the  corpus  uteri,  and  it  is  a  matter  of  general  observation 
that  carcinoma  may  exist  there  for  a  considerable  time  without 
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making  inroads  by  involvement  of  adjacent  tissue  to  such  an 
extent  as  to  militate  against  the  feasibilitj"  of  complete  removal. 
How  long  ?  Would  that  I  could  say  !  The  natural  history  of 
uterine  cancer  has  been  estimated  as  lasting  from  one  to  one 
and  a  half  years  ;  for  exceptional  cases,  possibly  longer. 

It  is  apparent  that  only  in  the  early  months  is  extirpation 
safe.  The  danger  of  delay  after  the  appearance  of  the  disease 
increases  in  alarming  ratio  to  each  month  of  its  existence. 
Reed '  reports  the  most  significant  comparative  table  that  I 
have  yet  seen.  In  seven  cases  in  which  the  disease  was  of  more 
than  six  months'  duration  before  operation,  none  were  alive 
two  years  after  operation.  In  seven  cases  where  the  disease 
was  of  six  months'  or  less  duration  before  the  operation,  six 
were  alive  two  years  afterward.  While  this  is  only  approxi- 
mately accurate,  it  is  strikingly  conclusive.  The  extent  of  the 
ulceration  is  another  important  matter,  but  must  be  taken 
together  with  the  amount  of  involvement  of  periuterine  tissue. 
This  requires  the  most  careful  palpation,  directed  to  the  dis- 
covery of  any  glands  at  the  base  of  the  broad  ligament  or  any 
induration  therein.  I  am  in  the  habit  of  supplementing  bi- 
manual examination  with  the  middle  finger  in  the  rectum  for 
a  more  thorough  exploration.  There  are  many  shades  of  in- 
volvement and  a  corresponding  latitude  in  the  limits  for  and 
against  surgical  resort.  The  most  important  one,  and  the  one 
which  ma}'  even  be  too  liberal,  but  beyond  whose  limit  surgery 
should  never  transcend,  is  immobility  of  the  uterus.  It  signi- 
fies a  forbidding  amount  of  secondary  deposit  in  broad  liga- 
ments, or  a  still  more  formidable  complication — peritoneal 
adhesions.  It  has  given  me  more  disappointment  than  any 
other  one  complication,  and  has  caused  death  from  shock, 
abandonment  of  operation,  and  recurrence. 

If  physicians  would  only  realize  that  the  difference  between 
early  discovery  of  this  desperately  fatal  disease,  with  its  bril- 
liant possibility  of  cure,  and  delayed  recognition  with  contigu- 
ous implication  that  denies  the  only  hope,  is  literally  a  differ- 
ence between  life  and  death!  I  cannot  say  definitely,  but  I 
think  I  have  seen  a  dozen  cases  that  were  so  far  gone  as  to  be 
hopeless,  to  one  that  was  within  the  possibility  of  surgical  relief, 
I  believe  mine  is  not  an  unusual  experience.  This  ought  not 
so  to  be,  I  am  aware  that  some  practitioners  hesitate  to  operate 
or  to  even  have  consultation  in  merely  suspected  cases  of  ma- 
lignancy, for  fear  of  causing  a  sensation  and  bringing  criticism 

'  Transactions  of  the  American  Association  of  Obstetricians  and  Gyneco- 
logists, vol.  v.,  p.  307. 
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on  themselves.  This  is  a  great  error.  Better  to  suspect  a 
dozen  cases  that  are  not  than  to  err  in  one  case  that  is  malig- 
nant. The  deplorably  large  number  of  cases  in  which  the  dis- 
ease is  so  far  advanced  as  to  preclude  all  hope  of  relief  by 
surgical  means  is  astounding,  and  should  be  a  rebuke  to  the 
profession,  who  should  be  the  guardian  angels  of  their  people, 
and  bj^  whose  instruction  and  advice  woman  should  be  shielded 
against  this  terrible  disease  and  the  still  more  terrible  death 
which  awaits  her.  There  never  has  been  a  time  in  the  history 
of  medicine  when  the  constantly  increasing  and  unnumbered 
class  who,  from  whatever  unknown  cause,  are  victims  of  the 
dread  scourge  of  malignancy,  could  look  forward  to  temporary, 
if  not  permanent,  relief  with  such  confidence. 

It  was  my  contention  years  ago,  when  the  surgery  of  the 
complete  removal  of  the  uterus  was  clouded  with  dark  records, 
that  it  was  the  only  logical  treatment  for  malignant  disease, 
and  I  predicted  the  day  to  be  not  far  distant  when  the  wonder- 
ful advancement  in  surgery  would  place  it  in  the  pale  of  legiti- 
macy. I  am  thankful  that  I  have  been  permitted  to  live  to  see 
a  consummation  of  that  belief;  and  as  I  decried  partial  ampu- 
tation as  a  mere  resection  of  the  disease,  when  it  was  in  vogue, 
it  is  unnecessary  for  me  to  recite  the  arguments  against  its 
validity  now.  I  can  only  explain  the  excellent  reported  results 
from  that  measure  on  the  ground  of  the  possibility  of  errors  in 
diagnosis,  and,  believing  carcinoma  to  be  a  strictly  local  dis- 
ease, to  account  for  the  large  percentage  of  cases  in  the  pre- 
sence of  actual  disease  on  the  theory  of  early  removal  while 
completely  localized  and  before  the  occurrence  of  extension. 
Far  from  commending  it  in  these  cases  of  apparent  localization, 
I  can  only  regard  the  good  results  fcjllowing  it  as  extremely 
fortunate,  because  I  have  seen  metastatic  deposits  in  the  ute- 
rine body  after  hysterectomy  that  could  not  have  been  posi- 
tively excluded  or  anticipated. 

So  that  the  apparently  paradoxical  rule  of  Pozzi,  "  the  more 
limited  the  disease  the  more  extensive  should  be  the  operation," 
is  seen  to  be  founded  on  undisputed  pathological  data  and  un- 
questioned surgical  demonstration. 

Pozzi  says:  "  In  thus  removing  the  whole  of  the  uterus  the 
result  is  certain;  there  is  no  opportunity  for  the  disease  to 
recur  locally,  and  we  avoid  all  ganglionic  engorgement  and 
invasion  of  the  adjacent  tissues,  both  of  which  have  occurred 
where  the  treatment  has  been  palliative  and  only  partial  de- 
struction attempted.  In  other  words,  we  simply  apply  here 
the  rules  which  are  accepted  for  external  or  general  cancer  " 
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The  contraindications,  involvement  of  contiguous  tissues,  im- 
mobility of  the  uterus,  and  particularly  extension  to  adjacent 
organs,  having  been  ruled  out,  I  believe  the  most  generally 
applicable  surgical  procedure  is  total  extirpation  by  the  vagina. 
Next  to  the  perfection  and  popularization  of  abdominal  section, 
the  improved  technique  of  pelvic  surgery  through  the  vagina 
is  the  most  signal  advance  in  the  domain  of  gynecology.  Car- 
cinoma was  the  classical  indication  for  vaginal  hysterectomy, 
and  to  its  ever-present  and  increasing  necessity  for  alleviation 
must  be  ascribed  the  achievements  of  this  route  as  applied  to 
other  pelvic  conditions.  The  immediate  mortality  is  between 
two  and  four  per  cent  in  the  hands  of  the  expert.  The  opera- 
tion, as  performed  with  forcipressure  in  lieu  of  ligatures,  is 
more  rapid  and  attended  with  less  shock,  and,  in  my  opinion, 
is  the  procedure  of  election,  I  have  long  believed  that  the 
sloughing  resulting  from  the  forceps  operation  is  conducive  to 
the  further  destruction  of  undetected  nodules  and  thereby  a 
protection  against  recurrence. 

There  has  even  been  some  effort  made  to  use  the  toxins  of 
the  pus- producing  bacilli  in  inoperable  carcinoma.  Coley  has 
had  a  gratifying  meed  of  success  with  the  toxins  of  erysipelas 
and  bacillus  prodigiosus  in  mixed  culture.  It  seems  to  have 
given  better  results  in  sarcoma  than  in  carcinoma,  but  I  do 
not  know  that  it  has  been  applied  to  the  uterus  at  all.  I 
believe  in  the  future  successful  application  of  some  form  of 
serum  therapy  to  malignant  disease.  It  will  be  the  crowning 
triumph  that  science  will  bestow  on  humanity. 

It  is  a  well-known  clinical  fact  that  in  carcinoma  of  the 
breast  there  are  distinct  cancerous  groupings  of  cells  in  the 
axillary  glands,  so  minute  as  not  to  be  felt.  This  has  led  to 
routine  clearing  of  the  axilla  of  all  its  glandular  contents  in- 
stead of  simple  excision  of  glands  appreciably  enlarged.  The 
results  of  amputation  of  the  mamma  with  this  very  important 
addition  to  the  technique  have  been  perceptibly  bettered.  This 
principle  has  been  extended  to  operations  for  carcinoma  of  the 
uterus.  Clark,  by  ligation  of  the  uterine  artery  beyond  the 
vaginal  branch,  thus  obtaining  a  bloodless  field  of  operation, 
has  cleared  the  pelvis  of  the  connective  and  glandular  tissue  in 
the  broad  ligaments  after  removal  of  the  uterus.  This  opera- 
tion, so  correct  in  its  principle,  has  yet  to  demonstrate  a  de- 
cided improvement  as  to  remote  results  before  the  objection  of 
its  greater  danger  can  be  overcome. 

If  the  profession  at  large  would  only  heed  the  lesson  sought 
to  be  inculcated  herein — viz.,  (I)  education  of  female  patients 
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to  the  danger  of  cancer  at  or  about  the  menopause;  (2)  early 
interpretation  of  suspicious  symptoms,  followed  by  immediate 
local  examination;  (3)  prompt  surgical  interference  in  malig- 
nant disease — it  would  be  the  means  of  adding  uncounted  years 
to  the  span  of  life  in  women  thus  afSicted,  In  conclusion,  per- 
mit me  to  emphasize  one  single  statement:  Medical  treatment 
of  uterine  cancer  is  neglect;  early  surgical  procedure,  prompt 
and  efficient,  is  the  only  rational  treatment. 

While  we  are  awaiting  with  anxious  expectancy  the  advent 
of  the  magical  orrhotherapy  that  will  liberate  mankind  from 
the  thraldom  of  malignancy,  let  us  not  relax  our  efforts  to  de- 
tect its  insidious  approach  and  thwart  its  deadly  advances  by 
the  timely  and  skilful  institution  of  radical  and  immunizing 
surgery. 

312  North  High  street. 


a   case  of  combined  intra-  and  extrauterine 
pregnancy  at  term  : 

THE    FORMER    CHILD   DELIVERED    ALIVE    NATURALLY,   THE    LATTER    (DEAD) 
REMOVED  BY   CELIOTOMY   FOUR  "WEEKS   LATER  ;    RECOVERY.' 


HUBERT   A.  ROYSTER,  A.B.,  M.D., 
Raleigh,  N.  C. 


fWith  two  illustrations.'* 


Ox  July  14th,  1897,  I  was  asked  by  Dr.  J.  B.  Powers,  of 
Wake  Forest,  to  see  with  him  a  colored  woman  who  lived 
near  Wyatt  Station,  twelve  miles  from  Raleigh.  He  furnished 
me  with  the  following 

History  of  the  Patient. — Juniata  D.,  age  34  years,  married; 
has  had  six  children,  all  easy  labors,  and  no  miscarriages; 
ever  since  the  birth  of  her  first  child  her  menses  have  been 
irregular,  sometimes  missing  a  whole  month,  but  she  has  had 
no  dysmenorrhea  and  no  excessive  flow.  Dr.  Powers  was  first 
called  to  see  her  on  June  27th  by  a  negro  midwife.  She  had 
delivered  the  woman  forty-eight  hours  before  of  a  living  child 
by  the  natural  channels,  but  sent  for  the  doctor  because,  as 
she  said,  she  "felt  another  child  and  it  wouldn't  come."  On 
palpating  the  abdomen  Dr.  Powers  made  out  what  he  at  once 

*  Presented  in  abstract  to  tlie  Raleigh  Academy  of  Medicine,  August 
4th,  1897. 
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considered  to  be  a  living  fetus  at  full  term  lying  in  a  transverse 
position  inside  the  abdominal  cavity.  Making  a  vaginal  exami- 
nation, he  introduced  his  entire  hand  into  the  uterus  and  found 
that  this  organ  was  empty  and  unruptured,  also  that  the  mov- 
ing body  above  was  not  connected  with  the  womb.  He  made 
a  diagnosis  of  abdominal  pregnancy  at  term  and  advised  an 
operation.  This  was  refused.  On  the  next  day,  June  28th,  he 
was  accompanied  by  Dr,  Chappell,  who  agreed  in  the  diagnosis 
and  stated  that  he  could  hear  the  fetal  heart  sounds.  Still  the 
patient  declined  to  have  the  operation  performed.  Dr.  Powers 
then  waited  a  week  before  making  a  third  visit,  and  in  another 
week's  time  asked  Dr,  H.  H,  Harris  to  see  the  patient  in  con- 
sultation. At  this  time  the  fetal  movements  had  ceased;  the 
woman's  temperature  was  99|°;  she  had  more  pain.  Dr.  Har- 
ris concurred  in  the  opinion  already  expressed,  being  able  to 
distinguish  the  parts  of  the  fetus  accurately,  "The  patient 
and  her  friends  did  not  consent  to  an  operation  until  it  was 
evident  that  septic  processes  were  at  work  and  death  was  to  be 
the  end,"  Her  husband  appeared  at  Dr.  Powers'  office  July 
13th  and  expressed  a  desire  to  have  the  operation  performed. 

Examination. — Three  days  later,  July  16th,  I  met  Drs. 
Powers  and  Harris  at  the  patient's  house  and  examined  her. 
Change  in  the  physical  condition  rendered  it  impossible  for  me 
to  make  out  anything  definite.  Since  Dr.  Powers'  last  visit  the 
abdomen  had  become  very  much  larger  and  so  tightly  dis- 
tended that  palpation  and  percussion  revealed  nothing  save 
the  presence  of  fluid  extending  almost  up  to  the  xiphoid  car- 
tilage and  showing  distinct,  uniform  fluctuation.  There  was 
dulness  anteriorly  and  resonance  in  the  flanks.  No  signs  of  a 
solid  enlargement  could  be  discovered.  Slight  pressure  pro- 
duced acute  pain.  Examination  by  vaginal  touch  was  likewise 
unsatisfactory.  The  cervix  was  large,  boggy,  and  deeply 
lacerated;  there  was  a  rusty -colored,  odorless,  sticky  discharge 
from  the  uterus.     Her  temperature  was  101-|°  and  her  pulse  120. 

History  of  Rupture. — The  following  history  of  her  gestation 
period  was  obtained:  She  menstruated  last  in  the  early  part  of 
October,  189G  (exact  date  not  remembered),  and  seemed  to  be 
normally  pregnant  up  to  the  4th  of  December.  On  the  evening 
of  that  day,  just  before  retiring,  she  went  out  into  the  yard, 
squatted  down  on  the  ground  to  urinate,  and,  while  in  the  act, 
was  seized  with  a  sudden  sharp  pain  in  the  right  side  which 
caused  her  to  call  for  help.  She  fell  in  a  half -fainting  way, 
was  carried  into  the  house,  put  to  bed,  and  in  a  few  hours 
recovered.     There  was  no  external  loss  of  blood.     Her  abdo- 
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men,  however,  became  larger,  and  she  has  "  never  felt  right 
since,"  being  in  bed  part  of  the  time  up  to  a  week  before  her 
confinement. 

Removal  to  Hospital. — I  agreed  in  the  counsel  for  an  im- 
mediate celiotomy,  considering  it  necessary  to  save  the  woman's 
life,  and  urged  her  removal  to  Rex  Hospital.  I  expressed  no 
opinion  as  to  the  condition.  On  July  17th,  at  3.30  p.m.,  the 
patient  was  brought  to  the  hospital  and  preparations  for  the 
operation  were  begun  at  once.  From  the  jolting  on  the  railway 
train  and  the  excitement  the  patient's  temperature  on  admission 
was  103°  and  her  pulse  128.  Half  an  ounce  of  Epsom  salts  was 
administered  at  once.  She  was  given  a  warm  bath,  with  espe- 
cial attention  to  the  abdomen  and  pubes,  which  were  afterward 
shaved  and  then  scrubbed  with  soap  and  water,  alcohol  and 
bichloride  solution  (1  :  2000).  A  large  compress  of  green  soap 
was  laid  on  the  abdomen  and  held  in  place  by  a  sterilized  towel. 
The  vagina  was  disinfected  and  douched  with  a  creolin  solu- 
tion. On  the  following  morning  she  drank  a  cup  of  strong 
coffee  early  and  at  8  o'clock  an  enema  was  given.  Just  before 
the  operation  her  temperature  was  994°. 

Operation  ^Mly  18th,  1897,  11  a.m. — Ether  was  administered 
by  Dr.  A.  W.  Goodwin  ;  I  was  assisted  by  Drs.  Knox,  Mc- 
Geachy,  and  my  father,  Dr.  W.  I.  Royster.  Drs.  Harris  and 
Powers  were  also  present.  The  patient,  having  been  thor- 
oughly anesthetized,  was  placed  on  the  table  in  the  Trendelen- 
burg position  and  the  abdomen  opened  by  a  four-inch  median 
incision.  The  abdominal  walls  were  thinned  from  over  disten- 
sion, and  the  knife  at  once  came  down  upon  thickened  peri- 
toneal tissue.  Cutting  through  this,  a  large  quantity — prob- 
ably half  a  gallon — of  dirty,  yellowish  fluid  of  a  peculiar  odor 
began  to  gush  out.  When  almost  all  of  this  had  been  allowed 
to  escape,  the  incision  was  prolonged  with  scissors  and  the  left 
hand  introduced.  The  lower  extremity  of  a  fetus  was  felt  and 
the  knee  brought  up  into  the  wound,  demonstrating  the  correct- 
ness of  Dr.  Powers'  diagnosis.  The  incision  was  again  pro- 
longed, making  it  seven  inches  in  length.  Grasping  the  dead 
child  by  the  head  and  shoulders,  I  delivered  it  through  the 
incision,  tied  the  cord  and  cut  it  close  to  the  fetus.  To  save 
time  only  one  ligature  was  used.  Preparations  were  now  made 
to  deal  with  the  placenta.  It  was  found  in  the  lower  part  of 
the  cavity,  mainly  to  the  left  of  the  middle  line,  though  extend- 
ing somewhat  to  the  right.  It  was  adherent  to  the  anterior 
abdominal  wall  and  to  the  left  side  of  the  pelvic  brim.     The 
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umbilical  cord,  short  and  thick,  was  adherent  to  the  anterior 
wall  at  two  points  to  the  right  of  the  incision,  but  it  was  sepa- 
rated easily  and  traced  up  to  its  placental  attachment.     Before 
attempting  to  enucleate  the  placenta  a  careful   examination 
was  made,  in  order  to  determine  if  there  had  been  a  rupture  of 
the  uterus.     In  doing  this  it  was  seen  that  the  gestation  sac 
was  entirely  extraperitoneal,  and  that  the  general  cavity  of  the 
abdomen  had  not  been  opened  except  for  two  inches  at  the 
upper  angle  of  the  incision,  where  it  had  been  prolonged  to 
gain  room  for  extracting  the  child.     This  opening  had  already 
been  covered  by  gauze  pads,  and  the  position  of  the  patient  pre- 
vented protrusion  of  the  bowel.     The  sac,  being  tightly  fixed 
to  the  anterior  abdominal  wall,  was  in  front  of  and  below  the 
intestines,  while  the  uterus  and  its  appendages  were  in  their 
normal  situation  below  and  behind.     In  order  to  make  sure  of 
the  condition  of  the  uterus,  one  of  my  assistants  introduced 
his  left  hand  into  the  already  disinfected  vagina,  and,  manipu- 
lating with  the  other  hand  above,  found  this  organ  whole  and 
in  good  position,  the  gestation  sac  growing  fast  to  its  left  cornu. 
The  placenta  was  now  gently  loosened  by  dry  dissection,  and 
its  coverings  stripped  back  by  the  fingers  until  the  left  wall  of 
the  pelvis  was  reached,  where  two  silk  ligatures  were  placed 
around  the  more  vascular  adhesions  and  the  tissues  cut  on  the 
placental  side.     There  was  very  little  bleeding.     The  sac  was 
cleared  of  its  debris  of  slimy,  macerated  material,  washed  out 
with  hot  salt  solution,  sponged  dry,  and  the  abdominal  wound 
closed  with  through-and-through  silkworm-gut  sutures,  after 
inserting  strips  of  gauze  and  bringing  their  ends  out  through 
the  lower  angle  of  the  incision  for  drainage.     The  abdomen  was 
dressed  with  sterilized  gauze  and  cotton  retained  by  a  flannel 
binder.     The  patient  was  put  to  bed  and  exhibited  not  a  sign  of 
shock.     She  had  no  vomiting  or  nausea  and  her  pulse  was  104. 
After-treatment  and  Result. — The    patient  never  had  an 
untoward  symptom  during  her  convalescence.     On  the  second 
day  her  temperature  remained   at  101°  for   a   few  hours,  but 
quickly  fell  to  normal  as  soon  as  her  bowels  were  moved.    The 
gauze  drain  was  removed  and  renewed  forty-eight  hours  after 
the  ojDeration,  and  every  day  subsequently  for  over  three  weeks, 
at  the  end  of  which  time  the  necessitj^  for  its  presence  ceased 
to  exist.     During  the  first  week  a  good  quantity  of  fluid  was 
drained  from  the  sac,  being  of  the  same  character  as  that  which 
flowed  out  at  the  time  of  the  operation.     At  the  end  of  thirty- 
six  hours  a  vaginal  discharge  of  the  same  material  was  noticed, 
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showing  that  in  cleaning  out  the  sac  the  fingers  or  the  irrigat- 
ing tube  had  evidently  been  thrust  through  the  friable  sac  wall 
into  the  vaginal  fornix.  Daily  creolin  douches  were  ordered. 
On  the  next  day,  in  dressing  the  abdomen,  the  odor  of  creolin 
was  detected  on  the  gauze  which  was  taken  out  of  the  drainage 
opening.  As  the  fluid  diminished  in  quantity  the  sac  gradu- 
ally contracted.  The  stitches  were  removed  on  the  twenty- 
first  day.     Granulation  of  the  opening  left  for  drainage  required 


Fig.  1. 


some  daj'S  longer,  but  by  the  fourth  week  union  was  good  and 
the  patient  was  allowed  to  sit  up.  She  gained  flesh  and  strength 
rapidly,  and  returned  to  her  home  on  August  27th  in  perfect 
health.  The  extrauterine  fetus  (Fig.  1)  was  a  fully  developed 
female  weighing  four  and  a  quarter  pounds.  There  was  no 
deformity,  but  its  face  and  head  were  flattened  laterally  from 
pressure.  The  placenta  (Fig.  2)  weighed  two  pounds.  In  re- 
gard to  the  child  delivered  naturally  Dr.  Powers  writes  me  as 
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follows:  ''The  other  child  was  a  boy,  lived  two  weeks,  never 
nursed,  and  no  milk  appeared  in  the  mother's  breasts  till  just 
before  its  death,  which  resulted  from  inanition.  It  was  not 
weighed,  but  had  the  sixth  finger  on  one  hand." 

Bemarks.—l:>lo  apology  is  offered  for  having  reported  this 
case  in  full  at  the  earliest  moment.  The  condition  is  one  that 
is  not  often  found,  and  not  easily  diagnosticated  prior  to  the 
termination  of  the  intrauterine  pregnancy,  while  operative 
measures  for  its  relief  have  been  by  no  means  invariably  suc- 
cessful. Many  cases  of  simultaneous  intra-  and  extrauterine 
gestation  have  been  recorded,  but  comparatively  few  in  which 
both  pregnancies  have  gone  to  full  term.     More  rarely  still  has 


Fig.  2. 

the  diagnosis  been  made  in  time  to  insure  the  most  judicious 
treatment.  In  looking  up  the  literature  of  the  subject  I  find, 
first,  that  up  to  IS'.'O  the  Index  Catalogue  of  the  Library  in 
the  Surgeon-General's  Office  gives  37  references. '  Not  hav- 
ing all  these  at  my  command,  I  have  no  means  of  knowing 
how  many  of  them  were  full-term  pregnancies,  and  therefore 
they  are  not  available  for  analysis  in  this  instance.  In  1881 
Dr.  B.  B.  Brown,"  of  Baltimore,  collected  2-i  cases  of  the 
combined  conditions,  10  of  which  were  at  nine  months.     Of 

'  Tills  and  many  of  those  which  follow  were  kindly  furnished  me  by  Dr. 
R.  P.  Harris,  of  Philadelphia. 
'  Trans.  American  Gynecol.  Soc,  vol.  vi.,  1881,  pp.  444-462. 
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these  latter,  (a)  6  were  left  to  Nature,  with  the  result  that  3 
lived  and  3  died.  In  .one  of  those  which  lived  (1845)  an  inci- 
sion was  made  in  the  abdominal  wall,  through  which  the  fetus 
passed  one  month  later,  while  in  the  other  two  the  fetus 
sloughed  through  into  the  vagina.  The  extrauterine  fetus 
died  in  every  case;  five  intrauterine  children  lived,  (b)  Four 
out  of  the  10  were  subjected  to  operative  interference — one  a 
"  secondary  laparatomy  ^' from  which  both  mother  and  intra- 
uterine fetus  recovered;  the  other  three  operations  resulted 
fatally  to  the  mothers,  but  in  two  the  extrauterine  fetus  was 
saved.  At  the  present  day,  when  prompt  operation  and  asep- 
tic technique  are  employed,  a  similar  number  of  cases  would 
show  far  better  results.  A  case  with  which  mine  corresponds 
somewhat,  and  which  was  included  in  Brown's  table,  is  one  that 
was  reported  by  Dr.  H.  P.  C.  Wilson,'  of  Baltimore.  In  this 
case  the  first  child  was  born  normally  at  eight  months  and 
"the  second  delivered  alive  at  term  by  laparatomy."  The 
mother  unfortunately  died  ninety  hours  after  the  operation, 
but  the  extrauterine  child  was  alive  a  year  afterward.  As  a 
matter  of  local  interest,  showing  that  the  case  which  I  have 
reported  is  not  the  first  one  even  in  my  own  State,  it  might  be 
well  to  quote  the  following  paragraph  from  Dr.  Wilson's  valu- 
able paper:  "  A  case  is  also  on  record  of  a  woman  pregnant 
with  twins — one  child  in  the  uterus,  the  other  extrauterine. 
After  the  birth  of  child  ISTo.  1  she  declined  an  operation  for 
the  second  child,  and  died  in  about  a  month  of  ruptured  cyst. 
This  case  occurred  in  NortJi  Carolina." 

The  mortality  from  these  operations,  whether  performed 
early  or  late,  has  been  high,  but  a  much  larger  number  will 
surely  die  if  left  to  Nature.  It  is  evident  that  the  best  mode 
of  dealing  with  combined  twin  pregnancies  seen  at  term — the 
only  method  whereby  three  lives  may  possibly  be  saved — is 
prompt  surgical  interference  as  soon  as  the  condition  is  recog- 
nized. There  always  comes  up  the  question  of  diagnosis,  which 
is  most  difficult.  Brown  ^  states  that  it  is  rarely  made  before 
death  or  until  after  spontaneous  extrusion  of  the  dead  fetus. 
"  Gutzwiller  says  there  are  no  diagnostic  signs,  and  Schrenck 
states  that  there  are  43  cases  recorded,  in  only  3  of  which 
was  a  correct  diagnosis  made."^  In  some  cases  the  extra- 
uterine   pregnancy   has    been    accidentally   discovered   while 

'■  American  Journal  ok  Obstetrics,  1880,  xiii.,  pp.  831-826. 

•  Log.  cit.         '  Amer.  Year  Book  of  Med.  and  Surg.,  1897,  p.  496. 
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operating  for  delivery  of  an  intrauterine  fetus.  Among  the 
more  recent  cases  may  be  mentioned  one  by  Franklin,'  in  which 
a  living  full-term  fetus  was  extracted  from  the  uterus  by  Cesa- 
rean section,  while  in  a  sac  projecting  from  Douglas'  pouch 
was  found  a  dead  full-term  fetus.  The  patient  died  half  an 
hour  after  operation.  In  this  meagre  search  of  the  literature 
no  case  parallel  to  mine  has  been  seen,  but  I  doubt  not  that 
since  1881  a  similar  result  has  been  reached  in  a  case  of  this 
kind. 
323  West  Morgan  street. 
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The  effect  of  pregnancy  upon  certain  diseases  and  the  effect 
of  certain  diseases  upon  pregnancy  are  subjects  of  daily  im- 
portance. A  few  cases  which  have  occurred  in  my  practice 
.seem  to  me  of  considerable  interest. 

1.  Rheumatic  Fever. — Mrs.  G.  had  been  under  my  care 
more  or  less  for  several  years.  She  had  had  an  endometritis 
and  a  subinvoluted  uterus.  She  had  complained  particularly 
(and  bitterly)  of  burning  spots  in  the  vagina;  of  burning,  ten- 
der spots  of  small  circumference  in  the  abdominal  wall;  and 
of  great  tenderness  of  the  pelvic  bones.  This  last  condition 
was  always  very  marked.  In  December,  1892,  being  called,  I 
found  her  with  a  temperature  of  103°.  She  had  had  repeated 
chills  since  the  day  before.  She  was  about  four  and  a  half 
months  pregnant.  She  had  been  flowing  slightly  for  several 
days,  the  discharge  being  dark  in  color  and  very  foul  in  odor. 
She  had  had  no  labor  pains,  nor  pains  of  any  kind.  The  cervix 
was  not  at  all  dilated. 

The  presumption  was  that  she  was  carrying  a  dead  fetus 
and  that  the  chills  and  fever  were  septic  in  origin. 

A  tamponade  of  the  vagina  was  efficient  in  inducing  con- 
tractions. Eight  hours  after  its  introduction  it  was  expelled, 
and  the  fetus  also  was  expelled  into  my  hand.    To  my  surprise 

*  British  Med.  Jour.,  No.  1741,  p.  1019,  quoted  in  Amer.  Year  Book,  1896. 
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it  was  living  at  the  moment  of  birth  and  for  several  moments 
afterward.  I  distinctly  felt  the  quivering  of  the  body  and 
felt  and  saw  the  motion  of  the  limbs.  The  foul  odor  of  the 
discharge  was  acquired  within  the  vagina;  there  was  no  trace 
of  it  in  the  uterus.  Within  twentj^-four  hours  after  the  birth 
violent  pain  attacked  the  pelvic  bones,  at  first  the  symphysis 
pubis,  and  later  the  other  pelvic  joints.  A  course  of  rheumatic 
fever  succeeded,  running  for  two  weeks  or  more.  The  pain 
and  disability  were  of  much  longer  duration. 

Since  that  time  she  has  suffered  from  a  very  annoying  gene- 
ral pruritus. 

2.  Diabetes. — The  association  of  diabetes  and  pregnancy  is 
a  condition  of  things  usually  looked  upon  as  being  one  of  very 
doubtful,  if  not  of  very  gloomy,  prognosis.  Dr.  Henry  Lj^man, 
in  his  article  upon  "  Diabetes"  in  "  The  American  Text  Book 
of  Practice,"  says  :  "  The  conjunction  of  diabetes  and  preg- 
nancy is  a  source  of  great  danger  to  the  patient  ;  abortion  oc- 
curs in  one-third  of  the  cases,  and  in  one-half  of  them  delivery 
is  followed  by  death  from  pulmonary  consumption  or  from 
coma."  Twenty-five  cases  have  been  reported  in  medical  lite- 
rature, and  of  these  six  died  before  or  at  the  full  term  of  preg- 
nancy. Mrs.  H.,  35  years  old,  in  her  fourth  pregnancy,  was 
expecting  her  confinement  the  last  of  May,  1895.  I  saw  her 
first  about  one  month  before  this  time,  when  she  told  me 
that  she  had  for  a  year  been  under  treatment  for  diabetes. 
She  had  had  the  classic  symptoms  of  diabetes — ^the  polyuria, 
the  exaggerated  thirst  and  hunger,  and  the  emaciation — be- 
sides the  presence  of  sugar  in  the  urine.  During  her  pregnancy 
she  had  had  a  severe  stomatitis,  and  pyrosis  was  present  to  a 
very  painful  degree.  As  a  consequence  she  had  eaten  very 
little  food  of  any  character.  At  the  time  of  my  first  visit  she 
was  having  labor  pains  of  considerable  severity,  the  child  l3'ing 
low  and  the  cervix  somewhat  dilated.  Such  was  her  condition 
throughout  May  and  June,  the  pains  abating  during  the  day- 
time to  return  at  night.  By  July  1st,  when  she  had  gone  one 
month  beyond  the  time  of  her  expectation,  this  had  become 
unbearable.  A  little  assistance  in  dilatation  brought  matters 
to  a  crisis,  and  a  ten-pound  baby  girl  was  born.  The  conva- 
lescence of  the  mother  was  slow.  She  flowed  too  freely  ; 
after-pains  were  severe.  The  improvement  in  the  condition  of 
the  mouth  and  stomach  was  slow.  Constipation  was  hard  to 
overcome.  About  one  month  after  confinement  an  analysis 
of  urine  showed  the  presence  of  sugar.     The  quantity  of  urine 
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was  less  than  before  childbirth,  and  she  did  not  now  suffer  from 
hunger  and  thirst.  Milk  was  secreted  in  sufficient  quantity, 
but  was  hopeless  in  quality,  containing  only  about  one  and  a 
half  per  cent  of  fat.  The  baby  did  not  thrive  until,  at  about 
7  weeks  of  age,  she  weaned  herself  from  her  mother's  milk. 
The  mother  had  declined  to  follow  my  advice  and  cease  to 
nurse  her  baby. 

The  subsequent  history  of  this  woman  throws  some  doubt 
upon  the  diagnosis  of  diabetes.  For  some  months  after  con- 
finement she  lived  upon  skim  milk  and  soda  biscuit.  At  the 
present  time,  two  years  later,  she  is  apparently  a  hale  and 
hearty  woman.  No  analysis  of  urine  has  been  made  since  I 
ceased  attendance  after  confinement. 

3.  Epilepsy. — One  night  in  the  summer  of  1891  I  was  sum- 
moned to  a  girl  who,  according  to  the  messenger,  was  in  a  fit. 
She  had  evidently  had  an  epileptic  seizure.  There  had  been 
the  initial  outcry,  the  spasm,  the  frothing  at  the  mouth,  and 
the  stapor  following.  Previous  to  this  time  she  had  been  sub- 
ject to  attacks  of  dizziness,  but  had  never  before  had  a  convul- 
sion. The  day  preceding  this  attack  had  been  exceedingly  hot, 
and  she  had  stood  in  the  sun  upon  the  river  bank,  waiting  for 
several  hours  for  the  launching  of  a  boat.  A  few  months  later 
she  had  three  attacks  in  quick  succession.  All  these  came  be- 
fore her  marriage  in  December,  1891.  She  became  pregnant 
immediately,  and  in  the  next  five  years  had  three  children. 

Daring  her  first  pregnancy  she  had  no  epileptic  attacks;  dur- 
ing the  second  she  had  two;  and  during  the  third,  one.  Her 
first  labor  was  long  and  difficult.  I  was  with  her  from  begin- 
ning to  end,  and  there  was  no  trace  of  convulsion.  I  did  not 
attend  her  in  her  second  confinement,  but  was  told  by  one  of 
the  family  that  she  was  "  threatened"  with  an  attack.  What 
this  might  mean  I  did  not  kaow  until  I  saw  her  in  her  third 
labor.  The  labor  was  of  not  more  than  an  hour's  duration. 
Once  during  that  time  she  was  unconscious;  the  muscles  of  the 
face  became  a  little  rigid.  She  did  not  respond  when  I  spoke 
to  her,  but  the  labor  pain  roused  her,  and  there  was  no  relapse 
into  the  unconscious  condition.  Otherwise  since  her  marriage 
she  has  had  no  attacks.  They  have  occurred  only  during 
pregnancy,  but  she  has  been  pregnant  twenty-seven  months 
out  of  sixty. 

4.  Measles. — I  have  seen  two  cases  of  measles  occurring 
during  pregnancy.  In  the  first  case  it  was  at  the  end  of  the 
nine  months.    The  patient's  temperature  was  102°,  and  the  rash 
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was  just  appearing  when  labor  pains  came  on.  Morphia 
checked  the  pains  for  twenty-four  hours,  when  the  rash  was 
fully  out  and  the  temperature  had  fallen  to  99°.  An  easy,  nor- 
mal labor  ensued,  and  recovery  was  uncomplicated,  except  that 
the  temperature  was  subnormal  for  two  weeks.  The  baby  was 
healthy.  It  lay  by  its  mother's  side  and  nursed  at  her  breast, 
and  did  not  have  the  measles. 

In  the  other  case  the  measles  occurred  at  about  the  seventh 
month  of  pregnancy,  which  was  not  interrupted. 

5.  Malarial  Fever. — I  remember  but  two  cases  of  continued 
malarial  fever  in  a  pregnant  woman.  In  one  case,  on  the  third 
day  of  the  fever  and  at  the  eighth  month  of  pregnancy  labor 
occurred — an  easy,  normal  labor.  The  fever  continued  for 
one  week  longer  and  recovery  was  slow.  This  mother  was 
able  to  nurse  the  child  until  it  was  a  year  old. 

In  the  other  case  the  woman  must  have  been  several  weeks 
pregnant  when  she  had  a  run  of  fever  lasting  two  weeks.  She 
had  violent  chills  and  her  temperature  ran  frequently  to  104°, 
but  the  pregnancy  was  not  interrupted. 

The  statement  has  been  made  that  malarial  fever  does  not 
often  occur  during  pregnancy.  This  may  be  true,  though 
women  are  very  susceptible  to  it  after  confinement.  Other 
symptoms  than  fever  of  malaria,  such  as  neuralgia,  are,  how- 
ever, common  enough. 

The  idea  that  quinine  is  likely  to  induce  labor  will  not  hold 
in  the  face  of  the  fact  that  in  this  climate  we  are  all  frequently 
obliged  to  give  antimalarial  doses  to  pregnant  women. 

6.  Salpingitis  and  Appendicitis. — I  had,  several  years  ago, 
a  case  of  which  the  diagnosis,  in  the  absence  of  operation, 
either  ante-mortem  or  post-mortem,  must  remain  doubtful.  I 
believe  there  was  either  salpingitis  or  appendicitis,  or  both. 

The  child  had  been  born  an  hour  when  I  reached  the  house. 
The  placenta  was  easily  expressed.  At  no  time  was  my  hand 
or  finger  within  the  vagina.  The  woman  was  shaking  with  a 
chill  which  I  took  to  be  of  nervous  origin,  excited  by  the  un- 
pleasant situation.  When  she  continued  to  have  chills  and 
fever  I  learned  that  she  had  not  been  well  for  months  and 
that  for  a  day  or  two  preceding  confinement  she  had  had  fever. 
An  irregular  fever,  sometimes  running  to  106°  and  sometimes 
as  low  as  100°,  continued.  She  would  have  two  or  three  chills 
in  twenty  four  hours,  followed  by  profuse  sweating.  She  had 
severe  headache,  was  sleepless,  often  hysterical,  and  some- 
times delirious.      At  first  the   bowels   moved   rather   freely. 
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Later  there  was  constipation,  probably  due  to  morphia  given 
to  induce  rest  and  sleep.  There  was  great  abdominal  tender- 
ness, especially  in  the  right  iliac  region.  This  she  had  had 
during  her  pregnancy.  The  pulse  was  never  feeble  until  the 
last  hour.  On  the  third  day  she  had  a  severe  pain  which  she 
said  was  not  an  after-pain.  This  had  passed  away  when  I 
reached  her,  and  no  S3nnptom  of  collapse  followed  it  After 
about  the  fifth  day  tympanites  set  in,  and  she  died  rather 
suddenly  on  the  ninth  day.  The  surroundings  and  circum- 
stances were  about  as  bad  as  could  possibly  be.  The  woman 
did  not  expect  to  live  nor  wish  to  live.  Under  slightly  more 
favorable  circumstances  an  operation  might  have  saved  her 
life. 

In  March,  1895,  I  was  asked  by  another  phj^sician  to  attend 
a  case  of  miscarriage  which  he  was  at  that  time  unable  to 
attend.  A  three-months  fetus  had  been  expelled  spontane- 
ously, but  the  placenta  had  to  be  taken  away.  The  patient 
had  been  having  labor  pains  for  several  days  and  had  had 
during  the  same  time  a  little  fever.  The  fever  continued  after 
the  miscarriage,  and  after  two  or  three  days  the  pain  and  ten- 
derness which  she  had  felt  to  some  extent  across  the  abdomen 
and  in  the  right  and  left  iliac  regions  became  very  much  in- 
creased, especially  upon  the  right  side.  There  was  tj^mpanites, 
but  no  distinct  tumor  could  be  detected.  A  week  later  she 
passed  blood  and  pus  per  rectum,  and  at  the  same  time  the 
pain  upon  the  right  side,  the  swelling,  and  the  fever  left  her. 
Pain  upon  the  left  side  remained  more  or  less  severe.  A  few 
months  later  an  abdominal  section  confirmed  the  diagnosis  of 
appendicitis  and  double  salpingitis. 

7.  I  had  for  a  short  time  under  my  care  a  woman  who  had 
ozena.  She  had  had  it  from  childhood.  The  odor  from  it 
saturated  the  air  of  a  room  in  a  few  minutes.  No  treatment 
relieved  it.  People  fled  from  her  as  from  a  pest.  She  was  in 
the  seventh  month  of  pregnancy  when  I  saw  her.  She  was 
confined,  in  due  time,  in  a  hospital,  and  died  ten  days  later  of 
"puerperal  fever."  That  the  sepsis  might  have  had  its  origin 
in  the  ozena  no  one  who  had  once  been  in  her  neighborhood 
could  well  doubt, 
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In  a  paper  read  before  this  Society  two  years  ago  I  tried 
to  show  that  gynecological  massage  is  a  logical,  rational, 
and  essentially  conservative  method  of  treatment,  and  one 
without  any  danger  to  the  patient.  Since  then  I  have  had 
ample  opportunity  to  apply  this  method  in  private  practice, 
with  results  so  satisfactory  that  I  am  more  in  favor  of  it  than 
ever.  It  is  with  great  satisfaction  that  I  have  followed  the 
extension  of  this  method  through  the  European  countries, 
especially  Germany  where  it  has  gained  a  firm  foothold.  It 
is  practised  in  every  universit}^  hospital  for  women,  and  now 
that  Berlin  has  taken  the  lead  in  establishing  a  chair  of  mas- 
sage, the  other  universities  are  soon  to  follow.  Gj^necological 
massage  fills  the  gap  between  operative  procedures  and  what 
the  French  call  "la  petite  gynecologies' — namely,  the  speculum 
treatment,  tampons,  douches,  etc.  The  most  brilliant  results 
are  in  overcoming  adhesions,  the  importance  of  which  is  only 
too  well  known  to  the  gynecologist.  According  to  the  latest 
researches,  there  exists  a  circulus  vitiosus  between  perimetritis 
and  parametritis.  Schultze  is  of  the  opinion  that  chronic  pel- 
vic peritonitis  rarely  occurs  without  affecting  the  subperitoneal 
connective  tissue.  Inflammatory  processes,  acute  as  well  as 
chronic,  which  have  their  origin  in  the  parametrium,  cause 
almost  invariably  pathological  products  on  the  free  surface  of 
the  peritoneum.  Therefore  we  find  often  in  one  case  parame- 
tritic scars,  peritonitic  exudates,  agglutination  of  surfaces,  and 
pseudo-ligaments.  Twenty  per  cent  of  all  gynecological  cases 
are  retroflexions,  most  of  them  with  fixations.  Opinions  differ 
as  to  their  origin.  Ziegenspeck  thinks  that  the  majority  of 
retroflexions  are  ciiused  by  adhesions,  while  Schultze  maintains 
that  the  adhesions  are  the  result  of  irritation  caused  by  retro- 

*  Read  before  the  Medical  Society  of  the  District  of  Columbia,  June  9th, 
1897. 
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flexion.  Whatever  the  cause  of  the  adhesions  may  be,  we 
must  appreciate  a  method  of  treatment  which  alone  is  capable 
of  restoring  parts  to  their  normal  condition.  German  gyne- 
cologists have  devised  several  modifications  of  the  Thure 
Brandt  method.  Sanger,  of  Leipzig,  performs  what  he  calls 
interrupted  massage;  he  secures  the  uterus  by  means  of  a  vol- 
sella  forceps,  and  in  turn  massees  with  the  finger  in  the  va- 
gina and  draws  down  the  uterus.  Chrobak  puts  his  patients 
to  bed  and  attaches  a  traction  apparatus  to  the  uterus,  thus 
stretching  the  adhesions.  Diihrssen  modifies  Chrobak's  meth- 
od and  places  the  patients  upon  the  Thure  Brandt  couch,  raised 
at  the  foot  end.  A  volsella  is  put  into  the  cervix,  and  this  is 
attached  to  the  end  of  the  couch  by  means  of  a  firm  rubber 
band.  The  patients  remain  in  this  position  for  twelve  hours  at 
a  time.  He  reports  17  cases  thus  treated;  9  were  cured,  7  im- 
proved, 1  was  a  failure,  and  1  a  relapse. 

It  has  been  stated  repeatedly  that  an  accurate  diagnosis  is 
necessary  before  resorting  to  massage,  and  yet  nothing  facili- 
tates a  correct  diagnosis  more  than  this  method.  After  the 
parts  have  been  treated  by  analgesic  massage  for  a  few  min- 
utes they  are  much  less  sensitive,  and  ovaries  and  tubes  which 
could  not  be  felt  at  first  are  distinctlj'  palpable.  This  fact  is 
well  recognized,  and  the  Germans  speak  of  a  "  palpatory  mas- 
sage," or  the  combined  examination  of  Thure  Brandt  Diihrs- 
sen, and  it  is  considered  far  superior  to  the  examination  under 
anesthetics.  It  requires  less  time,  means  less  expense  to  the 
patient,  requires  only  one  physician,  no  special  preparation  is 
necessary,  and  last,  not  least,  the  physician  gains  a  more 
accurate  information  concerning  the  subjective  symptoms;  he 
can  easily  locate  especially  sensitive  points,  which  under  ether 
is  an  impossibility.  The  patient  does  not  have  to  get  up  on  a 
high  table  (the  couch  being  onl}^  fourteen  inches  high);  the 
abdominal  muscles  are  not  so  hard,  since  the  couch  can  be 
raised  at  both  ends;  there  is  no  exposure,  no  necessity  for 
changing  the  examining  hand,  no  uncomfortable  strained  po- 
sition for  the  physician,  which  often  makes  the  delicate  palpa- 
tion impossible;  nor  is  there  the  pressure  of  the  outer  hand  on 
the  abdomen,  but  instead  gentle,  circular  friction. 

Before  proceeding  to  report  some  cases  treated  by  this  method, 
I  would  like  to  mention  a  paper  by  Dr.  Monod.'  The  doctor 
gives  an  interesting  account  of  his  "convers'on."  Several 
years  ago,  when  reading  of  Thure  Brandt,  the  Swedish  major, 

'  Ann.  de  la  Policlinique  de  Bordeaux,  No.  35,  November,  1896. 
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and  his  new  treatment,  lip  did  not  hesitate  to  ridicule  it;  but 
when  he  saw  it  spreading  in  France  he  used  every  opportunity 
in  pubKc  and  private  to  abuse  Brandt,  and  especially  his  fol- 
lowers. About  this  time  the  doctor  made  a  journey  to  Austria 
and  Hungary.  Much  to  his  astonishment  he  found  this  treat- 
ment in  vogue  at  the  Woman's  Hospital  of  A^ienna.  He  was 
present  at  a  clinic  where  Prof.  Chrobak  introduced  several 
cases  cured  b}-  massage,  among  them  several  cases  of  frequent 
micturition  without  any  symptoms  of  bladder  or  kidney 
disease.  This  started  him  to  thinking,  and  as  he  had  in  his 
clientele  several  such  cases,  on  whom  everything  had  been  tried 
in  vain,  he  decided  to  investigate  the  therapeutic  properties  of 
this  mode  of  treatment.  When  he  visited  the  Hungarian 
Royal  Hospital  for  Women  in  Budapest  he  observed  several 
cases  while  under  treatment  and  pronounced  the  results  mar- 
vellous. He  hastened  back  to  France,  stopped  in  Paris,  and, 
as  he  had  no  time  to  learn  the  treatment  himself,  he  engaged 
the  services  of  a  woman  physician  who  had  been  assistant  in 
the  Baudelocque  Hospital,  where  she  had  practised  massage 
for  two  years.  In  the  paper  mentioned  above  he  reports  11 
cases  of  frequent  micturition,  without  disease  of  the  urinary 
organs,  cured  in  this  way.  First  case  was  one  of  retroflexion; 
patient  micturated  five  to  six  times  at  night  and  every  half- 
hour  through  the  day,  and  had  become  a  nervous  wreck;  she 
was  cured  in  39  seances;  second  case,  retroflexion,  urinated 
practically  every  few  minutes,  cured  in  17  seances;  third  case, 
prolapse — frequent  micturition,  cured  in  10  seances  (not  the 
prolapse,  but  the  frequent  micturition) ;  fourth  case,  retroflexion, 
cured  in  32  seances;  fifth  case,  anteversion,  cured  in  25  seances; 
sixth  case,  anteversion,  cured  in  24:  seances  ;  seventh  case, 
anteversion,  cured  in  35  seances;  eighth  case,  retroflexion, 
cured  in  35  seances;  ninth  case,  anteflexion,  cured  in  33  seances; 
tenth  case,  anteflexion,  cured  in  25  seances;  eleventh  case, 
anteflexion,  cured  in  33  seances. 

It  is  needless  to  add  that  with  such  results  the  doctor  has 
become  an  enthusiastic  believer  in  the  Thure  Brandt  treatment. 

The  cases  which  I  shall  report  to-night  are  not  of  the  same 
diagnosis;  I  have  rather  endeavored  to  show  the  variety  of 
pathological  conditions  which  can  be  successfully  treated  by 
this  method. 

Case  I.  Retroflexio  Fixata. — Miss  B,,  kindly  referred  to 
me  by  Dr.  W.  W.   Johnston.      Family  history  good.     First 
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menstruation  at  13,  regular;  duration,  three  days.  For  the 
last  few  years  the  menses  have  been  exceedingly  painful, 
accompanied  by  cramps  and  vomiting.  The  patient  further 
complained  of  continual  backache,  constipation,  and  nervous- 
ness. Examination  revealed  an  enlarged  uterus  in  marked 
retroflexion,  held  down  by  firm  adhesions,  its  whole  posterior 
surface  being  adherent  to  the  rectum.  The  tubes  and  ovaries 
were  tender  and  slightly  congested. 

Patient  received  the  first  treatment  December  21st,  1894. 
This  consisted  of  the  analgesic  massage  only,  since  she  com- 
plained of  great  tenderness  of  the  lower  abdomen.  After  three 
days  of  treatment,  all  pain  having  disappeared,  I  was  able  to 
work  on  the  adhesions.  Each  treatment  was  preceded  and  fol- 
lowed by  Swedish  movements  to  deplete  the  pelvis.  Besides 
this  the  patient  was  directed  to  take  hot  douches  and  keep  her 
bowels  open;  this  latter  was  especially  important,  as  part  of 
her  treatment  was  rectal  effleurage.  The  patient  had  been  for 
years  in  the  habit  of  taking  from  five  to  six  laxative  pills  every 
night;  to  these  she  now  added  a  tablespoonful  of  castor  oil, 
and  yet  the  result  was  unsatisfactory.  I  now  commenced  to 
give  her  together  with  pelvic  massage  the  Thure  Brandt  treat- 
ment for  constipation,  and  on  the  fourth  day  the  bowels  moved 
without  any  medication  for  the  first  time  in  years.  This  anti- 
constipation  treatment  was  continued  for  several  weeks,  and 
the  bowels  have  continued  to  be  regular  to  this  day,  about  two 
and  a  half  years.  Two  weeks  after  treatment  was  commenced 
the  patient  menstruated  without  any  pain;  in  fact,  she  was 
able  to  pursue  her  work  as  an  artist  at  the  Corcoran  Art  School 
during  the  entire  day,  while  during  all  her  previous  menstrua- 
tions the  first  two  days  were  invariably  spent  in  bed. 

The  results  obtained  so  far  were  very  satisfactory,  and  I  now 
tried  to  hasten  matters  by  prolonging  the  seances  and  giving  a 
more  energetic  treatment.  To  my  regret  the  patient  now  com- 
plained of  irritable  bladder  and  frequent  micturition.  Several 
days  of  analgesic  massage,  however,  restored  normal  condi- 
tions, and  I  had  learned  the  lesson  which  Thure  Brandt  always 
impressed  upon  his  followers  :  ''It  is  better  to  do  too  little  than 
too  much. " 

During  the  next  few  weeks  the  uterus  was  gradually  freed 
from  all  adhesions,  the  posterior  fixation  being  the  most  obsti- 
nate, but  it  finally  yielded  to  rectal  effleurage.  This  mode  of 
treatment  is  sometimes  exceedingly  fatiguing  to  the  operator. 
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As  soon  as  the  uterus  was  freed  from  posterior  adhesions  the 
flexion  was  considerably  diminished,  and  the  organ  straightened 
out  under  the  next  few  treatments. 

The  patient  menstruated  the  second  time  on  February  8th. 
Again  she  was  free  from  any  symptom,  and  during  the  three 
days  of  this  period  the  adhesions  yielded  so  well  that  by  the 
time  the  flow  ceased  I  was  able  to  bring  the  uterus  up  into  the 
normal  position.  Of  course  as  soon  as  the  supporting  finger 
was  withdrawn  the  organ  fell  back  to  its  original  position. 

The  patient  felt  unusually  well  all  this  time;  the  regular 
action  of  the  bowels  had  exerted  its  beneficial  effect  upon  the 
upper  part  of  the  alimentary  canal,  so  that  the  digestion  was 
again  quite  normal.  She  gained  strength  and  weight  rapidly, 
and  with  the  adhesions  every  pelvic  symptom  had  disappeared. 
The  treatment  now  was  directed  to  give  tone  to  the  ligaments 
b)y  different  manipulations  of  massage  and  another  set  of 
Swedish  movements.  The  uterus,  now  no  longer  enlarged, 
was  put  into  normal  position,  the  fundus  was  pressed  against 
the  S3miphysis  pubis,  aud  the  patient  was  told  to  stand  up  while 
the  examining  finger  continued  to  support  the  uterus. 

From  February  20th  until  March  od  the  organ  retained  its 
normal  position,  and,  by  this  time  the  premenstrual  congestion 
adding  more  weight  to  the  uterus,  it  remained  retroverted  for  a 
few  days.  The  treatment  was  stopped  during  this  menstrua- 
tion, as  Brandt  only  advises  its  continuation  during  this  time 
for  the  purpose  of  loosening  adhesions.  On  March  12th  patient 
came  again  to  my  office ;  the  uterus  readily  returned  to  the 
normal  position.  She  was  directed  to  take  the  Swedish  move- 
ments at  home  several  times  daily  and  to  assume  the  genu- 
pectoral  position  as  often  as  time  permitted. 

All  in  all,  her  treatment  did  not  last  three  months.  She  was 
again  examined  on  April  2d,  May  13th,  and  June  20th,  and  the 
uterus  was  found  in  normal  anteversion.  She  then  went  out 
West,  and  for  the  last  two  years  the  news  has  been  most  satis- 
factory, none  of  her  old  symptoms  having  returned. 

Case  II.  Betroversio  Fixata  Chronica. — Mrs.  X.,  set.  52; 
family  history  good.  Menses  always  regular.  Patient  has  had 
three  normal  labors;  the  fourth  and  last  child  was  delivered  by 
forceps  about  twenty  years  ago.  Puerperal  fever  resulted,  and 
the  patient,  who  had  always  been  in  good  health,  remained  a 
confirmed  invalid  from  that  time  on.  At  various  intervals  she 
received  local  treatment;  six  years  ago  she  went  to  a  private 
sanatorium,  where  she  was  curetted  and  put  through  a  course 
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of  pessaries,  all  of  which  had  to  be  abandoned  on  account  of 
the  intense  suffering  they  caused. 

Patient  consulted  me  November  22d,  189G.  I  found  a  very- 
large,  retroverted  uterus,  so  firmly  bound  down  by  adhesions 
that  not  the  slightest  movement  in  any  direction  was  possible. 
The  patient  was  not  able  to  come  to  my  office,  anrl  I  had  to  give 
the  first  treatments  at  her  home  on  an  improvised  Thure  Brandt 
couch,  which  made  the  work  very  hard.  For  nearly  three  weeks 
it  seemed  as  though  no  progress  were  made  in  the  case  at  all, 
except  that  all  sensitiveness  had  disappeared.  B}^  degrees  the 
patient  became  a  little  stronger  and  was  able  to  take  the  Swe- 
dish movements.  Daring  the  fourth  week  the  uterus  became 
more  movable  and  continued  to  improve  steadily.  Rectal 
efflaurage  seemed  to  help  but  little  in  this  case,  the  uterus  being 
so  very  large  that  onh'  half  of  it  could  be  reached  by  the  finger. 
Hot  rectal  injections  were  ordered. 

After  nine  weeks  of  treatment  the  uterus  was  freed  from  all 
adhesions,  and  now  the  effort  was  directed  toward  reduction  of 
its  size.  A  rather  forcible  massage,  a  sort  of  kneading,  together 
with  depleting  movements,  soon  brought  about  a  considerable 
diminution  in  size.  No  attempt  was  made  to  keep  the  uterus 
in  anteflexion,  as  the  ligaments  had  lost  all  elasticity  and  it 
would  have  been  a  waste  of  time.  After  some  difficult}^  the 
patient  was  persuaded  to  wear  a  pessary,  which  caused  a  colpitis 
and  had  to  be  removed.  The  patient  now  feels  quite  well,  back- 
ache and  the  host  of  other  symptoms,  reflex  and  otherwise, 
which  accompany  these  old  cases  of  retrodisplacement,  all  hav- 
ing left  her  completely. 

The  treatment  extended  over  two  months  and  a  half,  and  was 
not  daily,  but  three  times  a  week  so  that  she  had  all  together  32 
seances.  This  case  was  not,  strictly  speaking,  treated  by  the 
Thure  Brandt  system  alone,  as  the  hot  rectal  injections  and 
glycerin  and  ichthyol  tampons  were  resorted  to.  No  one, 
however,  will  think  that  the  tampons  and  injections  alone 
could  have  separated  masses  of  adhesions  of  twenty  years' 
standing  in  32  treatments. 

Case  III.  Anteflexio  Fixata  Chronica. — Mrs.  X.,  about 
38  years  old.  Menses  always  regular.  Has  had  one  labor,  six- 
teen years  ago.  Shortly  after  this  she  had  an  attack  of  acute 
metritis,  and  since  then  has  never  been  entirely  well.  While 
as  a  young  girl  she  had  always  menstruated  painlessly,  now 
since  the  birth  of  her  child  and  the  supervening  inflammation 
she  has  suffered  from  intense  dysmenorrhea,  disabling  her  at 


838   NORDHOFF-JUNG:  THE  THURE  BRANDT  TREATMENT 

least  two  days  out  of  every  month.  Dilatation  was  resorted 
to  without  any  result  whatever,  not  to  mention  every  drug  in 
the  market  ever  prescribed  for  this  purpose.  The  patient  was 
a  medical  student  and  thus  had  a  good  opportunity  for  ex- 
perimenting upon  herself.  Next  to  dysmenorrhea  her  most 
troublesome  symptom  was  frequent  micturition.  She  had  to 
rise  four  and  more  times  at  night,  and  during  the  day  she  had 
to  empty  her  bladder  at  least  every  hour.  The  urine  had  been 
examined  several  times  and  was  always  found  normal.  There 
were  no  symptons  of  cystitis. 

She  consulted  me  on  December  •^6tli,  ISOi.  The  uterus  was 
found  in  anteflexion.  The  fundus  was  drawn  to  the  right  and 
fixed  by  adhesions.  The  cervix  pointed  into  the  left  cul-de-sac 
and  was  almost  of  the  consistence  of  cartilage.  The  ovaries 
were  normal,  although  slightly  hypersensitive.  Treatment  was 
commenced  at  once,  consisting  of  Swedish  movements  and 
massage.  On  the  eighth  day  the  uterus  was  distinctly  more 
movable,  and  after  two  weeks  of  treatment  menstruation  came 
on  without  any  pain  for  the  first  time  in  fifteen  years.  On 
January  20th  the  uterus  could  be  moved  into  an  artificial  retro- 
version; the  adhesions  had  been  loosened,  and  the  parenchyma 
had  been  sufficiently  softened  to  allow  the  straightening-out  of 
the  organ.  Micturition  became  less  frequent  from  the  time 
the  uterus  was  more  movable,  and  after  five  weeks  of  treat- 
ment the  patient  could  hold  the  normal  amount  of  urine. 
Over  two  years  have  passed  since  she  was  dismissed,  and  there 
has  been  no  return  of  her  trouble. 

Case  IV.  Anteflexio  Uteri. — Mrs.  X.  gives  a  good  family 
histor}^.  Menses  commenced  at  13  years  and  were  always 
irregular  and  painful.  Has  been  married  three  years  and 
never  conceived.  Patient  consulted  me  March  25th,  1895. 
Her  chief  complaints  were  dysmenorrhea,  frequent  micturi- 
tion, and  sterility.  The  uterus  was  found  in  very  marked 
anteflexion,  slightly  inclined  to  the  left  side.  The  organ  was 
very  hard  to  the  touch,  and  the  speculum  revealed  erosions  of 
the  cervix.     The  ovaries  and  tubes  were  normal. 

The  treatment  consisted  of  Swedish  movements,  pelvic  mas- 
sage, and  medicinal  applications  to  the  erosions.  On  the  fourth 
day  of  the  treatment  the  patient  menstruated  with  as  much 
pain  as  ever.  On  April  2d  she  reported  an  improvement  in  the 
function  of  her  bladder,  having  risen  only  three  times  during 
the  night,  instead  of    five  times  as   before.     The   urine  was 
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found  normal  upon  analysis.  During  the  night  of  April  5tli 
she  rose  only  twice,  and,  instead  of  urinating  every  hour 
through  the  day,  she  was  able  to  hold  the  urine  for  two  hours. 
April  Sth  one  nocturnal  micturition.  April  11th  she  slept 
through  the  entire  night,  and  urinated  about  every  two  and  a 
half  to  three  hours  through  the  day.  The  uterus  was  softer 
and  could  easily  be  straightened  ;  April  20th  it  could  be  moved 
in  every  direction,  and  could  even  be  held  in  a  forcible  retro- 
version. 

The  second  menstruation,  which  occurred  on  April  25th,  was 
absolutely  painless,  and  for  the  first  time  in  her  life.  The 
bladder  continued  to  do  well,  and  the  massage  was  stopped. 
By  the  end  of  May  the  patient  was  discharged  cured.  The 
treatment  had  lasted  exactly  two  months.  The  uterus  was 
normal  in  consistence  and  freely  movable.  Four  months  later 
she  came  to  report.  The  examination  revealed  the  same  satis- 
factory condition  as  when  she  left  off  treatment.  There  has 
been  no  return  of  pain  during  menstruation.  In  August,  189G, 
she  came  again  to  my  office,  having  missed  four  menstruations. 
Pregnancy  was  diagnosed,  and  in  February,  1897,  she  was  de- 
livered of  a  full-term  child. 

Case  V.  Dextroversio  Fi.xatci ;  Epilepsij. — Miss  X.,  19 
years  old,  had  been  a  strong  and  healthy  child.  At  13  years 
she  menstruated  for  the  first  time,  without  any  discomfort.  On 
the  second  day  of  her  period  she  waded  in  a  cold  brook;  the 
flow  ceased  at  once  and  a  local  peritonitis  resulted.  Having 
recovered  from  this,  there  remained  a  great  tenderness  in  the 
right  iliac  region  and  constant  backache.  Six  months  after 
the  first  period  she  had  such  a  violent  attack  of  pain  in  her 
right  side  that  a  relapse  of  peritonitis  was  feared.  She  had  an 
•epileptic  attack,  the  first  one  in  her  life,  and  while  she  was 
yet  unconscious  her  second  menstruation  came  on.  A  month 
later  the  same  clinical  picture  presented  itself,  and  this  contin- 
ued for  nearly  two  years.  By  this  time  the  epileptic  attacks 
became  more  frequent,  amounting  to  two  or  three  during  a 
period.  During  the  summer  of  1893  they  came  on  independently 
•of  any  menstrual  time,  and  in  1894  they  averaged  thirteen  dur- 
ing each  month,  gradually  increasing  in  severity  and  dura- 
tion. The  patient  was  under  the  care  of  the  late  Dr.  William 
Lee,  who  had  witnessed  one  of  the  attacks  and  pronounced  it 
true  epilepsy,  and  treated  her  with  the  bromides.  After  Dr. 
Lee's  death  the  administration  of  the  potassium  and  sodium 
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bromides  was  continued  until  "  bromism  *"  was  ver}-  marked. 
Oophorectom}'  had  been  advised,  but  the  family  absolutely  re- 
jected such  a  step. 

On  February  27th,  1805,  the  patient  was  brought  to  my 
office.  She  was  19  years  old,  tall  and  well  developed.  The 
eruption  of  acne  was  so  severe  that  at  first  sight  I  feared  that 
I  had  to  deal  with  a  small-pox  case.  Her  breath  was  fetid,  the 
sp3ech  ver}"  slow  and  monotonous,  the  eyes  without  expression, 
and  the  heaviness  of  intellect  was  very  perceptible.  The  ex- 
amination revealed  a  rather  long  vagina;  the  uterus  could  not 
be  palpated  at  first,  and  after  repeated  efforts  it  was  located 
high  up  and  drawn  entirel}"  away  from  the  median  line,  firmly 
adherent  to  the  right  side  of  the  pelvis.  A  right  ovar}"  and 
tube  could  not  be  found  at  the  time  ;  subsequent  treatment 
revealed  them  to  be  buried  underneath  the  uterus.  The  left 
adnexa  were  normal,  the  ligaments,  however,  being  much 
stretched. 

On  February  28th  treatment  was  begun.  The  bromides 
were  stopped  and  arsenic  was  substituted.  The  Swedish  move- 
meats  were  badly  doae,  owing  to  lack  of  understanding  on  the 
part  of  the  patient,  and  for  fully  a  week  she  was  not  able  to 
relax  the  abdominal  walls  enough  to  get  one  good  massage. 
Daily  visits  to  my  office  were  not  possible,  as  the  fits,  if  coming 
in  the  morning,  left  her  weak  the  rest  of  the  day.  She  fre- 
quently came  with  a  bitten  tongue,  cuts  and  bruises  on  her 
body,  and  on  March  7th  she  had  a  fit  while  in  the  bath  tub  and 
was  nearly  drowned.  Under  the  administration  of  arsenic  her 
appetite  improved,  and  regular  evacuation  of  the  bowels  was 
brought  about  by  the  Thure  Brandt  constipation  treatment. 
The  local  condition  changed  very  little  at  first,  although  the 
uterus  was  less  adherent.  March  20th  menstruation  came  on 
with  much  less  pain  than  usual.  March  21st  she  had  two  fits. 
On  the  24th  the  flow  stopped.  The  perimetritic  adhesions  were 
yielding  to  the  treatment  more  rapidly  now,  and  the  right 
ovar}^  could  be  mapped  out  and  massead.  The  uterus  was 
easily  drawn,  not  only  into  the  median  line,  but  also  toward 
the  symphysis  pubis.  For  twenty-one  days  the  patient  was 
free  from  fits,  flenses  came  on  on  April  27th;  during  that  day 
the  patient  had  two  fits,  a  third  one  on  the  29th,  and  again  one 
on  the  30th.  Then  came  another  pause  of  twenty-one  daj's, 
followed  by  an  attack  of  short  duration  and  much  less  severe 
than  any  of  her  previous  attacks.  On  May  24th  she  had  one 
in  the  street  car  on  her  way  to  my  office.     On  May  28th  she 
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menstruated  without  pain.  There  was  no  return  of  a  fit  until  a 
month  later,  preceding  her  period.  Treatment  was  stopped  in 
June;  her  uterus  was  at  the  time  very  freely  movable,  nearly 
in  the  median  line,  and  inclined  to  the  right.  Unfortui^ately 
at  this  time,  owing  to  a  trip  to  Europe,  I  lost  sight  of  the  case. 

I  report  this  case,  not  by  any  means  as  a  cure  of  epilepsy, 
but  simply  to  show  that  in  this  case  pressure  upon  the  right 
ovarv  seemed  to  be  the  etiological  factor  in  producing  the 
attacks,  and  that  in  proportion  as  this  pressure  was  relieved 
the  fits  diminished  in  number  and  severity. 

Case  VI.  Perimetritis;  06pho}-itisj  Salpingitis  Sinistra. 
— Mrs.  X..  about  30  years  old,  gives  a  good  family  history. 
First  menstruation  at  14,  irregular  but  painless.  When  mar- 
ried ten  months  was  delivered  of  a  health}^  child  at  full  term. 
Puerperal  fever  set  in,  and  after  a  long  and  serious  siege  of  ill- 
ness she  was  taken  to  Bar  Harbor  to  recuperate.  She  became 
pregnant  again,  but  an  abortion  took  place  and  resulted  in 
pelvic  peritonitis.  In  October,  1803,  she  went  to  New  York 
to  Dr.  Emmet's  private  sanatorium,  where  she  remained  until 
March,  1891.  Returning  home  after  six  months,  she  was  yet 
unable  to  attend  to  any  household  or  social  duties  and  had  to 
lead  the  life  of  an  invalid.  In  August,  1894,  she  had  a  mis- 
carriage of  five  months,  which  aggravated  her  condition  con- 
siderably. An  operation  for  removal  of  the  ovaries  was  pro- 
posed and  absolutely  refused.  During  the  winter  of  1894-95 
various  forms  of  treatment  were  resorted  to,  but  no  benefit  was 
experienced.  March  6th,  1895,  she  consulted  me.  The  exami- 
nation revealed  a  lacerated  perineum;  the  vagina  was  hot, 
very  sensitive;  the  uterus  in  anteversion,  very  much  enlarged; 
the  right  ovary  and  tube  were  congested  and  tender;  the  left 
adnexa  were  hidden  in  an  enormous  mass  which  was  exqui- 
sitely sensitive  to  the  touch. 

Treatment  was  begun  on  March  7th.  Only  the  slightest 
form  of  analgesic  massage  could  be  given,  accompanied  by  de- 
pleting Swedish  movements.  After  the  fourth  treatment  the 
tenderness  still  continued  as  before,  and,  this  being  rather  un- 
usual with  the  Thure  Brandt  method,  I  became  somewhat 
alarmed  lest  there  might  be  some  pus  hidden  in  that  mass.  I 
wrote  to  Dr.  Emmet,  asking  him  for  his  opinion  of  the  case. 
His  reply  was  as  follows: 

89  Madison  Avenue,  New  York, 
March  13th,  1895. 
Dear  Doctor:— When  I  first  saw  Mrs.  X.  she  had  had  pelvic 
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peritonitis,  with  considerable  thickening  and  tenderness  on  the 
left  side.  She  g'ot  rid  of  this  while  under  treatment  at  my  pri- 
vate hospital.  Her  present  condition  is  the  result  of  a  miscar- 
riage last  August.  Very  truly  yours, 

i?HOMAS  Addis  Emmet. 

This  left  me  rather  in  the  dark,  and  so  I  continued  the 
treatment  in  the  gentlest  possible  manner,  carefully  watching 
all  the  symptoms.  By  degrees  the  tenderness  lessened,  and 
now  the  mass  could  be  more  distinctly  analyzed.  It  consisted 
of  a  tube  about  the  thickness  of  a  thumb,  in  its  median  por- 
tion, the  ovarian  ligament  also  thickened,  and  an  enormous  exu- 
date hiding  the  ovary  completely;  its  posterior  border  alone 
could  be  reached  by  rectal  examination . 

Every  day  for  eight  to  ten  minutes  the  tube  was  masseed  in 
a  direction  from  without  inward:  the  exudate  was  treated  in 
the  opposite  direction.  Vibrations  and  circular  frictions  was 
all  the  pelvic  treatment  consisted  of  so  far;  to  this  were  add- 
ed movements  to  deplete  the  pelvic  organs — some  given  be- 
fore, others  after  the  massage — besides  the  anti-constipation 
treatment  as  devised  by  Thure  Brandt. 

During  the  third  week  of  treatment  a  decided  improvement 
could  be  ascertaiuerl .  Now  the  stroking  and  kneading  move- 
ments were  added  with  ver}^  satisfactory  results.  The  uterus 
grew  smaller  and  less  tender,  and  by  May  19th  treatment  was 
stopped  A  month  later  the  patient  became  pregnant,  and  in 
March,  1895,  she  gave  birth  to  a  fine  boy.  Labor  was  per- 
fectly normal.  In  April,  1897,  another  child  was  added  to  her 
family. 

Thus  in  less  than  two  and  a  half  months  of  treatment 
enormous  exudates,  the  result  of  repeated  attacks  of  perito- 
nitis, were  overcome,  and  the  uterus  from  a  chronic  state  of 
inflammation  was  changed  into  a  useful  organ,  able  to  perform 
its  function. 

Case  VII.  Subinvolution. — Mrs.  X.  Menstruation  always 
normal.  First  pregnancy  eight  years  ago;  normal  labor  except 
for  lacerations.  In  May,  1893,  she  had  a  trachelorrhaphy  and 
perineorrhaphy  performed  by  Dr.  Ford  Thompson.  In  Octo- 
ber, 1894,  she  gave  birth  to  a  fine,  large  boy,  without  causing 
any  laceration  of  the  recently  repaired  parts.  In  September, 
1895,  she  had  a  miscarriage,  during  the  winter  of  1895-96  an 
abortion,  and  in  July,  1896,  another  miscarriage,  which  left 
her  in  a  weakened  condition,  chiefly  attributable  to  contin- 
ual hemorrhages.      The  patient,  being  a  practising  physician 
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herself,  used  every  available  therapeutic  means  to  control  the 
menorrhagia.  When  no  improvement  occurred  she  decided  to 
have  the  uterus  curetted,  which  was  done  thoroughly  by  a 
'New  York  physician.  Yet  the  flow  persisted  and  the  uterus 
remained  enlarged.  In  September  she  wrote  to  me  asking  if 
pelvic  massage  could  help  her  where  everything  else  had  failed. 
I  urged  her  to  try  it,  and  in  October  she  came  to  Washington. 

The  uterus  was  enormously  enlarged,  especially  in  its  antero- 
posteric>r  diameter.  The  organ  was  soft  and  flabby  and  freely 
movable.  There  was  a  continual  oozing -from  the  os  uteri. 
The  adnexa  seemed  normal.  Massage  was  given  for  about 
twenty  minutes  every  morning,  with  the  depleting  movements. 
On  the  fourth  day  the  menorrhagia  was  controlled  and  the 
uterus  commenced  to  diminish  in  size.  The  patient  made  an 
uninterrupted  recovery,  and  in  twenty  days  the  uterus  was 
normal  in  size  and  no  return  of  hemorrhage  was  noticed.  She 
was  able  to  return  to  New  York  and  resume  her  practice. 

825  Vermont  avenue,  Washington,  D.  C. 
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Stated  Meeting,  Friday,  February  5th,  1897. 
Vice-President  Samuel  S.  Adams,  M.D.,  in  the  chair. 

Dr.  H.  L.  E.  Johnson  reported  a  case  of 

atresia    OF     THE    UTERINE    CANAL    AFTER  THE   MENOPAUSE. 

After  first  calling  your  attention  to  a  paper  entitled  "  A  Con- 
tribution to  the  Study  of  Atresia  of  the  Uterine  Canal  after  the 
Menopause,  with  a  Report  of  Three  Cases,'' which  I  read  before 
the  Medical  Society  on  June  12th,  1895,  and  published  in  the 
Journal  of  the  American  Medical  Association  December  7th, 
1895,  I  beg  to  present  the  history  of  a  case  of  the  same  disease 
which  I  treated  successfully  during  the  latter  part  of  the  past 
year.  This  case  was  seen  and  treated,  I  am  informed,  by  three 
members  of  this  Society  previous  to  my  attendance. 

History. — Mrs.  B.,  age  56  years;  white;  married;  never  very 
strong,  but  comparatively  healthy.  Menses  first  began  during 
the  eleventh  year,  and  were  always  scanty  and  painful  until 
subsequent  years,  when  they  were  profuse,  painful,  and  accom- 
panied by  clots.     She  has  not  menstruated  for  twelve  years, 
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but  has  had  considerable  leucorrhea.  Has  never  been  pregnant. 
Ten  3^ears  ago  the  patient  had  dysentery,  followed  by  abscess 
of  the  liver  which  burst  into  the  intestines  or  colon,  discharging^ 
large  quantities  of  pus  for  several  weeks.  She  was  treated  for 
uterine  trouble  with  displacement  eight  j^ears  ago.  During 
the  last  few  years  she  has  consulted  many  irregular  physicians, 
who  made  various  diagnoses.  In  June.  1896,  she  claims  to 
have  consulted  a  prominent  member  of  our  Society,  who  thought 
her  symptoms  suggested  appendicitis.  Subsequently  she  claims 
to  have  consulted  two  other  prominent  members  of  our  Society, 
who  recommended  laparatomy  for  the  removal  of  some  growth. 

I  saw  her  in  August  of  the  past  j^ear;  she  was  then  confined 
to  her  bed;  gave  the  following  special  history:  Is  very  nervous 
and  hysterical;  has  hallucinations,  disturbed  sleep  and  insomnia 
alternating;  has  crying  spells  at  night  and  is  very  melancholy, 
thinking  she  will  lose  her  mind;  has  loss  of  appetite,  faulty 
digestion,  with  constipation;  soreness  in  lower  portion  of  abdo- 
men, with  beaiing-down  and  paroxysmal  pains  in  lower  extrem- 
ity; palpitation  of  heart,  vertigo,  staggering  gait,  and  impaired 
co-ordination;  was  formerly  quite  stout,  but  has  recently  lost 
flesh. 

Exaiiu'nafion.  —  Vulya  and  vagina  inflamed  and  sensitive  to 
touch.  Purulent  discharge.  Cervix  small;  uterus  enlarged, 
soft,  and  boggy,  showing  the  presence  of  fluid;  is  retroverted 
and  bound  down  by  adhesions.  Both  tubes  enlarged,  present- 
ing fluctuating  and  sensitive  masses  on  either  side  of  the 
uterus.  Manipulation  produces  a  great  deal  of  suffering. 
Cervix  eroded:  external  os  ver}^  small,  internal  os  closed. 
Diagnosis  of  atresia  with  retention  was  made  Subsequently 
the  atresia  was  opened  with  sound  and  uterine  dilator,  and  a 
considerable  quantit}^  of  fetid  pus  was  evacuated,  some  hard 
pieces  or  concretions,  or  what  appeared  to  be  pus  and  epithelium, 
subsequenth"  coming  away  in  the  washings,  while  some  were 
removed  from  the  uterine  canal  with  dressing  forceps.  The 
patient  made  a  rapid  recovery,  all  symptoms  disappearing,  and 
she  is  now  quite  well.  The  uterus  is  now  small,  anteflexed, 
freely  movable,  no  pain  is  elicited  on  pressure,  and  the  lateral 
masses  have  disappeared. 

I  have  seen  a  number  of  similar  cases  during  the  past  year, 
and  present  this  one  as  being  of  special  interest,  because  it  was 
seen  and  treated  hj  mj^  friends  above  mentioned. 

Dr.  Henry  D  Fry  said  he  was  sorry  Dr.  Johnson  had  not 
given  a  fuller  history  of  atresia  of  the  uterine  canal.  Recently 
there  had  been  considerable  literature  upon  post-climacteric 
endometritis.  He  said  he  recalled  indistinctly  the  case  referred 
to,  though  his  recollection  was  that  the  woman  was  suffering 
much  pain,  for  which  she  was  receiving  morphia.  He  could 
not  see  how  the  treatment  detailed  as  having  been  instituted 
could  have  relieved  the  condition  as  represented.  Not  much 
had  been  written  on  atresia  of  the  cervix  in  old  women.  All 
mucous  cavities  should  have  an  outlet.  He  detailed  a  case  in 
which  Emmet's  operation  had  been  done,  and  after  the  meno- 
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pause  the  woman  suffered  from  reflex  disturbances  and  bladder 
and  other  pelvic  troubles.  She  was  wearing  a  pessary,  which 
he  removed,  not  recognizing  any  necessity  for  its  use.  He 
found  the  cervix  closed  and  congested.  There  were  several 
cj'sts,  which  he  punctured.  He  thouglit  the  sj^mptonis  were 
caused  by  the  occlusion  of  the  cervical  orifice.  He  had  to  cut 
through  half  an  inch  of  tissue  before  reaching  the  canal. 
Some  mucus  was  discharged.  He  curetted  the  uterus  and 
put  in  a  plug,  thus  relieving  all  the  symptoms. 

Dr.  F.  S.  N"ash  said  he  was  glad  Dr.  Johnson  had  reported 
this  case.  He  was  much  interested  in  the  subject,  as  he  had 
seen  several  cases  of  atresia  in  old  women  at  Dr.  Johnson's 
clinic  in  which  the  symptoms  were  those  of  the  menopause. 

Dr.  G.  Wythe  Cook  said  he  recalled  the  case  referred  to 
by  Dr.  Johnson,  but  he  did  not  remember  having  made  a  dia- 
gnosis of  appendicitis  or  of  any  definite  disease.  The  woman 
was  suffering  great  pain  and  he  administered  morphia  for  its 
relief.  He  did  not  have  an  opportunity  to  make  a  thorough 
examination,  his  attention  being  directed  to  the  relief  of  the 
great  pain.  The  husband  did  not  approve  of  hj-podermatic 
injections,  and  he  was  discharged  from  further  attendance  on 
the  case.  Dr.  Johnson  saw  the  woman  under  quite  different 
circumstances  from  tho.se  that  existed  when  he  saw  her,  some 
six  weeks  having  elapsed,  ample  time  for  the  formation  of  pus. 
Dr.  Johnson  was  fortunate  in  having  successfully  drained  both 
tubes  by  opening  an  atresia  of  the  cervical  canal. 

Dr.  H.  L.  E.  Johnson  said  he  did  not  intend  to  criticise  those 
to  whom  he  referred  in  the  history  of  his  case.  The  condition 
of  the  woman  was  the  same  as  occurs  in  virgins  with  atresia. 
It  was  similar  to  those  before  reported  by  him.  The  uterus 
was  infantile  and  retroflexed;  it  resumed  its  normal  position 
when  relieved.  He  had  consulted  as  many  as  two  hundred 
authorities  without  finding  any  reference  to  the  condition  of 
atresia  of  the  uterine  canal  after  the  menopause.  He  referred 
to  a  case  in  which  trachelorrhaphy  had  been  done  by  another 
operator.  He  afterward  found  the  cervix  closed,  the  uterus 
being  filled  with  a  fluid  which  he  discharged  with  relief  to  the 
patient.  lie  wished  to  call  attention  to  the  nervous  symp- 
toms produced  by  this  condition. 


Stated  Meeting,  Friday,  Fehruary  19th,  1897. 

The  President,  George  Byrd  Harrison,  M.D.,  in  the 

Chair. 

Dr   Francis  Smith  N"ash  reported  the  following  case: 

RECOVERY  FOLLOWING    RIGHT  OVARIOTOMY,  THE  LEFT  OVARY 

being  left  notwithstanding   left  PYOSALPINGITIS; 
abdominal  stitch-hole  abscesses  nearly  one 

year   AFTERWARD. 

I  report  this  case,  which  came  under  my  observation  after 
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being  discharged  by  Dr.  Bovee  (who  performed  the  operation), 
because  the  woman  is  still  a  woman,  although  with  only  one 
ovary,  which  is  apparently  healthy  and  discharging  its  proper 
physiological  functions,  notwithstanding  pus  was  milked  from 
its  tube  during  the  operation;  and  because  of  the  occurrence 
of  stitch-hole  abscesses,  one  two  months  and  another  eleven 
months  after  the  operation,  although  the  wound  in  the  abdomi- 
nal wall  healed  by  first  intention. 

L.  M.,  colored,  19,  single;  never  pregnant;  entered  Columbia 
Hospital  January  9th,  1895,  with  "misery  in  right  lower  abdo- 
men." She  admits  missing  a  period  in  November,  and  that 
the  December  period  was  painful  and  clotted  and  had  continued 
to  the  time  of  admission;  this  she  attributes  to  very  tight  lac- 
ing and  catching  cold.  Her  menstruations  have  usually  lasted 
one  week  and  have  been  regular,  profuse,  and  painless. 

On  admission  there  was  slight  albuminuria,  and  the  uterus 
was  fixed  posteriorly  and  to  the  right. 

On  January  i^ith,  189G,  the  abdomen  and  pubes  were  shaved 
and  she  was  given  an  all-over  bath.  The  following  day,  two 
hours  before  the  operation,  the  abdomen  and  pubes  were  scrub- 
bed with  warm  water,  green  soap,  and  a  brush,  washed  with 
alcohol  and  1 :  1000  bichloride,  and  a  pad  of  gauze,  wet  with 
1  :  2000  bichloride,  applied.  On  the  operating  table  the  parts 
were  again  washed  with  alcohol,  and  Dr.  Bovee  removed  the 
right  appendage  by  abdominal  section.  The  stump  was  tied 
by  passing  the  ligature  through  it,  tying  the  ends  around  one- 
half  of  it,  and  then  bringing  the  ends  around  the  entire  stump  and 
tying  them  again;  the  part  containing  the  artery  can  thus  be 
twice  secured.  It  was  thickened  and  matted  in  the  pelvis,  and 
contained  pus  in  small  amount:  the  ovary  was  degenerated  and 
contained  a  hematoma.  The  left  appendage  was  adherent,  but 
nearly  normal,  and  was  only  liberated. 

There  was  some  oozing,  occasioned  by  the  recent  inflammation, 
and  three  separate  drops  of  pus  were  milked  from  the  left  Fal- 
lopian tube.  The  abdomen  was  dried  and  then  closed  with 
buried  silkworm-gut  and  cutaneous  sutures,  and  the  line  of 
the  incision  covered  with  iodoform-collodion. 

The  patient  made  an  uneventful  recovery.  In  March  she 
had  an  abscess  from  one  of  the  silkworm-gut  sutures,  which 
healed  readily  on  the  removal  of  the  suture,  and  in  December 
a  second  abscess,  identical  in  character  with  the  first,  was  dis- 
posed of.  At  present  she  seems  perfectly  well,  but  menstruates 
oftener  than  formerly;  the  urine  contains  no  albumin,  and 
the  uterus  is  in  fair  position,  although  somewhat  straightened, 
and  the  fundus  turned  very  slightly  to  the  left. 

Dr.  Bovee  is  to  be  congratulated  on  the  accurate  judgment 
displayed,  as  emphasizing  the  value  of  conservatism  in  ovari- 
otomy; for  we  have  no  right,  moral  or  medical,  for  spaying  a 
woman  and  depriving  her  of  '■■  the  sweet  pains  of  maternity,'' 
if  it  can  possibly  be  avoided,  while  all  men  fight  bravely  for 
the  preservation  of  their  testes,  even  when  worthless  from  age 
and  use,  although  their  removal  offers  the  best  prospect  of  a 
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cure  for  the  very  serious  and  annoying  troubles  of  chronic 
prostatitis.  I  presume,  from  the  care  exercised  in  its  prepara- 
tion and  the  delay  in  the  development  of  the  sepsis,  that  the 
silkworm  gut  was  sterile  when  introduced,  and  can  therefore 
only  account  for  the  subsequent  formation  of  pus  by  its  irri- 
tating presence  offering  a  locus  resistentise  minoris. 

Dr.  J.  W.  BovEE  said  that,  as  he  recollected  the  case,  Dr. 
Nash  had  described  it  correctly.  There  was  less  danger  in 
buried  animal  ligatures  than  in  permanent  ligatures,  as  the 
animal  one  will  eventually  be  absorbed. 


TRANSACTIONS    OF    THE    CINCINNATI 
OBSTETRICAL    SOCIETY. 


Meeting  of  April  8th,  1897. 
The  President,  Charles  L.  Bonifield,  M.D.,  in  the  Chair. 

DISCUSSION     ON     THE     USE    OF    THE     PESSARY,     ETC.,     IN    DIS- 
PLACEMENTS. 

Dr.  George  E.  Jones. — Naturally,  as  anatomists  and  sur- 
geons, we  look  for  a  more  tangible  method  of  correcting  the 
various  displacements  of  the  uterus  than  the  many  so-called 
supports,  often  the  contrivances  of  those  who  do  not  appreciate 
the  one  great  fact  that  they  must  he  made  to  fit  in  accord- 
ance with  a  true  anatomical  knowledge  of  the  parts.  A 
few,  and  only  a  few,  of  the  thousand-and-one  pessaries  that  are 
thrown  on  the  market  can  justly  claim  recognition  from  the 
gynecologist;  they  may  for  a  time  do  very  well,  but,  as  a  rule, 
too  much  has  been  expected  from  their  use.  Ulceration,  some- 
times of  a  malignant  character,  has  been  the  result;  and  we 
might  just  as  well  say  cancer,  as  cancer  has  been  supposed  by 
several  authorities  in  some  instances  to  be  the  product  of  a 
continuous  irritation  of  a  part.  It  is  to  be  hoped  the  time  will 
come  when,  except  in  rare  instances,  the  pessary  will  become  a 
thing  of  the  past. 

Time  and  again  have  dissections  and  experiments  been  made 
on  the  cadaver,  and  of  such  a  nature  that  it  seems  very  strange 
the  shortening  of  the  round  ligaments  was  not  successfully 
demonstrated  on  the  living  woman  until  1881.  The  idea  is  not 
of  recent  origin.  It  was  first  demonstrated  in  1840  and  reported 
to  the  French  Academy.  It  was  strongly  condemned,  and  at 
the  same  time  the  surgeon  was  complimented  for  his  prudence 
in  not  attempting  the  operation  on  the  living  woman. 

Dissections  proved  the  feasibility  of  the  operation  beyond  all 
cavil,  and  wh}"  some  surgeons,  known  to  be  bold  unto  reckless- 
ness, should  have  permitted  the  many  opportunities  to  go  by 
without  demonstration  on  the  living  woman,  is  something  of  a 
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mystery.  Deneffe  made  the  attempt  on  the  Hving  woman,  but 
failed  to  find  the  cord.  This  master  was  severely  reprimand- 
ed for  permitting  experiments  on  patients  under  his  care. 
Adams  taught  and  demonstrated  the  operation  to  his  students, 
but,  when  he  made  the  operation  on  the  living  woman,  failed 
because  of  adhesion.  Then  came  William  Alexander,  who  has 
admitted  that  ' "  the  operation  was  originally  devised  to  get  rid  of 
the  swarm  of  patients  with  uterine  displacements  that  infested 
the  gynecological  wards  of  the  Liverpool  Workhouse";  Alex- 
ander was  a  practical  anatomist,  and  took  advantage  of  the 
broad  hints  that  had  been  given  to  the  profession  at  large, 
although  it  has  been  stated  that  he  never  knew  of  the  several 
attempts  either  by  dissection  or  the  operation  on  the  living 
woman.  He  gave  minute  directions  how  to  perform  the 
operation.  Sev^eral  attempted,  but  failed,  and  because  of 
their  failure,  like  the  French  Academy,  condemned  the  opera- 
tion. 

Unfortunately  some  writers  have  stated  that  the  operation 
for  shortening  the  round  ligaments  is  an  easy  one,  neither  diffi- 
cult nor  dangerous.  I  think  I  am  right  in  saying  this  is  not 
the  case,  even  to  the  accomplished  anatomist  and  surgeon. 
Care,  and  in  some  instances  great  care,  and  skill  are  abso- 
lutel}'  necessary;  it  is  an  operation  not  to  be  hurried. 

Kellogg  says:  "The  impression  that  this  operation  is  both  dif- 
ficult and  dangerous  is  erroneous  in  both  particulars."  This 
might  be  considered  a  sweeping  assertion,  were  it  not  that  he 
qualifies  it  by  saj'ing  :  "Not  difficult  when  one  has  made 
himself  familiar  with  the  anatomy  of  the  parts  and  does  his 
work  carefully  and  with  ample  patience." 

The  sev^eral  works  on  anatomy  say  comparatively  little  on 
the  round  ligament.  No  two  authors  are  alike,  but  they  who 
have  made  many  operations  have  come  to  the  conclusion  that 
the  round  ligament  requires  more  than  a  passing  notice.  It  has 
an  individuality  heretofore  unknown;  it  ranks  higher  than  a 
common  ligament. 

Quain's  "Anatomy"  says:  "The  round  ligaments  are  two 
fiat  or  round,  cord-like  bundles  of  fibre,  about  four  or  five 
inches  long,  attached  to  the  upper  angles  of  the  uterus,  one  on 
either  side  immediately  in  front  of  the  Fallopian  tubes.  From 
this  point  each  ligament  proceeds  upward,  outward,  and  for- 
ward to  gain  the  internal  ring,  and,  having  passed,  like  the 
spermatic  cord  in  the  male,  through  the  inguinal  canal,  reaches 
the  part  of  the  pubic  symphysis  where  its  fibres  expand  and 
become  united  with  and  lost  in  the  mons  veneris." 

In  making  the  Alexander  operation  we  have  something  more 
than  a  fibrous  ligament  to  deal  with.  Although  classed  as  a 
ligament,  it  is  not  a  true  ligament  in  structure.  It  is  composed 
of  striated  muscular  fibre,  smooth  muscular  fibre,  areola  tissue, 
arteries,  veins,  nerves,  and  (can  I  venture  to  say?)  lymphatics, 
and  a  sheath  or  covering  of  peritoneum  reaching  to  the  outer 
ring  and  sometimes  beyond  it.  It  does  not  take  on  the  silvery, 
glistening  appearance  seen  in  true  ligaments,  but  is  grayish, 
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sometimes  fleshy  in  character.  It  sympathizes  with  the  several 
conditions  of  the  uterus,  especially  during  menstruation  and 
pregnancy.  The  veins  of  the  cord  have  been  known  to  become 
enlarged  and  varicosed,  simulating  hernia. 

It  is  scarcely  necessary  to  state  that  the  rules  for  cleanliness 
would  be  the  same  in  this  operation  as  in  a  laparatomy. 
"  Make  a  short  incision,  nearly  an  inch  in  length,  parallel 
with  Poupart's  ligament,  and  at  such  a  point  as  to  enable  you 
to  open  the  canal  by  division  of  the  intercolumnar  fascia  at 
a  point  about  one  inch  below  the  internal  ring.  In  dividing 
the  intercolumnar  fascia  it  is  necessary  to  make  only  a  slight 
puncture  with  the  end  of  the  scalpel.  Then  make  the  wound 
gape  with  a  strabismus  hook,  and,  introducing  another  hook, 
draw  out  the  round  ligament.  The  ligament  at  this  point  is 
easily  found  and  enucleated  from  its  investing  fascia.  Draw 
out  both  ligaments  as  far  as  possible,  and  secure  with  a  silver 
wire.  The  layers  of  fascia  divided  are  carefully  approximated 
by  a  continuous  suture  of  fine  catgut,  the  skin  closed  in  the 
same  manner,  and  the  wound  dressed  antiseptically." 

Kellogg  claims  many  advantages  in  this  procedure  over  the 
older  methods — viz.,  '"  The  ligaments  are  always  present,  easily 
secured,  sufficiently  large,  can  be  drawn  down  with  less  risk 
of  breakage  of  the  tissues,  seldom  necessary  to  cut  off  the  distal 
end  of  ligaments,  and  immediate  union  can  be  secured  in  any 
case." 

Dr.  Arthur  W.  Johnstone. — I  have  seen  about  a  dozen 
cases  cured  absolutely  by  the  curette  and  nothing  else.  They 
were  mostly  in  young  girls  where  there  had  been  a  catarrhal 
inflammation  for  some  time. 

The  first  case  was  mistaken  for  a  fibroid,  but  I  found  it  to  be 
only  a  displacement  of  the  uterus.  The  uterus  was  simply  a 
pus  pocket  that  needed  cleaning  out  like  any  other  retention 
pocket,  and  there  was  in  addition  in  this  case  a  peritonitis.  To 
my  surprise  and  great  pleasure,  within  two  months  after  curet- 
ting, without  a  pessary  being  used,  that  uterus  returned  to  its 
normal  position.  The  inflammation  was  cured,  and  the  natu- 
ral supports  of  the  uterus  had  shortened  up  and  pulled  the  ute- 
rus into  position.  Since  then  I  have  come  to  look  on  versions 
as  very  largely  complications  of  old  cases  of  metritis.  There 
may  be  a  few  cases  of  congenital  retroposition.  And  then  I 
have  seen  a  few  cases  that  I  am  sure  were  caused  by  trauma. 
In  one  case  a  young  woman  was  thrown  off  a  horse,  and,  after 
turning  a  double  somersault,  lit  on  her  feet  and  suffered  after- 
ward with  retroversion.  Another  was  a  girl  who  rode  a  buck- 
ing horse  and  was  taken  off  the  horse  with  a  retroversion,  and 
it  remained  until  afterward  when  she  was  curetted;  she  also 
had  a  chronic  metritis.  About  twenty  per  cent  of  these  old 
versions  with  chronic  metritis  are  cured  by  the  curette  and 
holding  the  uterus  in  its  proper  position  for  one  to  three  years 
with  a  pessary.  There  are  a  great  many  others  who  are  made 
perfectly  comfortable  as  long  as  the  pessary  is  worn,  and  who 
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are  perfectly  satisfied  to  get  along  with  it.  It  is  only  where 
the  uterus  comes  up  freely,  and  there  is  no  ovary  or  tube  that  the 
pessary  can  possibly  rest  upon,  that  I  would  ever  advise  it  to  be 
used. 

But,  unfortunately,  quite  a  large  number  of  cases  have  com- 
plications. What  is  to  be  done  then  depends  on  the  circum- 
stances, financially,  of  the  patient,  and  the  amount  of  trouble 
given.  Take,  for  instance,  a  wealth}^  woman  with  adhesions,  a 
retroversion,  and  a  chronic  metritis — I  have  several  on  hand 
now — 3'ou  curette  the  uterus  and  get  rid  of  the  original  source 
of  trouble;  even  though  there  are  adhesions  these  ladies  will 
be  able  to  attend  to  their  social  duties.  Thej^  will  have  attacks 
now  and  then,  but  most  of  them  will  refuse  any  kind  of  opera- 
tive procedure.  And  you  must  remember  that  this  breaking 
up  the  adhesions,  while  it  looks  verj^  pretty  on  paper,  is  about 
the  same  as  the  operation  for  taking  out  the  appendages,  and, 
unless  it  is  a  threat  to  the  woman's  life  or  to  her  usefulness,  I 
think  we  had  better  let  well  enough  alone.  If  there  is  an  ac- 
cumulation in  the  tubes  or  the  ovaries,  or  if  the  adhesions  give 
a  great  deal  of  pain,  then  it  is  time  to  think  of  operation.  But 
in  that  class  of  cases  we  operate  more  for  the  appendages  than 
we  do  for  the  uterus  itself. 

Now  for  the  mechanical  means  of  fixing  the  uterus.  The 
one  that  has  appealed  to  me  is  the  Alexander  operation.  It 
is  simply  carr\-ing  out  Nature's  method,  assisting  Nature  hy 
shortening  her  natural  support.  I  am  glad  to  saj^  I  saw  the 
first  case  I  ever  did  two  weeks  ago.  It  was  done  three  years 
ago.  The  woman  is  very  comfortable,  has  gained  in  weight, 
and  the  uterus  is  in  its  proper  position.  As  for  the  fixation  of 
the  uterus  to  the  abdominal  wall,  I  have  nothing  for  this  but 
condemnation;  I  never  liked  it,  and  I  see  the  more  experience 
the  world  in  general  is  having  with  it  the  less  the}"  are  having 
to  do  with  it.  Like  every  other  fad,  it  has  run  its  course  and 
is  dying  out.  As  for  vaginal  fixation,  I  do  not  like  it,  and  if 
pregnane}'  ensues  we  may  have  disastrous  results. 

Dr.  Wenning. — It  occurred  to  me  while  Dr.  Johnstone  was 
speaking  that  in  some  cases  of  acute  retroversion  particular 
attention  must  be  paid  to  the  immediate  care.  Most  of  the 
cases  we  meet  have  existed  for  a  long  time,  but  there  is  such  a 
thing  as  an  acute  displacement  of  the  uterus.  A  young  lady 
in  one  of  the  suburbs  whilst  romping  fell  over  a  chair  and  hurt 
her  side.  She  screamed  with  pain.  The  first  thing  the  phy- 
sician did  was  to  give  her  a  hypodermatic  injection  of  morphine, 
which  relieved  her  over  night.  The  next  morning  the  pain 
returned  and  he  made  another  hypodermatic  injection,  and  so 
on  for  weeks  and  weeks.  The  patient  became  worse  and 
worse,  and  became  thoroughly  debilitated  and  a  morphine 
debauchee.  They  finally  brought  her  to  St.  Mary's  Hospital, 
thinking  if  she  did  not  get  well  she  might  as  well  die  there  as 
anywhere  else.  I  found  on  examination  the  uterus  retroverted, 
the  fundus  dipping  almost  down  to  the  sacrum  and  firmly 
adherent.     I  began  the  treatment  by  massage,  and  daily  intro- 
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duction  of  tampons  in  a  Sims  or  knee  elbow  position,  and 
finally  succeeded  in  righting  the  position  of  the  uterus.  The 
patient  expressed  relief  at  once.  But  the  hardest  thing  to  get 
rid  of  was  the  morphine  habit.  The  bod}"  was  covered  from 
head  to  foot  with  sores,  probably  due  to  the  use  of  a  dirty 
needle.  She  told  me  when  one  particular  portion  of  the  body 
was  peppered  as  much  as  possible,  another  would  be  used. 
After  a  few  months,  when  she  got  over  the  morphine  habit, 
she  so  improved  that  her  friends  hardly  knew  her.  This  case 
impressed  me  that  in  every  case,  no  matter  how  young,  an  ex- 
amination ought  to  be  made. 

Dr.  Hall. — I  was  very  much  interested  in  the  remarks  of 
Dr.  Johnstone,  and  the  sanguine  manner  in  which  he  says  he 
cures  twenty  per  cent  of  chronic  cases  by  curettage.  That  is 
about  I'.K'J  per  cent  more  than  I  have  ever  been  able  to  cure. 

Dr.  Johnstone. — Evidently  the  gentleman  was  not  listen- 
ing I  said  most  of  them  were  in  j^oung  girls;  they  could  not 
be  very  chronic. 

Dr.  Hall. — I  will  grant  we  have  better  results  in  young 
girls,  but  in  the  chronic  cases  I  have  not  had  very  satisfactory 
results  in  curing  them  with  the  curette. 

I  believe  the  Alexander  operation  has  had  its  best  days.  I 
believe,  as  expressed  by  one  of  the  speakers  to-night,  we  have 
fads  in  the  profession,  not  only  in  medicine  but  in  surgery, 
and  I  beHeve  the  fad  of  the  Alexander  operation  is  passing.  It 
does  relieve  the  retroversion;  it  is  an  ideal  operation  in  many 
respects,  but  in  very  many  instances  the  patient  is  worse  off 
with  a  retroversion  cared,  with  a  pair  of  hernias,  than  she  was 
before.  It  is  very  unpleasant  to  operate  on  a  retroversion  and 
have  the  patient  come  back  to  have  the  hernia  cured  and  then 
return  the  next  year  to  have  the  hernia  cured  again.  I  believe 
we  are  asked  for  relief  b}^  the  working  class  because  they  are 
obliged  to  be  on  their  feet  and  need  relief  more,  while  the 
s  )ciety  patient  may  be  made  comfortable  without  operation. 
But  occasionally  even  wealthy  people  will  ask  for  relief  from 
great  pain.  Some  people  suffer  much  more  than  others  from  a 
retroverted  uterus.      Why  this  is  true  it  is  difficult  to  explain. 

Dr.  Giles  Mitchell. — I  am  surprised  that  a  previous  speaker 
has  had  such  a  large  experience  with  retroversion  in  young 
girls.  Nearly  all  the  retroversions  that  have  come  under  niy 
observation  occur  in  multi parse — women  who  have  borne  chil- 
dren, women  who  have  had  cervical  tears  and  perineal  lacera- 
tions. Of  course  I  can  appreciate  how  cases  can  occur  in  virgins 
from  great  violence,  such  as  has  been  related  by  the  speaker. 
But  it  seems  to  me  this  malposition  is  comparatively  rare  in 
virgins.  I  can  also  readily  appreciate  the  value  of  curettage, 
but  not  to  the  extent  of  curing  an  ordinary  retroversion.  Of 
course  this  is  part  of  the  treatment. 

Now  as  to  the  Alexander  operation.  I  am  quite  sure  this  is 
the  ideal  operation;  this  is  the  operation  which  is  most  feasible, 
sensible,  and  scientific,  and  this  is  the  operation  which  will  last. 
I  am  astonished  at  the  gentleman  who  said  this  operation  is 
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passing  awa}-.  The  Kelly  operation  has  been  found  fault  with 
of  late,  and  it  is  an  operation  which  will  be  done  less  and  less, 
and  for  good  reasons.  And  the  Mackenrodt  operation,  also,  I 
am  quite  sure,  will  be  done  much  less  frequently  by  the  gentle- 
man the  next  year.  If  we  are  to  take  the  statements  of  such 
men  as  Kellogg  and  Edebohls,  who  have  had  very  few  cases  of 
hernia,  it  seems  to  me  the  danger  from  this  source  is  compara- 
tively slight. 

Dr.  Bonifield. — My  experience  is  not  like  that  of  Dr.  John- 
stone in  regard  to  breaking  up  adhesions.  If  a  case  comes  tome 
with  a  uterus retroflexed  or  retroverted,  if  the  adhesions  are  not 
very  extensive,  and  under  an  anesthetic  I  cannot  discover  any 
disease,  I  do  not  hesitate  to  resort  to  the  Schultze  method. 
The  fact  the  doctor  speaks  of  is  undoubtedly  true,  that  hospital 
cases— cases  of  working  girls,  etc. — are  those  that  most  impera- 
tively demand  operative  procedure;  just  as  a  man  doing  light 
work  may  get  along  with  a  truss  but  a  street  laborer  has  a 
pretty  hard  time,  so  a  person  in  moderate  circumstances  may 
get  along  with  a  pessary,  but  the  girl  who  works,  as  with  a 
sewing  machine,  must  have  the  condition  relieved.  I  thor- 
oughly agree  with  Dr.  Johnstone  in  curetting  these  cases.  I 
am  not  prepared  to  say  whether  it  is  twenty  per  cent  or  more 
that  I  have  cured  with  the  curette  and  other  means.  The  use 
of  the  curette  is  the  first  step,  and  one  of  the  most  important 
ones. 

Dr.  Edw'in  Ricketts. — The  leading  men  doing  gynecologi- 
cal work,  who  knew  of  the  Alexander  operation  when  it  first 
came  forward,  are  the  ones  that  say,  as  has  been  said  here  to- 
night, that  it  is  not  the  operation  to  be  preferred,  except  in  a 
very  few  cases.  And  as  to  the  gentleman  on  the  left  making 
the  assertion  that  the  operation  of  A'^ineberg  is  being  relegated 
to  the  past,  I  beg  to  differ  with  him.  I  would  beg  to  ask  the 
gentleman  if  he  has  ever  seen  the  operation  done. 

Dr.  Giles  Mitchell, — I  never  have. 

Dr.  Ricketts. — Then  I  do  not  think  that  is  a  fair  criticism 
to  make.  The  cases  I  have  seen  operated  upon,  while  it  is  as 
yet  too  soon  to  pass  final  judgment,  I  want  to  say  are  simply 
superb  in  character.  We  know  the  retroflexions  give  us  the 
greatest  trouble,  and  we  all  know  foreign  bodies  in  any  part 
of  the  body  can  give  a  great  deal  of  trouble,  and,  as  stated  by 
Dr.  Jones,  a  pessary  can  be  the  cause  even  of  cancer.  And  in 
the  operation  of  Vineberg  you  do  not  have  the  danger  of 
hernia,  as  you  do  even  in  the  operation  of  Alexander  itself. 

Dr.  Mitchell. — The  reason  I  have  not  felt  that  the  opera- 
tion would  stand  is  because  of  the  various  criticisms  made. 
The  men  who  have  followed  the  operation  have  abandoned  it. 
It  seems  to  me  the  operation  should  be  abandoned. 

Dr.  Hall. — I  would  remind  the  gentleman  that  the  cases  he 
refers  to  are  not  those  made  'by  the  Vineberg  operation  at  all, 
but  those  in  which  the  uterus  was  stitched  to  the  vaginal  wall, 
and  not  fixed  by  the  round  ligaments  as  in  the  Vineberg 
operation. 
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Dr.  Bonifield. — Oftentimes  the  uterus  is  sharply  retro- 
flexed,  with  adhesions,  but  in  those  cases  if  one  will  carry  two 
fingers  in  the  vagina,  even  with  the  patient  on  the  back,  if  the 
abdomen  is  tolerably  lax,  he  can  throw  the  uterus  forward, 
but  it  requires  considerable  force.  The  adhesions  I  speak  of 
you  can  feel,  and  you  can  feel  them  give  way.  You  cannot 
put  the  uterus  in  position  until  you  have  pulled  it  down  with  a 
volsella  and  done  awa}^  with  the  adhesions.  In  those  cases, 
of  course,  you  cannot  always  tell  whether  the  appendages  are 
diseased  or  not,  and  if  I  had  any  doubt  I  certainly  would  not 
resort  to  this  method. 

Dr.  a.  W.  Johnstone. — I  am  surprised  to  learn  from  some 
of  the  speakers  that  the}"  do  not  see  retroversions  in  young 
girls.  I  see  almost  as  many  in  them  as  in  others.  I 
have  two  now,  one  set.  16  years  and  the  other  22.  The  find- 
ing of  a  retroversion  in  that  class  of  cases  I  believe  is  the 
saving  of  a  life-long  trouble,  because  you  can  cure  them  much 
more  easily  than  you  can  multiparse. 

THREE    CASES    OF    APPENDICITIS. 

Dr.  Edwin  Ricketts. — This  is  an  appendix  removed  from 
Dr.  M.  three  weeks  ago  to-day.  He  gives  a  history  of  return- 
ing appendicitis  for  ten  years.  He  had  what  he  called  a  blind 
hernia.  He  was  not  able  to  work  for  a  year.  Previous  to  the 
operation  he  was  in  bed  for  two  daj's.  The  distal  end  of  the 
appendix  was  found  attached  to  Poupart's  ligament.  There 
were  present  two  or  three  drops  of  pus.  We  so  often  hear  the 
cry.  Wait  for  pus!  wait  for  pus  I  Yet  for  pain  we  were  justi- 
fied in  the  operation  in  this  case.  There  has  been  no  trouble 
whatever  in  the  recover3\ 

I  want  you  to  notice  the  distal  end  of  this  appendix,  which 
was  removed  from  a  woman,  set.  50  years,  who  had  recurrent 
attacks  of  appendicitis  for  eight  years.  She  came  into  the  hos- 
pital in  a  stooping  posture,  which  position  she  had  maintained 
for  a  year.  The  diagnosis  of  appendicitis  was  made  and  the 
abdomen  opened  a  week  ago  to  morrow.  A  strange  state  of 
things  was  found.  The  appendix  was  five  inches  in  length, 
and  the  distal  end  was  attaclied  to  the  ovary  and  Fallopian 
tube  on  the  right  side.  The  temperature  has  not  been  above 
98.5°,  and  I  never  saw  a  patient  recover  more  quickly. 

A  girl  14  years  of  age  was  taken  ill  on  Thanksgiving  day. 
Dr.  McGrew  was  called  to  see  her  and  found  her  with  fever, 
99.5°,  and  pulse  of  110.  A  few  days  after  coming  under  obser- 
vation she  was  taken  with  dyspnea  I  reached  her  on  Sunday 
morning  earl}^  and  at  that  time  the  distress  of  the  patient  was 
something  frightful  to  behold;  her  face  was  livid  and  her  respi- 
ration gasping.  I  was  satisfied  we  had  pus  in  the  pleural  cav- 
ity, so  1  pushed  in  a  hypodermatic  needle  and  withdrew  quite 
readily  a  syringef ul  of  fluid.  We  immediately  gave  her  chlo- 
roform and  cut  into  the  cavity  and  took  out  about  a  pint  of 
fluid.  She  had  bhsters  over  the  region  of  the  appendix.  With- 
in three  days  we  were  able  to  take  the  gauze  out  of  the  pleural 
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cavity,  and,  strange  to  say,  we  let  it  heal  and  we  have  had  no 
trouble  with  it.  After  two  weeks  lacking  two  days,  we  opened 
up  the  abdomen  and  turned  out  almost  two  quarts  of  the  most 
foul- smelling  pus,  which  is  so  characteristic  of  appendical 
abscess.  Gauze  was  made  use  of  in  drainage,  and  now 
the  patient's  temperature  is  09°  and  the  pulse  down  to  90.  She 
is  eating,  and  we  have  every  indication  of  her  making  a  good 
recovery. 

FIBROID   TUMOR. 

Dr.  Rufus  B.  Hall. — I  present  this  large  fibroid  tumor 
because  it  has  an  unusually  interesting  history. 

The  patient  from  whom  it  was  removed,  Mrs.  H.  A.  C,  age 
38,  mother  of  five  children,  was  referred  to  me  by  Dr.  Snorf, 
of  Ansonia,  O.  She  was  admitted  to  my  private  hospital  on 
January  25th,  where  total  extirpation  was  made  on  the  29th 
and  the  specimen  here  presented  removed. 

This  patient  has  been  conscious  of  the  existence  of  a  tumor 
for  the  past  five  or  six  years,  and  has  borne  two  children  since 
her  knowledge  of  its  presence.  After  the  birth  of  the  first  of 
these,  a  breech  presentation  about  three  years  ago,  she  had 
postpartum  hemorrhage  and  came  very  near  losing  her  life. 
For  several  daj^s  after  her  confinement  her  physician  was  com- 
pelled to  emptj"  her  uterus  of  clots  daily.  The  tumor  was  then 
about  the  size  of  a  large  cocoanut. 

She  made  a  tedious  convalescence,  but  enjoyed  comparatively 
good  health  until  she  became  pregnant  the  last  time.  During 
gestation  she  suffered  a  great  deal  from  pain  and  lost  consider- 
able flesh  and  strength,  and  when  her  confinement  came  she 
was  in  very  poor  ph5'sical  condition  for  it.  The  labor  was 
tedious,  was  a  breech  presentatioi],  and  was  followed  by  post- 
partum hemorrhage  which  was  even  more  alarming  than  at 
the  previous  confinement.  As  in  the  preceding  confinement, 
the  attending  physician  was  compelled  to  empty  the  uterus  of 
blood  clots  every  day  for  more  than  two  weeks.  It  continued 
until  she  was  almost  exsanguinated.  During  this  time  she 
developed  sepsis  followed  bj'-  peritonitis.  For  a  period  of  four 
or  five  weeks  it  was  very  doubtful  whether  or  not  she  would 
recover.  I  was  called  in  consultation  with  her  physician,  and 
advised,  should  she  recover  from  her  sepsis,  removal  of  the 
tumor  as  soon  as  her  general  health  would  permit.  This  was 
done  about  four  months  after  her  delivery.  The  patient  has 
made  a  prompt  and  uninterrupted  recovery. 

The  case  is  interesting  as  illustrating  the  danger  of  pregnancy 
in  connection  with  fibroid  tumors.  The  fact  that  the  tumor 
grew  from  the  upper  segment  of  the  body  of  the  uterus  made 
it  possible  for  her  to  be  delivered  with  the  presence  of  the 
tumor,  but  she  incurred  great  risk  of  dying  from  hemorrhage 
following  the  deliver3^  Another  risk  to  which  this  patient  was 
subjected  is  sepsis.  The  necessity  for  the  frequent  introduction 
of  the  hand  into  the  uterus  to  empty  it  of  clots  is  an  additional 
risk.  In  those  cases  where  it  is  not  necessary  to  introduce  the 
hand,  there  is   risk  of   sepsis  from  the  fact  that  the  uterus 
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cannot  contract  so  thoroughly  as  to  empty  itself,  and  decompo- 
sition of  the  blood  clot  follows.  This  patient,  her  husband,  and 
her  friends  were  exceedingly  anxious  to  have  the  operation 
before  she  should  be  again  subjected  to  the  great  risk  in  child- 
birth. 

EXTRAUTERINE   PREGNANCY. 

Dr.  Rufus  B.  Hall. — This  specimen  is  the  right  Fallopian 
tube  and  ovary,  with  placenta  and  some  old  blood  clot,  removed 
from  Dr.  Heady's  patient  on  last  Christmas  day.  The  speci- 
men having  been  in  alcohol  since  that  time,  it  does  not  show 
the  details  as  plainly  as  the  recent  specimen.  The  fetus  was 
not  found,  yet  the  rent  in  the  tube  was  not  large  enough  to 
expel  all  the  placenta,  and  it  remained  in  the  tube  incorporated 
mth  the  blood  clot.  When  it  was  fresh  the  umbilical  cord  could 
be  plainly  seen.  The  fetus  could  not  have  been  more  than  an 
inch  in  length,  and  probably  was  extruded  into  the  peritoneal 
cavity  at  the  time  of  rupture,  at  the  time  of  the  first  attack  of 
pain,  which  occurred  twenty-four  days  before  the  operation. 
It  may  have  been  macerated  or  so  nearly  absorbed  that  it  could 
not  be  easih^  recognized  in  the  blood  clot.  The  patient  made  an 
uninterrupted  recovery  and  went  home  at  the  end  of  four  weeks. 
At  the  time  of  this  operation  the  left  tube  and  ovary  were 
brought  into  the  wound  and  examined.  Except  a  slight  adhe- 
sion of  the  ovary  and  portion  of  the  tube,  there  was  no  marked 
disease.  The  adhesions  were  liberated  and  the  ovary  and  tube 
allowed  to  remain. 

In  all  cases  of  tubal  pregnancy  coming  under  my  observa- 
tion, if  there  is  marked  disease  of  the  opposite  tube  I  have 
unhesitatingly  removed  it  also.  The  experience  in  this  case 
emphasizes  in  a  marked  manner  the  necessity  of  exercising 
unusual  care  in  dealing  with  the  opposite  side. 

The  clinical  history  and  the  physical  condition  have  been  so 
accurately  described  by  Dr.  Heady  that  I  shall  not  refer  to 
them.  There  could  be  no  doubting  the  diagnosis  as  presented 
at  the  time  of  my  visit.  When  we  told  the  patient,  an  ignorant 
colored  woman,  of  her  condition,  I  was  very  profoundly 
impressed  with  her  remark  to  me.  She  said:  ''  Why,  you 
wicked  doctor  I  Why  did  you  leave  me  in  a  condition  to  go 
through  this  awful  operation  a  second  time?"  I  felt  I  was  not 
wholly  blameless,  yet  I  have  no  hesitation  in  saying  that  at  the 
first  operation  I  did  what  I  considered  was  for  the  patient's  best 
interests. 

At  the  second  operation  the  incision  was  made  in  the  scar 
left  by  the  first  incision.  There  were  no  adhesions  encountered, 
except  at  the  upper  end  of  the  scar  the  omentum  was  adherent 
for  about  one-half  inch  broad  by  about  three-quarters  of  an 
inch  long.  There  was  f  all,y  a  quart,  if  not  more,  of  blood  clot 
and  about  a  pint  of  fluid  blood  in  the  peritoneal  cavity.  The 
rupture  in  the  tube  was  near  the  uterine  end,  extending  to 
within  less  than  a  half-inch  of  the  uterus.  The  placenta  remained 
in  the  tube  incorporated  with  the  old  blood  clot,  as  in  the  former 
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instance.  The  principal  bleeding  was  from  the  uterine  end  of 
the  ovarian  artery,  which  was  severed.  From  the  first  of  this 
attack,  April  1st,  the  patient  complained  of  pain  in  the  re- 
gion of  the  spleen,  and  said  this  could  not  be  ruptured  tubal 
pregnancy,  as  the  pain  was  not  located  where  it  was  in  the  first 
instance.  She  tried  to  argue  with  us  and  convince  us  that  an 
operation  was  not  necessary.  There  was  more  than  a  pint  of 
firmly  clotted  blood  removed  from  about  the  region  of  the 
spleen  and  loin,  in  addition  to  that  in  the  pelvis.  The  fetus, 
about  three-  quarters  of  an  inch  in  length,  was  found  in  the 
blood  clot  in  the  pelvis.  It  shows  very  nicely  in  the  glycerin 
in  which  it  is  preserved. 

The  cavity  was  thoroughly  irrigated  and  drained,  and  the 
patient  has  had  an  easy  convalescence  I  have  no  hesitation  in 
saying  she  will  recover  without  any  difficulty^  this  being  the 
seventh  day  since  the  operation.  She  has  a  normal  pulse  and 
temperature. 

To  my  knowledge  this  is  the  first  instance  of  a  tubal  preg- 
nancy followed  at  such  a  short  interval  by  a  second  tubal 
pregnancy.  So  far  as  I  know,  it  is  the  first  case  in  this  city, 
and  I  sincerely  hope  it  may  be  the  last.  I  believe  we  owe  to 
these  patients  immunity  from  the  possibility  of  a  recurrence. 

Dr.  Giles  Mitchell. — While  Dr.  Hall  was  reporting  his 
case  of  fibroid  tumor  and  giving  the  most  cogent  reasons  for 
the  removal  of  these  growths,  I  thought  of  a  case  which  I  ope- 
rated on,  for  a  fibroid  about  three  times  as  large  as  the  one  the 
doctor  exhibited,  three  weeks  ago  yesterday  at  the  Presbyterian 
Hospital,  where  the  history  given  was  of  five  or  six  years' 
standing,  where  there  had  never  been  a  history  of  hemorrhage, 
where  the  menstruation  had  been  regular,  had  never  gone  be- 
yond five  days,  and  the  only  discomfort  the  patient  had  was 
during  the  last  year  a  sense  of  weight  and  heaviness  about  the 
pelvis  and  frequent  attacks  of  nausea  and  vomiting.  This  is 
the  only  case  I  have  encountered  in  which  hemorrhage  was 
not  a  pronounced  symptom.  Of  course  after  a  tumor  becomes 
subperitoneal  you  do  not  have  any  disturbance  of  the  menstrual 
function;  but  usually  the  hemorrhage  is  pronounced,  and  some- 
times continues  if  the  cases  are  not  operated  on  soon  enough. 

Dr.  Bonifield. — In  regard  to  the  pus  travelling  up,  I  re- 
ported a  case  of  appendicitis,  very  acute  in  its  incipiency, 
which  I  saw  on  Mt.  Auburn  with  Dr.  Forchheimer.  In  that 
case  the  boy  convalesced  quite  satisfactorily  for  several  weeks. 
At  the  end  of  that  time  I  examined  him  very  carefully  and  was 
unable  to  find  anything  in  the  region  of  the  liver  or  anywhere 
else  to  account  for  the  temperature.  Suddenlj^  the  temperature 
began  to  get  higher,  and  one  day  it  shot  up  to  105°.  Forch- 
heimer and  I  were  telephoned  for  to  come  there,  and  we  found 
the  boy  spitting  pus.     He  then  recovered. 

Dr.  Giles  Mitchell. — I  would  just  like  to  say  that  Dr. 

Illoway  reported  to  this  Society  about  thirteen  years  ago  a  case 

in  which   the   pus  from   a  pelvic  abscess,  after  a  number  of 
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months,  perforated  the  diaphragm  and  the  woman  expectorated 
a  large  quantity  of  pus. 


Meeting  of  May  13th,  1897. 
The  President,  Charles  L.  Bonifield,  M.D.,  in  the  Chair. 

RUPTURED   ovarian    CYST;   ADHESIONS   AFTER  TAPPING. 

Dr.  E.  Gustav  Zinke. — The  patient,  a  woman  about  60 
years  of  age,  consulted  me  five  weeks  ago,  presenting  the  fol- 
lowing history:  For  ten  or  twelve  years  she  had  had  more  or 
less  pain  in  the  left  inguinal  region.  She  consulted  several 
well-known  specialists.  Some  of  them  claimed  she  had  an 
ovarian  tumor,  and  others  that  there  was  nothing  of  the  kind. 
In  February,  while  cleaning,  she  suddenly  felt  something  give 
way.  Her  abdomen  rapidly  enlarged,  until  at  the  time  of  ope- 
ration it  measured  forty-eight  inches  in  circumference  around 
the  level  of  the  umbilicus.  I  first  saw  her  six  weeks  after  the 
accident  had  occurred,  and  my  diagnosis  was  then,  from  what 
little  I  could  determine  from  an  examination,  that  she  was  the 
victm  of  a  ruptured  multilocular  ovarian  cyst.  I  was,  of 
course,  not  absolutely  sure,  but  the  history  impressed  me  as 
though  that  condition  was  the  only  thing  that  could  give  rise 
to  this  complication.  She  submitted  to  an  operation  eight 
weeks  after  this  apparent  rupture  had  taken  place,  and  the 
opening  of  the  abdomen  revealed  the  correctness  of  my  dia- 
gnosis. I  did  not  have  very  great  difficulty  in  removing  the 
tumor,  but  the  contents  that  had  found  their  way  into  the  peri- 
toneal cavity  gave  much  trouble  and  prolonged  the  operation. 
The  cyst  contents  had  apparently  become  organized,  so  it  had 
to  be  stripped  loose  from  the  intestines.  We  irrigated  the  cav- 
ity thoroughly,  and  she  has  made  so  far  a  very  good  recovery. 
There  were  no  untoward  symptoms  for  one  week,  after  which 
she  complained  considerably  of  pain,  and  every  now  and  then 
the  abdomen  would  become  somewhat  distended.  At  one  time 
I  feared  she  would  die,  but  fortunately  everything  has  subsided 
and  she  is  now  sitting  up.  It  is  more  than  probable  she  will 
have  no  difficulty  hereafter.  This  case  shows  what  effect  a 
non-septic  fluid  may  have  on  the  peritoneum.  Dr.  Tait  was 
present  at  this  operation. 

Case  II. — The  other  case  is  that  of  a  woman,  31  years  of  age, 
who  was  delivered  of  a  child  eight  months  ago.  After  the  de- 
livery of  the  child  a  tumor  remained  in  the  abdominal  cavity, 
which  was  diagnosticated  as  ovarian  cyst.  Because  of  the 
apparently  feeble  condition  of  the  patient,  tapping  was  resorted 
to.  Some  of  the  fluid  must  have  found  its  way  into  the  peri- 
toneal cavity  and  was  shut  off  by  an  adhesion  occurring 
around  the  tumor,  the  omentum,  and  the  parietos  of  the  abdo- 
men. The  pedicle  and  pelvic  cavity  w^ere  perfectly  free.  I 
ligated  and  severed  the  tumor  at  its  origin,  and  then  separated 
the  omentum  by  putting  a  large  Pean  forceps  upon  it  and 
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limited  it  sab-sequently.     This  prolonged  the  operation  greatly, 
but  the  patient  is  convalescing  normally. 

[  report  these  two  cases  because  they  illustrate  that  even  the 
non-septic  contents  of  a  tumor  will  give  rise  to  formidable  ad- 
hesions in  time.  I  have  no  criticism  to  offer  concerning  the 
tapping  in  this  case,  but  it  shows  that  tapping  does  sometimes 
seriously  complicate  and  should  not  be  done.  Dr.  Stanton 
was  in  consultation  in  this  case,  and  was  in  favor  of  the  tap- 
ping, which  was  done  about  four  months  ago. 

OVARIAN   TU-MOR;     ABDOMINAL  HYSTERECTOMY   FOR  FIBROID. 

Dr.  Bonipield. — Case  I — Mrs.  K.  S.  entered  the  Good 
Samaritan  Hospital  March  25th,  1897.  Patient's  health  has 
always  been  good.  About  four  years  ago  she  noticed  a  tumor 
in  lower  abdomen.  She  sa^'s  it  was  at  first  on  the  left  side.  It 
increased  in  size  until  it  reached  above  the  umbilicus.  Opera- 
tion March  26th,  1897,  at  the  Good  Samaritan  Hospital,  in  the 
presence  of  the  class,  Drs.  Schoolfield  and  Gillespie  assisting 

Case  II. — Miss  D.,  set.  32.  Menstruation  began  at  1-i  years 
of  age,  and  was  normal  until  about  two  years  ago,  since  which 
time  it  has  been  profuse.  For  the  last  six  months  she  has  had 
to  wear  a  napkin  constantly.  About  the  time  menstruation 
began  to  be  profuse  she  noticed  a  growth  in  the  lower  part  of 
abdomen,  which  steadily  increased  in  size  up  to  the  time  of 
operation.  On  Saturday,  May  1st,  with  the  assistance  of  Drs. 
E.  W.  Mitchell  and  Wm.  Gillespie,  the  abdomen  was  opened 
and  this  specimen  removed,  which  you  see  is  a  fibroid  uterus 
with  appendages  attached.  In  this  case  the  supravaginal  ope- 
ration was  done  because  the  cervix  was  not  involved,  and,  the 
patient  being  engaged  to  be  married,  it  was  desirable  to  leave 
the  vagina  intact. 

Dr.  Hall. — What  did  you  use  for  ligatures,  silk  or  catgut? 
Did  you  cut  them  long  or  short? 

Dr.  Bonifield. — All  ligatures  were  silk  and  all  cut  short. 
No  drainage  was  needed:  the  peritoneal  cavity  was  closed. 

Dr.  Taylor. — I  was  much  interested  in  the  report  of  Dr. 
Hall's  case  and  his  method  of  dealing  with  the  wounded  blad- 
der. There  is  no  doubt  but  that  the  method  he  pursued  was 
an  excellent  one.  It  is  indorsed  by  all  writers  on  the  subject. 
But  I  do  not  see  the  necessity  for  drainage  through  the  abdomi- 
nal wound.  Simpl}"  keeping  a  catheter  in  the  bladder  will 
keep  it  empty  until  union  has  taken  place.  I  have  had  a  similar 
accident,  in  which  I  had  perfect  union  from  the  beginning.  A 
catheter  was  kept  in  for  thirty-six  hours. 

Another  case  to  which  I  would  like  to  refer  was  a  case  of 
ectopic  gestation.  The  operation  was  performed  on  a  kitchen 
table  at  night  with  ordinary  lamplight.  We  were  surprised  that 
the  patient  did  not  develop  sepsis.  A  week  after  the  operation 
it  was  evident  the  stump  was  making  trouble.  An  abscess  was 
found  and  the  wound  packed  with  iodoform  gauze  from  the 
bottom  up.  The  patient  made  an  excellent  recovery,  but  we 
left  the  gauze  in  situ  until  it  began  to  suppurate.     When  I 
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removed  the  last  of  the  gauze  the  cavity  filled  with  urine, 
showing  that  there  had  been  ulceration  and  with  the  removal 
of  the  gauze  I  perforated  the  bladder.  I  simply  drained  the 
bladder  from  below,  and  it  closed  inside  of  twenty-four  hours, 
then  the  cavity  healed  up.  The  woman  has  had  a  child  since. 
This  is  a  case  in  which  there  was  never  any  disease  of  the  tube. 
It  was  her  first  conception,  and  she  was  pregnant  only  two 
months.  The  other  tube  and  ovary  were  in  perfect  condition. 
It  evidenced  the  fact  that  a  woman  can  become  the  victim  of 
ectopic  gestation  without  disease  of  the  tubes. 

Dr  Hall. — I  speak  with  special  reference  to  the  technique 
of  hysterectomy.  The  doctor  divided  his  operations:  he  made 
total  extirpation  twice  and  a  supravaginal  operation  once.  It 
is  possible  that  under  certain  circumstances  the  Baer  operation 
would  be  advisable,  but  I  doubt  very  much  if  the  Baer  opera- 
tion will  be  in  public  favor  in  the  medical  mind  in  a  year  or 
two  from  now.  My  reasons  are  not  hastily  formed,  but  from 
careful  observations  of  cases  operated  upon  by  total  extirpation 
and  the  Baer  method.  I  came  home  from  Baltimore  a  year  or 
two  ago  very  much  enthused  over  the  Baer  operation,  and  I 
had,  as  you  know,  been  a  strong  advocate  and  a  firm  believer 
in  total  extirpation  and  had  made  a  number  of  operations  by 
that  method.  I  commenced  afterward,  and  in  all  cases,  except 
where  I  was  obliged  not  to,  operated  by  the  Baer  method.  But 
the  other  operators  do  not  tell  all  they  know  about  the  Baer 
operation,  the  technique  and  the  after  result  of  the  cases,  or 
else  I  have  a  very  peculiar  and  queer  experience  in  reference 
to  it.  I  do  not  believe  my  experience  differs  very  markedly 
from  others,  if  the}^  tell  what  becomes  of  their  cases  afterward. 
I  am  going  to  assert,  for  him  to  verify  later,  that  the  operator 
will  hear  from  his  short  ligatures  in  his  total  extirpations.  He 
will  hear  from  them  in  six  months  or  a  3"ear.  This  is  the 
objection  I  have  to  the  Baer  operation.  The  patients  get  well, 
they  get  well  easier  than  after  an  ovariotomy,  but  when  they 
are  well  they  are  not  well.  We  do  not  have  this  experience 
occasionally ;  we  have  it  three  times  out  of  five.  I  made 
thirty-eight  or  forty  operations  by  the  Baer  method  before  I 
got  tired  of  it,  then  I  got  very  tired  of  it,  and  some  of  my 
patients  got  very  much  more  tired  of  it  than  I  was.  These 
cases  got  well  without  any  pus,  the  ligatures  were  not  infected, 
and  we  did  not  have  trouble  for  four  or  six  or  ten  months  after 
the  operation,  and  then  the  patient  would  come  complaining, 
and  you  put  a  probe  up  and  j^ou  found  a  Baer  stitch. 

I  will  agree  that  theoretically  and  technically  a  woman  is 
stronger  and  more  perfect  if  j'ou  can  leave  the  cervix.  I  have 
examined  patients  after  operation  and  I  do  not  believe  the 
vagina  is  shortened  by  cutting  away  the  cervix. 

The  question  is  raised  that  patients  after  total  extirpation 
all  have  fever.  They  all  have  fever,  commencing  about  the 
fourth  to  the  fifth  or  sixth  day,  perhaps  some  a  little  later. 
Then  they  are  past  the  danger  point  and  they  can  stand  a 
little  fever.     I  have  not  seen  one  case  in  forty  where  the  tem- 
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perature  went  above  101°  at  the  end  of  the  twelfth  to  fourteenth 
da}",  and  the  ligatures  are  all  away  and  your  patient  is  ready 
to  sit  up  in  four  weeks.  I  do  not  believe  it  is  to  the  best  inte- 
rests of  the  patient,  nor  to  the  best  interests  of  the  surgeon,  to 
perform  the  Baer  operation. 

Dr.  Zinke. — How  soon  do  those  ligatures  come  away? 

Dr  Hall. — They  are  always  away  at  the  end  of  the  fourth 
week  or  sooner. 

One  of  the  most  difficult  problems  in  the  practice  of  abdomi- 
nal surgery  is  to  answer  definitely  and  satisfactorily  when  to 
operate  iji  the  first  attack  of  appendicitis.  More  than  fifty  per 
cent  of  cases  recover  after  the  first  attack  and  never  have 
another.  Yet,  when  it  is  absolutely  necessary  to  operate  to 
save  life,  they  are  often  beyond  relief.  You  do  not  want  to 
advise  an  operation  unless  you  see  the  patient  is  going  to  die 
without  it;  but  if  they  die  you  censure  yourself  and  feel  you 
did  not  urge  the  operation  soon  enough.  In  my  experience  no 
pus  in  the  abdomen  can  exist  unless  the  temperature  reaches 
10:2°  or  over.  If  the  temperature  has  been  taken  carefully 
every  three  or  four  hours,  and  it  has  not  reached  102°,  it  is  safe 
to  let  the  patient  be.  But  the  moment  it  reaches  above  103°, 
tell  the  surgeon  to  cut  as  quickly  as  he  can  get  his  hands  clean. 
If  it  is  above  102°  more  than  once,  the  second  time,  nine  cases 
out  of  ten,  they  will  come  to  operation,  and  the  result  will  be 
as  the  case  reported  to-night. 

Dr.  C.  B.  Schoolfield. — I  am  obliged  to  Dr.  Hall  for 
speaking  on  the  subject  of  my  patient  who  died  of  appendicitis. 
As  he  says,  I  do  not  think  that  there  is  anything  that  tries  a 
man  so  thoroughly  as  appendicitis.  You  feel  that  if  you  ope- 
rate on  a  patient  you  will  probably  regret  it,  and  if  you  do  not 
operate  you  will  probably  regret  it.  The  condition  of  this  pa- 
tient was  fairly  good.  Her  pulse  was  the  one  bad  feature;  not 
the  only  one,  either,  for  she  occasionally  vomited.  The  highest 
temperature  was  100°  up  to  the  time  of  perforation.  When  I 
saw  the  patient  first  I  was  extremely  uneasy.  The  abdomen 
was  tender  and  distended,  more  on  the  right  than  the  left  side, 
and  every  little  while  there  were  those  intense  pains  that  will 
tempt  a  physician  to  give  morphia  to  relieve.  I  did  n<  )t  give 
it,  and  I  do  not  think  a  physician  should  give  it,  I  believe  if 
you  can  get  the  bowel  emptied  by  saline  cathartics  jou  will  re- 
lieve the  patient  as  much  as  by  opiates.  I  felt,  as  I  told  the 
father,  that  she  really  ought  to  be  operated  on  when  I  first  saw 
her,  yet  I  could  not  say,  if  it  were  my  own  case,  that  I  would 
consent  to  an  operation.  Your  judgment  says  operate,  but 
when  you  apply  it  to  yourself  you  SR.y,  If  this  was  my  appendix 
I  would  feel  like  waiting.  The  honest  physician  and  surgeon 
will  alwaj^s  make  this  application,  yet  I  felt  all  the  time  that 
m}'  judgment  called  on  me  to  operate, 

Dr,  Edwin  Ricketts. — The  fact  that  the  mortality  in  ap- 
pendicitis from  a  medical  standpoint  is  fifteen  per  cent,  and 
from  a  surgical  standpoint  five  per  cent,  is  evidence  for  more 
timely  interference  in   these  cases.     Within  less  than  ninety 
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days  I  have  had  seven  cases  of  appendicitis.  I  disagree  with 
Dr.  Hall  that  the  temperature  is  of  no  consideration  unless  it 
reaches  103°.  In  the  case  of  a  boy  11  years  of  age,  who  had 
been  sick  ten  days,  I  found  a  subnormal  temperature.  His 
temperature  had  never  touched  100°,  yet  there  was  a  mass  that 
urged  us  to  operate.  The  abdomen  was  opened  and  a  post- 
cecal abscess  found.  We  opened  it  posteriori}^  and  took  out 
four  drachms  of  pus. 

Dr.  Hall.- — ^Are  you  quite  certain  his  temperature  was 
taken  in  the  first  two  days? 

Dr.  Ricketts. — Yes;  from  the  physician  in  charge. 

Dr.  Charles  L.  Bonikield. — In  regard  to  the  closure  of 
the  bladder,  I  think  Dr.  Hall's  method  is  an  admirable  one, 
provided  the  tear  is  on  the  anterior  part  of  the  bladder;  but 
frequent!}'-  the  tear  in  the  bladder  is  much  lower  down — that 
is,  more  nearly  connected  with  the  uterus.  It  seems  to  me  to 
bring  that  part  of  the  bladder  up  to  the  abdominal  wall  would 
be  an  unwise  thing.  It  would  materially  interfere  with  the  re- 
taining power  of  the  bladder.  Of  course  it  is  possible  that,  after 
the  bladder  has  been  used  for  some  time,  the  adhesions  would 
stretch,  but  still  I  think  it  must  give  the  patient  a  good  deal  of 
discomfort,  unless  the  rent  happened  to  be  in  a  favorable  loca- 
tion. I  have  closed  the  bladder  with  silk  sutures  and  have  had 
no  trouble  so  far.  Of  course  sometimes  our  patients  go  to 
some  one  else,  but  as  far  as  I  know  they  have  had  no  trouble. 

With  reference  to  the  methods  of  complete  hysterectomy  and 
the  Baer  operation,  I  think  very  probably  in  Dr.  Hall's  cases 
the  operation  was  done  where  the  appendages  were  diseased 
and  there  was  pus  in  the  cavity,  and  the  ligatures  were  slightly 
infected  from  the  pus  in  the  pelvis  at  that  time,  and  for  that 
reason  his  proportion  of  cases  is  undoubtedly  large.  I  for- 
merly did  the  Baer  operation  under  these  circumstances  when 
operating  for  pyosalpinx  or  doing  the  supravaginal  operation, 
but  for  the  last  year  I  have  entirely  abandoned  that  method  in 
these  cases.  Drainage  is  required  when  there  is  pus.  I  never 
want  to  close  the  abdomen  without  drainage  when  there  is  pus 
in  the  pelvis.  Ordinarily  when  I  do  the  Baer  operation  I  dis- 
infect the  cervical  canal  before  I  commence.  After  the  uterus 
is  cut  off  I  mop  it  out  with  some  very  strong  antiseptic  and  de- 
nude the  cervical  canal  at  the  upper  end.  cut  out  a  wedge-shaped 
piece,  and  bring  it  together  with  interrupted  sutures  in  no  way 
connected  with  the  line  of  sutures  that  close  the  peritoneum. 
So,  even  should  infection  travel  up  and  should  it  infect  the  su- 
tures, it  is  not  necessary  it  should  infect  the  entire  line  of  su- 
tures across  the  pelvis.  I  hope  in  that  way  to  at  least  attain 
results  somewhat  better  than  one  case  in  four  without  pus. 

Dr.  Rufus  B.  Hall. — I  want  to  say  that  my  technique  is 
that  just  described,  only,  if  possible,  sterilization  is  still  more 
thorough.  In  placing  the  stitches,  in  no  instance  has  the  silk- 
worm gut  ever  included  the  mucosa.  I  was  thinking,  after  I 
took  my  seat,  that  perhaps  some  one  would  think  I  had  done 
dirty  work  or  I  would  not  get  these  abscesses;  but,  as  I  said, 
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none  of  these  cases  had  pus  immediatel}'  following.  I  grant 
many  of  them  had  suppurating  tubes  or  suppurating  ovaries. 
I  will  say,  further,  that  not  within  the  two  years,  except  in  one 
or  two  tubal  pregnancies  and  one  or  two  pus  tubes,  not  to  ex- 
ceed four  or  five  cases  in  the  whole  period,  did  I  ever  hear  of  a 
ligature.     And  those  were  always  bad  cases. 


Meeting  of  June  17th.  1897. 
The  President,  Charles  L.  Bonifield,  M.D.,  in  the  Chair. 

CARCINOMA    OF    UTERUS. 

Dr.  Re  amy. — This  is  a  case  of  carcinoma  involving  the  neck 
of  the  uterus.  I  exhibit  the  specimen  only  for  the  purpose  of 
calling  attention  to  a  point  in  technique.  I  almost  invariably 
use  clamps  in  vaginal  hysterectomy,  and  this  is  the  first  case 
in  which  I  have  had  any  hemorrhage.  In  this  case  I  applied 
four  clamps.  One  of  them  was  a  new  instrument  that  1  had 
not  noticed  particularly.  You  all  know  they  are  made  so  they 
bite  at  the  distal  end  of  the  blades  very  firml}",  and  then  along 
the  line  the}^  are  apart  to  receive  the  substance  that  goes  in 
between  them.  This  clamp  was  a  good  deal  apart,  and  it 
required  considerable  force  to  make  it  tight  all  the  way  down. 
I  caught  up  the  ovarian  arterj",  but  it  was  not  clamped  suffi- 
cienth'  tight,  and  bled  until  it  gave  me  considerable  solicitude, 
and  I  had  to  pack  with  gauze.  In  consequence  of  putting  this 
packing  in  I  had  to  leave  the  clamps  on  seventy  hours. 

In  taking  out  the  forceps  and  the  gauze  I  had  used  to  arrest 
further  bleeding,  I  overlooked  a  piece  of  the  gauze  and  it 
stayed  in  nine  days.  I  mention  that  as  a  further  contribution 
to  the  almost  strange  fact  that  you  can  with  comparative  safety 
have  almost  anj'thing  in  the  lower  part  of  the  pelvic  cavity  if 
the  drain  way  below  is  open.  It  is  difficult  to  have  any  trouble 
in  the  general  peritoneal  cavity  if  you  have  open  drainage. 

Dr.  Rufus  B.  Hall. —The  report  of  this  case  has  been 
very  interesting  to  me  for  several  reasons.  First,  the  fact  is 
emphasized  by  the  speaker  that  it  is  very  difficult  to  have  any- 
thing go  wrong  when  j'ou  have  free  drainage  from  below.  I 
am  so  glad  to  hear  Dr  Reamy  say  this,  because  I  know  it  is 
true.  This  is  one  of  the  strongest  arguments  that  can  be  ad- 
vanced in  abdominal  work  in  favor  of  the  drainage  of  the  peri- 
toneal cavity,  while  so  man}'  are  going  so  far  the  other  way. 
The  tendency  now  in  abdominal  work  is  to  drain  onl}"  in  sus- 
picious cases,  and  many  go  further  and  advocate  drainage  only 
in  venj  suspicious  cases.  I  am  quite  certain  the  pendulum  has 
swung  too  far  in  that  direction. 

Another  thing  I  wish  to  mention  is  the  use  of  the  clamp  in 
vaginal  hysterectomy.  I  believe  that  in  using  the  clamp  it  is 
not  possible  to  close  the  peritoneal  cavity  by  uniting  the  peri- 
toneum above  the  ends  of  the  clamps.    For  this  reason  I  believe 
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that  in  time  the  use  of  the  clamp  will  be  largelj^  discontinued. 
In  the  majority  of  cases  of  vaginal  hysterectomy  that  are  suit- 
able for  it,  cases  not  far  advanced — ones  like  this,  for  instance — 
a  number  of  men  would  prefer  the  use  of  the  ligature  entirely, 
for  with  the  ligature  we  can  control  hemorrhage  just  as  well 
as  with  the  use  of  the  clamp.  It  takes  but  a  little  longer  to 
make  the  operation,  and  you  protect  your  patient  largely  from 
sepsis.  You  close  the  peritoneal  cavity  as  thoroughly  as  after 
an  abdominal  section  and  just  about  as  easih".  If  an  operator 
will  try  getting  along  without  the  clamp  once.  I  am  satisfied 
he  will  see  the  patient  recover  much  easier.  We  know  that 
with  the  use  of  the  clamp  the  patient  suffers  from  the  third  to 
the  fifteenth  or  eighteenth  day  from  a  low  form  of  sepsis  as  a 
rule,  occasionall}'  from  a  well-marked  attack  of  sepsis.  About 
the  time  the  sloughs  come  off  some  women  suffer  a  great  deal; 
they  have  a  temperature  of  101°-103°  and  considerable  bad- 
smelling  pus.  There  is  less  sloughing  with  the  ligature  than 
with  the  clamp.  With  the  clamp  you  depend  on  the  omentum 
and  bowel  bridging  over  the  pelvic  floor  There  is  a  large 
space  left  to  be  covered  over  in  this  way,  although,  of  course, 
this  contracts  afterward.  I  have  made  only  one  operation  of 
vaginal  hysterectomy  for  malignant  disease  with  the  clamp  in 
the  past  fiftj^  cases.  The  patient  took  the  anesthetic  badly, 
and  I  put  on  the  clamp  because  I  could  not  secure  the  bleeding 
point  quickly  any  other  way.  I  always  commence  a  vaginal 
hysterectomy  with  the  clamps  at  hand,  but  I  use  them  only 
when  I  am  driven  to  it. 

Dr.  Reamy. — As  the  records  in  my  private  hospital  will 
show,  I  have  done  a  great  many  more  vaginal  hysterectomies 
this  year  than  usual,  but  I  have  not  had  sepsis  in  these  cases. 
This  patient  has  had  a  temperature  of  only  09°,  and  much  of 
the  time  onl}'  98°. 

In  mj  experience  I  have  more  certainty  in  controlling  the 
hemorrhage  than  I  would  with  the  ligature,  because,  as  the 
doctor  has  said,  there  are  some  little  bleeding  points  you  can 
clamp  to  which  it  is  difficult  to  appl}^  a  ligature,  unless  you 
ligate  the  entire  broad  ligament.  By  the  use  of  proper  retrac- 
tors 3^ou  can  bring  the  field  into  j'our  view  and  put  the  clamp 
on  under  your  eye.  You  will  find  in  the  specimen  that  I  have 
the  broad  ligaments,  the  ovaries  and  tubes  all  perfect,  although 
I  used  only  four  clamps.  With  the  clam,ps  you  have  more  cer- 
tain control  over  the  hemorrhage  than  you  do  with  the  liga- 
ture, you  can  do  the  operation  in  half  the  time  it  would  take 
were  j^ou  to  use  the  ligature,  and  you  have  free  drainage.  As  to 
the  cicatricial  contraction  to  which  the  doctor  has  referred,  I  do 
not  know  a  single  case  in  which  an  accident  has  occurred  from 
vaginal  hysterectomy  with  clamps  in  my  practice  in  the  past 
three  years.     In  two  months  you  will  feel  the  vagina  closed. 
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A  Text  Book  op  the  Diseases  of  Women.  By  Henry 
J.  Garrigues,  A.m.,  M.D.,  Professor  of  Gynecolog}^  and 
Obstetrics  in  the  New  York  School  of  Clinical  Medicine; 
Gj'uecologist  to  St.  Mark's  Hospital,  etc.,  etc.  Second  Edi- 
tion. Pp.  728;  335  illustrations.  Philadelphia :  W.  B. 
Saunders,  1897. 

In  the  plenitude  of  works  of  this  nature  at  the  present  time 
it  must  be  very  gratifjing  to  the  author  that  a  second  edition 
is  called  for  within  a  comparatively  short  time  That  it  has 
successfully  fulfilled  one  of  its  avowed  missions — that  of  pro- 
viding a  useful  book  for  undergraduates — is  evident  from  the 
fact  that  it  has  been  adopted  by  many  of  the  medical  schools. 
Whether  it  has  been  equally  successful  in  its  other  mission — 
that  of  acting  as  a  safe  guide  and  as  a  work  of  readj^  reference 
to  the  "  busy  practitioner"  (if  such  a  pei'son  still  exists) — is  not 
so  easily  decided.  The  volume  is  certainl}"  brimful  of  infor- 
mation, which  is  systematicalh"  arranged;  and  references  are 
liberally  cited,  so  that  he  who  desires  more  detailed  knowledge 
will  know  where  to  find  it.  Conciseness  is  an  essential  quality 
of  such  a  work,  but  to  be  able  to  be  concise  and  clear  at  the 
same  time  is  the  gift  of  only  a  few.  The  author  has  succeeded 
fairly  well  in  this. 

The  criticism  made  in  the  review  of  the  first  edition,  which 
appeared  in  this  Journal  for  August,  1894 — that  the  teach- 
iag  was  not  up  to  date — may  perhaps  be  applied  to  the  present 
edition.  And  yet  we  venture  to  say  such  a  defect  is  almost 
inevitable  in  the  preparation  of  a  work  of  this  character. 
Gynecology  is  still  in  a  somewhat  chaotic  and  changeable  state. 
What  is  lauded  to-day  may  be  condemned  by  the  same  in- 
dividual a  few  months  hence.  It  will,  we  fear,  be  still  some 
3'ears  before  the  pendulum  in  this  branch  of  medicine  will  have 
settled  down  to  the  moderate  swingings  which  denote  merely 
the  march  of  time. 

We  note  that  the  author  has  availed  himself  of  some  of  the 
criticisms  made  in  this  Journal's  review  of  the  first  edition. 
If  we  make  any  now  they  will  not  be  in  the  spirit  of  carping, 
but  in  the  hope  that  the}'  may  be  of  service  to  him  in  the 
revision  of  a  future  edition. 

In  tlie  chapter  on  anatomy  we  miss  Poirer's  excellent  draw- 
ing of  the  lympiiatics  of  the  uterus  and  pelvis,  and  that  of 
Frankenhauser  of  the  nerves  distributed  to  the  uterus,  adnexa, 
Ijladder.  and  rectum  We  regret  to  see  the  reiteration  of  the 
statement  that  ''  the  perineal  body  becomes  the  chief  support  of 
the  whole  pelvic  floor."  Chronic  metritis  does  not  receive  the 
attention  we  think  it  deserves.  It  is  a  very  common  affection, 
not  alwciys  easil}-  recognized,  and  is  very  rebellious  to  treat- 
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ment.  It  is  a  frequent  associate  of  backward  displacements  of 
long  standing,  and  not  infrequently  interferes  with  the  thera- 
peutic success  of  surgical  procedures  for  the  correction  of  the 
malposition.  Acquired  atroph}'  of  the  uterus  is  dismissed  with 
a  single  page..  The  author  entirely  ignores  the  normal  atro- 
phy of  the  uterus  attending  lactation,  and  to  which  the  atten- 
tion of  the  profession  in  this  country  was  drawn  by  an  article 
by  the  reviewer  in  the  American  Journal  of  the  Medical 
Sciences  for  July,  ISOO.  Salpingo-oophorectomy  for  ante- 
flexion of  the  uterus,  even  ''if  there  be  inflammation  of  the 
appendages,"  we  can  scarcely  endorse  as  sound  advice.  If  so 
serious  an  operative  procedure  be  deemed  necessary,  then  the 
diseased  uterus  should  certainly  also  be  removed. 

For  retroversion  the  author  makes  no  mention  of  the  method 
devised  by  the  reviewer  of  suturing  the  round  ligaments  to  the 
vaginal  wall,  while  he  has  devoted  considerable  space  to  the 
old  Mackenrodt  operation,  which  has  been  pretty  generally 
discarded. 

Acute  catarrhal  salpingitis  receives  scant  or  no  attention. 
We  consider  this  a  mistake,  and  we  are  astonished  that  it  is 
one  which  is  committed  by  most  authors.  If  our  observations 
are  worth  anything,  it  is  not  an  infrequent  disease,  which  is 
very  often  mistaken  for  acute  appendicitis  when  it  occurs  on 
the  right  side;  and  at  other  times  it  is  diagnosticated  as  pelvic 
peritonitis.  It  deserves  more  careful  study  than  has  hitherto 
been  accorded  to  it. 

The  subject  of  extrauterine  gestation  the  author  evidently 
considers  as  belonging  to  a  work  on  obstetrics,  and  hence  has 
omitted  it  in  the  book  under  review. 

On  the  whole  we  consider  the  book  may  be  highly  recom- 
mended to  the  general  practitioner  and  the  medical  student. 
The  former  will  find  it  a  safe  guide,  though  he  must  exercise 
his  judgment  as  to  the  advisability  of  always  following  a 
course  of  treatment  which  in  these  days  of  aseptic  surger}"  may 
be  characterized  as  ultra-conservative.  But  he  had  better  be 
ultra-conservative  at  times  than  to  hastily  resort  to  operations, 
even  under  aseptic  conditions,  if  he  is  not  well  prepared  with 
the  technical  skill  and  the  necessary  practical  anatomical 
knowledge.  H    n.  v. 
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OBSTETRICS. 

Clinical  Relations  of  the  Uterus  and  Intestine. — L.  A. 

Demelin '  records  several  cases  illustrating  the  necessity  of 
differentiating  from  puerperal  infection  certain  intestinal 
affections  whose  symptoms  may  simulate  the  former  condi- 
tion. He  includes  constipation,  which  may  cause  the  most 
severe  disturbances.     He  states  that,  aside  from  typhoid  fever, 
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dysentery,  tuberculosis,  and  malaria,  there  occurs  in  some 
parturient  women  an  acute  intestinal  affection  characterized 
by  high  fever,  diarrhea,  and  intestinal  hemorrhages,  which 
may  be  followed  by  rapid  recovery  or  cause  death  by  peri- 
tonitis. Peritonitis  of  intestinal  origin  by  propagation  or  per- 
foration follows  lesions  of  the  cecum  or  appendix,  strangula- 
tion, infection  with  the  bacillus  coli  localized  at  first  in  the 
intestine  and  subsequently  capable  of  extension  to  the  uterus, 
and  ulcers  which  are  usually  situated  in  the  large  intestine. 

Puerperal  Infection, — Ferre '  calls  attention  to  the  pro.dromic 
symptoms  of  puerperal  infection  which  ma}^  be  noted  during  labor 
or  in  the  hours  immediately  following,  and  invariably  precede 
the  sudden  onset  commonly  described.  The  most  constant  and 
earliest  symptoms  are  elevations  of  temperature,  rapid  pulse, 
and  relative  or  absolute  insomnia.  Slight  rises  of  temperature 
occur,  usually  once  a  day,  in  some  cases  twice,  frequently  in  the 
evening,  sometimes  toward  noon,  rarely  in  the  morning,  and 
often  separated  by  low  temperatures.  A  considerable  elevation 
may  occur  without  other  symptoms.  An  increased  rapidity  of 
the  pulse  may  be  due  to  many  causes.  Its  persistence  and 
occurrence  with  a  rise  of  temperature  must  be  considered.  The 
writer  considers  insomnia  as  a  symptom  of  the  utmost  import- 
ance. Headache  is  noted  only  when  the  lochial  discharge  is 
abnormal  or  chilly  sensations  are  present.  The  lochia  may 
be  diminished,  suppressed,  or  fetid.  These  changes  occasion- 
ally precede  other  S3anptoms  and  are  sometimes  absent  entirely. 
Sensations  of  local  chilliness  nearly  always  antedate  any  regu- 
lar general  chills. 

The  subject  of  the  prophylaxis  and  curative  treatment  of 
puerperal  infection  is  summarized  b}^  R.  C  Norris''  as  follows: 
(a)  Contact  of  the  physician  or  nurse  is  the  most  frequent  cause 
of  puerperal  sepsis;  (6)  in  obstetric  practice  make  as  few  vagi- 
nal examinations  as  possible;  (c)  omit  the  ante-  and  postpartum 
douche  as  routine  practice;  (d)  at  the  first  appearance  of  puer- 
peral sepsis  give  the  parturient  canal  one  thorough  disinfection; 
(e)  be  sure  not  to  overlook  localized  pelvic  inflammation  which 
may  require  a  major  operation;  (/)  use  stimulants  fearlessly, 
employ  injections  of  normal  salt  solution,  under  the  skin,  into 
the  rectum,  and  intravenously,  and  try  the  administration  of 
nuclein;  (g)  before  emplo3'ing  an  antistreptococcic  serum  be 
sure  that  you  have  to  deal  with  a  pure  streptococcus  infection. 

R.  Richmond '  has  treated  two  cases  of  puerperal  infection 
successfully  with  antistreptococcic  serum.  In  one  of  these  no 
other  treatment  was  employed  after  the  serum  was  injected. 
Another  such  case  is  recorded  by  E,  R.  G.  Groth."  In  this 
instance  quinine  and  antifebrin  were  also  employed,  but  these 
drugs  seemed  entirely  ineffectual. 

Maternal  Circulation  and  Pathological  Lesions  of  the 
Placenta. — Delore  ^  describes  the  anatomical  structure  of  the 
placenta,  including  the  apparatus  for  the  maternal  circulation. 
As  a  result  of  his  investigations  of  the  latter  (fully  recorded  in 
the  paper,  but  too  extensive  for  condensation)  the  writer  has 
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evolved  the  following  view  of  the  maternal  circulation:  The 
blood  of  the  uterine  sinuses,  driven  by  a  pressure  of  local  ori- 
gin, enters  the  great  circular  vein  of  the  placenta  which  per- 
forms the  part  of  an  artery,  and  passes  into  the  numerous 
openings  which  are  seen  when  the  margin  of  the  placenta  is 
raised.  It  next  traverses  the  intervillous  spaces,  then  ascends 
and  spreads  out  beneath  the  decidua,  returning  to  the  periphery 
under  this  membrane  or  by  intercotyledonal  vessels  which  act 
the  part  of  veins.  The  local  forces  bj*  which  he  believes  this  cir- 
culation to  be  carried  on  include  an  erection  of  the  placenta  by 
various  actions  which  may  cause  an  alteration  of  the  capacity 
of  the  placental  cavities,  as  a  sponge  is  emptied  and  filled  by 
alternate  application  and  removal  of  pressure.  Such  actions 
are  the  respiration  of  the  woman,  her  heart  beats  and  those  of 
the  fetus,  and  especially  the  contractions  of  the  abdominal 
muscles.  The  influence  of  the  so-called  insensible  contractions 
of  the  uterus  is  mentioned  as  worthj^  of  study,  and  attention  is 
called  to  the  causation  of  uterine  contractions  by  an  excess  of 
carbon  dioxide  in  the  blood.  Delore  states  in  another  paper 
{U Obstetrique,  September)  that  an  abnormal  circulation  occurs 
in  five  or  ten  per  cent,  and  that  these  have  served  as  the  type 
in  classic  descriptions.  In  these  cases  the  blood  cannot  freely 
enter  and  leave  at  the  periphery.  The  coronary  sinus  may  be 
partially  or  entirely  absent  as  an  anomaly,  or  the  circulation 
may  be  obstructed  by  thrombosis  or  sclerosis.  Three  forms 
of  thrombosis  are  mentioned — subchorionic,  intervillous,  and 
subdecidual,  the  subchorionic  variety  being  found  in  all  placen- 
tas which  the  author  has  recently  examined  with  care.  The 
thrombotic  process  is  extremely  slow.  It  causes  hematomata, 
gelatinous  cysts,  and  marginal  separation.  Delore  considers 
hematomata  to  be  aneurismal  dilatations  following  obstruction 
of  the  circulation  by  thrombi.  Gelatinous  cj^sts  of  the  fetal 
surface  of  the  placenta  are  explained  by  him  as  due  to  reten- 
tion of  Wharton's  ]e\\j,  which  normally  exists  throughout  the 
placenta  as  well  as  in  the  cord,  by  fibrinous  adhesions  between 
villi,  their  origin  thus  resembling  that  of  sebaceous  cysts  in 
that  the}^  are  formed  by  an  accidental  obliteration  leading  to 
retention.  Marginal  separation  of  the  placenta  is  the  result  of 
thrombosis  alone  or  combined  with  sclerosis.  Fibrinous  con- 
cretions, in  the  form  of  semilunar  plaques  or  thick  cords  fill- 
ing the  coronary  sinus,  adhere  to  the  chorion;  their  gradual 
contraction  then  produces  marginal  denudation  which  is  limited 
by  the  umbilical  vessels  entering  the  placenta.  Sclerosis  is 
characterized  by  the  proliferation  of  the  connective  tissue, 
more  or  less  complete  obliteration  of  the  fetal  vessels,  diminu- 
tion of  the  intervillous  spaces,  and  especially  by  rigidity  of  the 
tissue  invaded.  Thrombosis  and  sclerosis  are  attributed  by 
Delore  to  the  action  of  bacteria,  some  of  which  are  infectious, 
such  as  the  stapliylococcus,  streptococcus,  and  diplococcus. 
He  states  that  they  are  held  by  the  placental  filter  and  alter 
the  wall,  which  they  cannot  pass.  They  are  then  hemmed  in 
by  thrombosis  and  sclerosis,  so  that  though  their  vitality  may 
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persist  they  are  not  a  source  of  danger  to  the  woman  until  the 
time  of  delivery. 

Hyperemesis  of  Pregnancy.— J^.  A.  Temple^  believes  that 
the  morning-  sickness  which  generally  accompanies  pregnancy 
may  be  looked  upon  as  physiological,  purely  symptomatic,  but 
that  in  the  pernicious  form  it  is  invariably  accompanied  by 
some  pathological  condition.  A.  E.  Giles'  concludes  that 
vomiting  must  be  regarded  as  due  to  a  combination  of  three 
factors:  (1)  the  exalted  nervous  tension  which  is  found  con- 
stantly in  pregnancy;  (2)  the  presence  of  a  source  of  peripheral 
nervous  irritation — the  enlarging  uterus;  (3)  an  easy  channel  of 
outlet  for  this  exalted  tension — the  vagus.  By  the  exaggeration 
of  any  one  or  two  of  these  factors  vomiting  may  be  produced. 
JV.  Gardner'  has  seen  dilatation  of  the  cervix  relieve  the 
symptoms;  in  some  cases  very  promptly,  in  others  within  a  few 
days.  As  regards  the  ultimate  procedure  of  empt^ang  the 
uterus,  he  thinks  that  the  tendency  is  to  delay  too  long  the 
operation,  one  which  in  itself  is  not  without  danger,  especially 
in  patients  whose  vitality  is  very  low  from  inanition.  A.  J. 
C.  Skene'  considers  that  the  treatment  should  be  based  upon 
the  complications  present.  H.  T.  Hanks '  states  that  the 
indications  are  to  quiet  nervous  irritability,  use  suitable  medi- 
caments, feed  judiciously  by  mouth  or  rectum,  and  to  allay 
all  irritating  outside  conditions.  Every  abnormal  condition 
of  the  uterus  should  be  looked  for  and  treated— erosion  of  cer- 
vix, contraction  of  the  internal  os,  excessive  distension  of  the 
uterus,  dropsy  of  amnion,  congestion  around  the  site  of  the 
placenta,  congestion  of  the  liver.  C.  JeiveW  advises  rest  in 
bed  for  several  days  and  dietetic  methods.  Of  many  measures 
for  subduing  the  reflex  disturbances,  among  the  most  useful  in 
his  hands  have  been  chloral  and  the  bromides.  Locally  he  has 
found  satisfaction  in  the  application  of  cocaine.  Lately  he  has 
dilated  with  a  branched  steel  dilator  the  entire  length  of  the 
canal,  even  though  the  membranes  were  slightly  separated 
about  the  os  internum.  This  is  liable  to  be  followed  by  abor- 
tion, and  the  method  is  therefore  withheld  as  one  of  the  last 
resorts.  Much  the  same  results  may  be  had  by  packing  the 
cervix  with  gauze.  Evacuation  of  the  uterus  is  often  too  long 
delayed.  ./.  C.  Cameron "  says  that  in  this  affection,  perhaps 
more  than  in  any  other,  it  is  essential  to  treat  the  patient  rather 
than  the  disease.  In  order  to  decide  when  to  empty  the  uterus 
the  personal  factor  must  be  considered.  TT".  J.  Sinclair " 
thinks  that  if  the  conditions  do  not  impi'ove  under  the  use  of 
bromide  of  potassium  with  adjuvants,  it  is  best  to  interrupt 
the  pregnancy. 

Classification  of  Deformed  Pelves. — As  a  substitute  for 
those  now  employed,  Felice  La  Torre '  offers  the  following 
morphological  classification  of  deformed  pelves,  with  the  causes 
of  each  type: 

Transversely  oval  pelvis  (antero-posterior  diameter  con- 
tracted): Arrest  of  development,  simple  or  rachitic  softening 
of  the  pelvic  bones,  bilateral  luxation  of  the  hip  joint. 
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Obliquely  oval  pelvis  (one  of  the  oblique  diameters  con- 
tracted): Arrest  of  development  of  one  sacro-iliac  synchon- 
drosis, lesion  of  one  lower  extremitj^,  scoliosis. 

Antero  posteriori}"  oval  pslvis  (transverse  diameter  con- 
tracted): Arrest  of  development  of  the  bones  in  general,  of 
both  sacro-iliac  synchondroses,  simple  softening  of  the  bones, 
kyphosis,  spondylolisthesis. 

Triangular  pelvis  (several  diameters  contracted) :  Excessive 
softening  of  the  bones  by  rachitis,  b}"  osteomalacia. 

Atypical  pelvis  (several  diameters  contracted):  Simple  and 
complex  lesions  of  the  vertebral  column,  scolio-rachitic.  kypho- 
rachitic,  suppuration  and  fractures  of  the  vertebrae  and  of  the 
pelvic  bones,  separation  of  the  pubic  symphysis. 

Sacculation  of  the  Pregnant  Uterus  after  Ventrofixa- 
tion.— Such  a  case  is  reported  by  L.  E.  Heaton.'  The  fetus 
was  in  the  transverse  position  throughout  pregnancy  and 
seemed  freely  movable.  As  labor  was  very  slow,  the  mem- 
branes having  ruptured  and  no  part  presenting,  forced  delivery 
was  decided  upon.  After  dilating  the  os  the  body  of  the  child 
was  found  in  a  large  anterior  sac,  separated  from  the  examin- 
ing hand  by  a  thick  partition  upon  whose  upper  border  the 
child's  neck  rested.  The  head  occupied  a  small  posterior  sac  in 
the  right  hypochondriac  region.  By  pushing  the  head  to  the 
left  hypochondriac  region,  the  bodj'  toward  the  right  side,  and 
exerting  traction  upon  the  fold  of  the  uterus  between,  the  head 
was  brought  down  and  forceps  deliver}'  accomplished.  The 
child  was  still-born,  the  cord  tighth^  encircling  its  neck.  Ap- 
parent freedom  of  motion  of  the  fetus  during  pregnancy  was 
due  to  a  balancing  upon  the  uterine  septum  as  a  single  point  of 
support  while  floating  in  fluid. 

Palpation  of  the  Fetal  Heart  Impulse. — D.  F.  Duval*  re- 
cords two  cases  observed  by  Howard  A.  Kelly,  in  which  the 
impulse  of  the  fetal  heart  was  distinctly  palpated  through  the 
abdominal  wall.  In  one,  a  right-bregmatic-iliac-anterior  pre- 
sentation, it  was  palpated  after  rupture  of  the  membranes;  in 
the  other,  a  left-occipito-iliac  posterior,  at  the  eighth  month  of 
pregnane}^.  In  the  five  cases  previously  reported  by  others  it 
was  felt  only  during  labor. 

Pelvic  Tumors  complicating  Pregnancy. — F.  Blume  '  per- 
formed a  Porro  operation  followed  by  removal  of  both  apj^end- 
ages  in  a  case  of  multilocular  cyst  of  one  ovary  complicating 
pregnancy.  He  defends  this  procedure  on  the  ground  that  it 
is  difficult  to  reach  such  a  tumor  in  the  presence  of  the  pregnant 
uterus,  and  that  he  considers  the  Porro  operation  with  extra- 
peritoneal treatment  of  the  stump  as  safer  than  Cesarean  sec- 
tion. Mayo  Robson^  describes  two  cases  in  which  Porro's  ope- 
ration v/as  successfully  performed  for  impacted  pelvic  tumors 
preventing  delivery. 

Uterine  Fibroid  complicating  Pregnancy. — Jacobs '"pre- 
sents a  case  of  uterine  fibroid  removed  during  pregnancy, 
which  later  terminated  normally.  As  the  dangers  of  induction 
of  premature  labor  and  enucleation  of  fibroids  are  about  the 


870  BRIEF   OF   CURRENT   LITERATURE. 

same,  he  advises  the  latter  when  anatomical  conditions  lead 
one  to  believe  that  pregnancy  will  continue  after  its  perform- 
ance. 

Superfetation. — A.  Lyle"  reports  a  case  of  superfetation 
occurring  in  a  woman  27  years  of  age,  pregnant  for  the  third 
time  ;  two  previous  deliveries  normal.  Uncontrollable  vomit- 
ing demanded  the  induction  of  abortion.  The  fetuses  showed 
about  three  weeks'  difference  in  development. 

Obliteration  of  the  Cervix  during  Pregnancy. — J.  Lippe* 
presents  notes  of  a  case  in  which  the  external  os  was  found,  at 
the  time  of  labor,  to  have  been  completely  obliterated.  An 
opening  was  effected  by  blunt  dissection,  and  delivery  was 
effected.  The  patient  had  complained  of  pelvic  pain  for  months 
previously. 

Atresia  of  the  Vagina  complicated  by  Pregnancy. — A. 
Vedin  '^  gives  the  history  of  a  case  in  which  atresia  of  the 
vagina  followed  necrosis  in  a  protracted  labor  superintended  by 
a  midwife.  Pregnancy  occurred  fifteen  years  later,  and  the 
writer  incised  the  pin-hole  opening  at  the  fourth  month  and 
again  at  seven  and  one- half  months.  With  the  aid  of  a  glass 
plug  a  circumference  of  over  five  inches  was  maintained,  but 
the  resulting  cicatrix  failed  to  dilate  at  the  time  of  labor,  and 
delivery  was  completed  onlj"  after  multiple  incisions  of  this 
constricting  band.  Four  weeks  after  delivery  the  vagina  was 
still  of  ample  size. 

Inversion  of  the  Puerperal  Uterus. — S.  Marx'  records 
three  cases  seen  in  consultation  and  one  reported  by  another 
physician.  The  first  case,  an  incomplete  inversion  due  to  a 
very  short  cord,  recovered  after  replacement.  In  the  second 
the  patient  was  confined  without  attendance,  and  seized  and 
threw  off  the  child  as  it  was  delivered,  tearing  the  cord  and 
causing  complete  inversion  of  the  uterus.  Attempts  to  reduce 
it  without  anesthesia  failed  ;  the  patient  declined  to  enter  a 
hospital  for  four  days,  and  then  died  after  replacement  through 
the  abdomen  and  complete  hysterectomy  performed  on  account 
of  marked  sepsis.  In  the  third  case  subinvolution  and  pro- 
longed bloodj^  lochia  followed  labor.  On  the  seventeenth  day, 
while  straining  at  stool,  an  organized  fibrous  placental  polyp, 
attached  to  the  uterine  fundus  and  lateral  wall,  was  forced  out- 
side of  the  OS,  causing  partial  inversion.  Death  occurred  several 
weeks  after  removal  of  the  growth  ;  cause  unknown.  In  the 
last  case  complete  inversion  occurred  after  labor  while  the 
binder  was  being  applied  ;  death  from  shock.  The  accident 
was  not  explained  by  the  history  or  autopsy. 

Czarkowski  '^  records  a  case  where  the  inversion  occurred 
spontaneously  within  half  an  hour  after  a  normal  confinement. 
When  seen  the  woman  was  in  a  state  of  extreme  collapse  and 
presented  every  symptom  of  shock.  A  round,  grayish-blue,  and 
soft  tumor  was  found  outside  the  vulva,  adherent  to  which  was 
the  placenta  with  cord.  Detachment  of  the  placenta  and  re 
inversion  of  the  uterus  was  easy.  The  pulse,  however,  dis- 
appeared, and  with  a  convulsive  paroxysm  the  woman  expired. 
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Czarkowski  states  that  to  facilitate  the  expulsion  of  the  placenta 
the  woman  had  blown  into  an  empty  bottle. 

A  similar  case  is  described  by  Sachs. '^  Inversion  of  the 
uterus  occurred  in  a  primipara  22  years  old  after  blowing  into 
a  bottle  upon  the  advice  of  the  attending  nurse.  Traction  upon 
the  cord  was  denied.  The  inversion  occurred  one-half  hour 
postpartum.  After  detaching  placenta  and  membranes  rein- 
version  of  the  uterus  proved  quite  easy;  the  woman,  however, 
did  not  rally,  and  in  spite  of  all  restorative  methods  she  died 
thirty-six  hours  after  the  birth  of  the  child. 

Rapczewski^'  was  hurriedl}^  called  to  a  woman  whom  he  had 
delivered  of  twins  about  two  years  before,  the  message  stating 
that  the  child  was  dead  and  the  woman  in  a  dying  condition. 
The  woman  was  perfectly  conscious,  but  in  a  condition  of 
extreine  shock.  The  inverted  uterus  was  outside  the  vulva, 
with  the  placenta  still  adherent.  After  injecting  camphor  and 
other  stimulants  spontaneous  reposition  occurred.  This,  how- 
ever, did  not  improve  her  condition,  and  she  died  about  one 
hour  after  Rapczewski's  arrival.  The  cause  of  the  inversion 
was  traction  upon  the  cord  by  a  midwife. 

Rupture  of  the  Uterus. — A  case  of  complete  hysterectomy 
for  rupture  of  the  uterus  and  vagina  during  forceps  delivery  is 
reported  by  J.  H.  Branham.''  The  patient  had  had  five  pre- 
vious instrumental  labors  and  five  miscarriages  in  ten  years. 
The  writer  believes  the  accident  to  have  been  due  to  weakness 
of  the  uterine  tissue  on  account  of  the  woman  having  borne  a 
large  number  of  children  in  rapid  succession. 

Jordan '"  describes  a  case  of  rupture  of  the  uterus  nearly 
unique  in  medical  literature.  The  rupture  occurred  during  the 
sixth  month  of  pregnancy.  There  was  no  hemorrhage,  and 
the  fetus  continued  to  live  outside  the  uterus  until  the  tenth 
lunar  month.  Ten  weeks  after  its  death,  operation.  Super- 
vaginal  amputation  of  the  uterus.  The  uterus  showed  a  long 
rupture  opposite  the  placental  insertion;  the  fetus  was  found 
among  the  intestines.  The  relative  shortness  of  the  cord  and 
the  fetal  movements  had  caused  the  placenta  and  the  corre- 
sponding uterine  wall  to  enter  the  tear,  then  becoming  adhe- 
rent, thus  producing  an  entire  shutting-off  of  the  uterine  cavity. 
[A  similar  case  has  been  reported  by  Leopold  and  is  described 
in  a  recent  number  of  this  Journal.] 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Cancer. — W.  Roger  Williams"  believes  that  cancer  is  most 
prevalent  among  the  well-to-do  and  easy-going,  who  habitually 
eat  more  than  is  good  for  them.  Alimentation  and  domestica- 
tion seem  to  be  of  paramount  importance  in  its  etiology.  In 
support  of  this  view  he  urges  the  following  considerations: 
During  the  last  half-century  the  wealth  of  England  has  more 
than  doubled,  while  its  pauperism  has  diminished  by  more 
than  one-half.  Crime  has  steadily  declined.  Sanitary  condi- 
tions have  greatly  improved.      The  mortality  from  zymotic, 
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tubercular,  and  man}"  other  diseases  shows  marked  diminu- 
tion. Wages  have  gone  up,  while  the  prices  of  most  commodi- 
ties have  fallen  greatly.  The  consumption  of  meat  per  head 
has  more  than  doubled,  having  reached  one  hundred  and 
twentj'-six  pounds  per  3"ear.  The  bulk  of  the  people  are  better 
paid,  better  housed,  and  better  fed.  During  this  period  the 
cancer  mortality  has  more  than  quadrupled.  The  registrar- 
general's  reports  show  that  this  is  low^est  where  the  conditions 
of  life  are  hardest,  the  surroundings  the  most  squalid,  the  den- 
sity of  population  greatest,  the  tubercle  and  general  mortality 
highest,  and  where  sanitation  is  least  perfect — in  short,  among 
the  industrial  classes  in  our  great  towns;  whereas  among  the 
wealthy,  the  well-to-do,  and  the  agricultural  community  the 
cancer  mortalitv  is  highest.  The  results  attained  bv  the  Tenth 
United  States  Census  accord  with  these  views.  Cancer  is 
comparatively  rare  among  the  inmates  of  prisons,  workhouses, 
and  lunatic  asylums,  in  persons  of  drunken  and  dissolute 
habits;  among  savages  it  is  almost  unknown.  In  the  animal 
world  it  is  onl}'  among  the  domesticated  varieties  that  malig- 
nant and  other  tumors  are  met  with.  Most  of  those  affected 
are  large,  well  nourished  persons.  Such  tj'pes  are  indicative 
of  h^-pernutrition.  The  natural  functions  of  such  women  are 
performed  with  ease  and  regularity,  Their  sexual  health  is 
vigorous,  the  capacity  for  reproduction  beginning  earlier  and 
lasting  longer  than  in  the  generality  of  women.  A  greater 
proportion  of  these  cancer  patients  marry;  they  marry  earlier, 
and  commence  to  have  children  sooner,  than  the  generality  of 
married  women;  and  their  fertility  is  much  above  the  average. 
All  these  things  indicate  a  vital  exuberance  which  is  charac- 
teristic. The  victims  of  constitutional  syphilis  are  much  less 
prone  to  cancer  than  the  non  syphilitic,  probably  on  account 
of  depraved  nutrition  and  lessened  vitality  caused  by  the  syphi- 
litic virus.  The  establishment  of  '•  issues  "  on  each  of  the  four 
limbs  after  operations  for  the  removal  of  cancer,  and  preven- 
tion of  the  operative  wounds  from  closing  by  first  intention,  as 
was  the  custom  during  the  first  centur}-,  exert  some  deterrent 
influence  on  the  disease  by  lowering  the  general  vitality. 
Probably  such  beneficial  results  as  have  followed  some  of  the 
much  more  dangerous  modern  methods  have  been  similarly 
determined.  In  the  penultimate  stage  of  most  exhaustive  ill- 
nesses cancerous  growths  often  become  stationarj^,  and  even 
appear  to  wither  and  dry  up  shortlj'  before  death.  The  majo- 
rity of  cancer  patients  appear  to  have  been  less  exposed  to  de- 
pressing mental  influences  than  most  women  of  corresponding 

Herff'''  liold-^  that  the  spreading  of  cancer  by  inoculation 
has  not  been  proven.  A  specific  agent  producing  cancer  is  not 
known  and  its  existence  is  questionable.  It  is  possible  that 
cancer  is  caused  by  biological  disturbances  in  the  growth  of  the 
tissues.  It  is  known  that  particles  of  cancerous  masses  may 
be  transplanted  upon  sound  tissues;  this  process  of  inoculation, 
however,  is  quite  rare,  and  really  is  not  a  true  inoculation. 
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Herff  states  that  the  seat  of  the  recurrence  does  not  give  a 
clue.as  to  the  route  by  which  the  infection  has  travelled,  for  it 
is  certainly  true  that  if  l3^inph  channels  are  destroyed  through 
disease  or  removed  by  operation,  others  will  take  their  place 
and  perform  their  functions. 

Veit.'^'  The  question  whether  cancerous  metastases  are  due 
to  inoculation  is  not  easy  to  answer.  It  is  certainly  true  that 
the  tissues  surrounding  the  extirpated  uterus  often  contain 
cancerous  processes,  and  it  is  therefore  quite  probable  that 
they  are  also  present  in  the  remaining  stumps.  He  believes  it 
to  be  incorrect  to  class  the  recurrence  near  the  primarj^  wound 
as  metastases  caused  by  inoculation,  and  considers  it  doubtful 
whether  we  can  trace  their  genesis  by  the  form  of  metastasis. 
Unless  an  operator  contracts  the  disease  on  his  fingers,  the 
spreading  of  cancer  bj"  inoculation  cannot  be  proven. 

Sanger."  To  explain  the  recurrence  of  cancer  we  do  not 
require  the  theory  of  inoculation  or  infection. 

In  a  discussion  of  the  treatment  of  cancer  of  the  cervix, 
Cittadini  and  Rouffart '"  each  advocate  the  abdominal  route, 
while  Jacobs  and  Debaisieux '"  uphold  vaginal  hysterectomy. 

E.  J.  Ill  ^"  dwells  upon  the  necessity  of  careful  and  early 
diagnosis,  aided  by  local  examination  and  the  curette,  in  order 
to  detect  possible  cases  of  cancer  in  patients  complaining  of 
menstrual  irregularities  at  the  menopause. 

H.  Snow  °^  reports  a  number  of  cases  in  which  at  least  tem- 
porary improvement  followed  simple  exploratorj-  laparatomy 
for  abdominal  malignant  disease.  He  questions  whether  there 
may  not  be  a  more  or  less  decided  amelioration  from  simple 
peritoneal  incision  and  sponging,  as  in  tubercular  peritonitis. 

The  results  at  Landau's'^  clinic  in  the  treatment  of  inoper- 
able cancer  of  the  uterus  by  chelidonium  majus  are  somewhat 
more  favorable  than  those  reported  by  Winter,  Schmitt,  and 
Diihrssen.  The  local  application  of  a  fifty  per  cent  solution 
prevented  sloughing  and  diminished  the  bleeding.  The  treat- 
ment, however,  had  no  effect  upon  the  growth  of  the  tumor 
and  the  formation  of  metastases.  Injections  were  not  used, 
and  are  condemned  on  account  of  their  being  so  excessivel}^ 
painful. 

Winter  and  Schmitt  ^*  have  tried  this  remedy,  recommended 
by  Denissenko,  in  fourteen  cases,  with  the  same  unfavorable 
results  as  reported  by  Diihrssen.  The  administration  was  both 
internal  and  subcutaneous.  The  injections  were  exceedingly 
painful,  and  six  patients  refused  further  treatment.  An  im- 
provement was  not  observed,  but  in  three  cases  the  hemor- 
rhages ceased.  The  authors  condemn  the  administration  of 
the  useless  and  painful  remedy. 

Two  cases  of  carcinoma  of  the  cervix  were  treated  by  H. 
Meek  °^  by  curettage  and  chloride  of  zinc  paste.  In  one  case 
there  had  been  no  recurrence  four  months  later.  In  the  second, 
death  occurred,  after  uremic  S3^mptoms,  four  days  after  the 
treatment.  It  was  supposed  that  the  ureters  were  obstructed 
by  the  eschar. 
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H.  Macnaughton- Jones "  records  a  nephrectomy  for  carci- 
noma of  the  kidney,  the  immediate  result  being  recovery.  Bland 
Sutton  mentions  this  as  the  third  well-authenticated  case. 

Papillary  Ovarian  Cysts. — Under  this  name  have  often 
been  included  different  varieties  of  tumors  distinguishable  both 
morphologically  and  clinically.  They  are  of  three  principal 
classes:  1.  Ovarian  papilloma  proper,  which  occurs  as  a  cysto- 
papilloma  or  as  a  superficial  papilloma.  2.  Papillary  colloid 
cystoma,  which  should  be  considered  merely  as  a  variety  of 
the  ordinary  colloid  cyst  in  which  the  glandular  proliferation 
has  attained  an  exceptional  degree.  3.  Papillary  cysto  carcin- 
oma. Oscar  Semb  ^^  has  also  nDted  one  case  of  endothelioma 
occurring  in  papillary  form  in  an  ovarian  cyst.  He  shows  that 
ovarian  papillomata  form,  histologically  and  clinically,  a  dis- 
tinct class  of  tumors  which  should  be  distinguished  from 
papillary  cysto-carcinomata.  These  growths  resemble  each 
other  in  the  formation  of  excrescences  on  the  outside  of  the 
cyst  wall,  in  peritoneal  implantations  and  simultaneous  exist- 
ence of  ascites;  the  excrescences  are  frequently  bilateral  and 
intraligamentary.  The  papilloma  is  absolutely  benign  and  is 
characterized  by  a  perfectly  typical  epithelial  proliferation 
which  never  invades  adjoining  tissues  in  a  destructive  manner. 
It  grows  slowly  and  causes  no  cachexia.  The  peritoneal  im- 
plantations must  be  regarded  as  originating  from  fragments 
of  the  growth,  not  as  metastases,  and  their  benign  nature  has 
been  demonstrated  by  the  disappearance  of  the  implantations 
after  removal  of  the  primary  tumor.  The  writer  does  not 
believe  that  so-called  carcinomatous  degeneration  of  papillo- 
mata occurs  frequently,  as  others  have  maintained,  but  holds 
that  the  papilloma  remains  benign,  although  it  lasts  for  years, 
while  the  cysto  carcinoma  is  from  the  beginning  a  true  car- 
cinoma, not  a  degenerated  paj^illoma.  The  author  admits  that 
ovarian  papillomata  usually  spring  from  the  superficial  epi- 
thelium of  the  ovary,  but  he  describes  one  case  in  which  it 
seems  to  have  originated  from  the  epithelium  of  the  primary  fol- 
licles. The  prognosis  of  ovarian  papilloma  after  radical  removal 
is  absolutely  good.  Recurrence  never  takes  place  in  the  ped- 
icle; implantations  either  become  absorbed  or  continue  to  grow 
though  remaining  benign.  Semb  advises  the  removal  of  both 
ovaries  if  the  patients  are  of  advanced  age,  as,  although  healthy 
in  appearance,  the  second  may  subsequently  give  rise  to  tumors 
of  the  same  character. 

Ovarian  Cyst  with  Prolapse  of  the  Uterus. — J.  Swain'" 
has  treated  a  case  of  ovarian  cyst  associated  with  prolapse  of 
the  uterus  by  ovariotomy  and  abdominal  fixation;  recovery. 
In  supporting  the  operation  of  abdominal  fixation  he  holds 
that  as  abortion  may  take  place  in  retroflexion  and  other  dis- 
placements of  the  uterus,  its  occasional  occurrence  in  a  uterus 
which  has  been  fixed  to  the  abdominal  wall  cannot  be  used  as 
a  forcible  argument,  unless  it  can  be  shown  to  be  more  common 
under  these  circumstances. 

Rupture  of  an  Ovarian  Cyst  caused  by  Traumatism. — 
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Bogdonik  '°  reports  a  case  of  a  young  woman.  22  years  old,  who 
was  told  that  she  was  pregnant.  The  expected  confinement, 
however,  did  not  come,  but  her  abdomen  grew  larger  and 
larger.  During  this  time  she  had  a  severe  fall,  followed  by 
violent  pains  which  were  believed  to  be  labor  pains.  The  mid- 
wife, however,  thought  it  advisable  to  call  a  physician,  who 
found  the  following  condition:  Abdomen  enormously  increased; 
fluctuation  everywhere;  hard  masses  or  parts  are  not  felt; 
uterus  not  enlarged;  urine  of  a  dirty  greenish  color.  After 
removing,  by  paracentesis,  about  twenty  litres  of  a  sticky, 
bloody  fluid,  a  large  tumor  of  the  ovary  could  be  recognized. 
Ovariotomy  was  now  performed,  and  a  large  ovarian  cyst  con- 
taining several  litres  of  fluid  was  removed.  The  cyst  wall 
showed  two  ruptures.  17  and  G  centimetres  in  length. 

Hysterectomy. — John  Homans'^  describes  the  technique  of 
hysterectomy,  which  he  considers  advisable  in :  1.  Intract- 
able, frequent  hemorrhage  without  discovered  fibroid  or  malig- 
nant disease,  when  all  the  usual  remedies  have  been  tried  and 
curetting  has  been  done  every  few  weeks  without  permanent 
success.  2.  Malignant  disease  when  the  operation  is  possible 
without  permanent  injury  to  the  bladder  or  bowels.  Even  if 
there  is  little  hope  of  cure  the  hemorrhage  may  be  stopped,  and 
there  is  less  subsequent  pain  and  discomfort  than  when  the 
disease  is  left  to  run  its  natural  course.  3  (a)  Fibroid  tumor 
which  causes  much  discomfort  or  (b)  threatens  death  b}'  hem- 
orrhage, (c)  Because  it  may  increase  and  become  too  burden- 
some to  allow  life  to  be  worth  living,  (d)  Because  it  may 
become  cancerous,  {e)  Because  b}'  pressure  on  the  abdominal 
organs  it  may  destroy  life.  (/)  Because  it  may  become  cystic 
and  thoroughly  adherent,  [g)  Because  it  may  be  an  ever- 
present  anxiet}".  (//)  Because  it  may  cause  edema  of  one  or 
both  extremities  and  phlebitis,  followed  by  embolism,  causing 
death  by  cardiac,  renal,  pulmonary,  or  hepatic  disease. 
(i)  Because  it  may  become  twisted  with  the  uterus  as  a  pedicle. 
(j)  Because  a  very  sensitive  single  woman,  in  good  health  and 
active,  demands  its  removal  on  account  of  the  disfigurement 
it  causes.  (A')  Because  the  operation  to-day,  in  experieneed 
hands,  is  almost  uniformly  successful  4.  Complete  prolapse, 
particularly  after  the  menopause,  when  pessaries  and  all  the 
usual  operations  for  holding  up  the  uterus  have  been  tried  and 
found  useless.  5.  Incurable  chronic  inversion.  6.  Infection 
when  the  removal  of  the  Fallopian  tubes  affected  with  salpin- 
gitis has  not  cured  the  patient.  7.  Puerperal  sepsis  when  the 
diagnosis  is  as  certain  as  it  can  be. 

R.  Diriart  °'  describes  and  defends  the  technique  employed 
by  Routier  in  total  abdominal  hysterectomy.  His  paper  in- 
cludes a  report  of  twenty-four  cases  with  four  deaths.  The 
operation  is  begun  by  opening,  partially  or  completely,  the 
vaginal  cul-de-sac  through  the  vagina.  The  abdomen  is  then 
opened.  Two  ligatures  are  applied  to  the  upper  part  of  the 
broad  ligament  just  external  to  the  ovary,  and  the  ligament  is 
divided  between  them.     If  there  is  suppurative  disease  of  the 
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appendages  the  thermo-cautery  is  applied  to  the  stamps  thus 
formed.  Wiien  tiie  tumor  is  of  great  size  a  portion  may  be 
excised  and  the  lips  of  the  wound  held  together  by  a  forceps. 
If  even  this  does  not  allow  the  uterus  to  be  drawn  up  into  the 
abdominal  wound,  the  fibroid  may  be  enucleated  through  a 
vertical  median  incision  into  the  uterus.  If  the  vaginal  cul- 
de-sac  has  been  previously  opened  these  incisions  are  now 
extended;  otherwise  they  are  now  made  for  the  first  time  from 
above.  The  remaining  portion  of  the  broad  ligament  on  each 
side,  including  the  uterine  arterj^,  is  surrounded  by  two  turns 
of  an  elastic  ligature,  the  ends  of  which  are  crossed,  tied  with 
silk,  and  left  long.  Each  broad  ligament  is  divided  after  apply- 
ing the  ligature  of  its  own  side.  The  ends  of  the  elastic  liga- 
tures and  a  strip  of  iodoform  gauze  are  drawn  down  into  the 
vagina,  and  the  abdomen  is  closed  by  through-and-through  and 
superficial  sutures  of  silkworm  gut.  The  gauze  in  the  vagina 
is  removed  on  the  fourth  day  ;  vaginal  injections  are  com- 
menced about  the  sixth  or  seventh ;  and  the  ligatures  come 
away  between  the  twentieth  and  fortieth  days. 

Byron  Robinson '  strongly  favors  vaginal  hysterectomy  in 
place  of  an  abdominal  operation  from  the  standpoints  of  good 
drainage,  little  shock,  rapid  and  complete  convalescence,  mini- 
mum traumatism  of  viscera,  less  danger  of  hernia,  minimum 
danger  of  sepsis  from  soiling  the  peritoneum  in  pelvic  sup- 
puration. All  ligatures  are  outside  of  the  peritoneal  cavity 
or  can  be  removed,  and  the  operation  is  rarely  followed  by 
suture  or  mural  abscesses  or  sinuses  from  the  use  of  drainage 
or  infected  ligatures.  Vaginal  hysterectomy  does  not  mate- 
rially weaken  the  pelvic  floor,  though  partial  prolapse  of  the 
vagina  occasionally  occurs.  The  writer  ligates  the  uterine 
and  ovarian  arteries  with  silk  and  places  a  clnmp  on  each 
arter}^  for  thirty-six  hours,  enabling  the  broad  ligament  to 
grow  into  the  upper  end  of  the  vagina  and  elongate  the  latter. 
If  these  arteries  are  isolated  and  tied  the  ureters  will  not  be 
injured  and  the  operation  is  very  safe.  It  has  low  mortality 
and  few  post-operative  complications.  Time  is  not  as  im- 
portant as  in  the  abdominal  operation.  The  menopause  seems 
to  be  easier  when  the  uterus  is  entirely  removed.  Recovery 
after  vaginal  hysterectomy  is  much  smoother,  with  less  vom- 
iting, pain,  and  thirst  than  after  removing  the  appendages 
through  the  abdomen.  The  vaginal  route  frequently  allows 
a  practicall}'  extraperitoneal  operation,  as  the  great  mass  of 
intestinal  adhesions  are  not  broken.  The  vagina  should  not 
be  closed  nor  buried  sutures  used.  The  bladder,  rectum,  and 
ureters  must  be  avoided.  This  operation  should  be  employed 
in  cases  of  so-called  hystero-epilepsy  where  every  trace  of 
genitals  that  aid  in  menstruation  should  be  removed;  in  all 
pelvic  suppurating  cases;  in  all  pelvic  diseases  which  do  not 
reach  above  the  pelvic  brim;  in  ectopic  pregnancies  if  low 
in  the  pelvis.  The  writer  believes  that  the  following  classes 
of  cases  can  be  almost  perfectly  and  safely  cured  by  vaginal 
hysterectomy  alone  :  (a)  Non-suppurative  diseases,  when,  by 
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repeated  inflammatory  pelvic  attacks,  the  tubes,  ovaries,  uterus, 
and  many  loops  of  intestine  are  held  in  dense  masses  of  exu- 
dates and  adhesions.  (6)  Painful  uterus  and  localized  painful 
points  in  the  adnexa  after  laparatomy.  (c)  Abdominal  fistulfe 
following  laparatomy  for  removal  of  appendages  which  resist 
cure  by  curettement,  cauterization,  or  operation  when  the  liga- 
ture cannot  be  found  or  removed  with  safet}'.  (d)  Chronic 
suppurating  disease  attacking  not  only  the  appendages,  but 
also  the  parametric  and  periuterine  tissues.  He  upholds  vagi- 
nal hysterectom}^  against  removal  of  the  appendages,  as  the 
uterus  is  useless  without  these,  is  a  source  of  pain  and  perhaps 
of  recurrence  of  the  disease,  and  gives  rise  to  more  severe  neu- 
rotic symptoms  if  left  after  the  appendages  are  removed.  It  is 
not  conservative  to  retain  diseased  organs. 

Total  Abdominal  Hysterectomy. — J.  L.  Faure  "  describes 
the  following  ope^-ation  for  removal  of  tlie  uterus  of  normal  or 
of  slightly  increased  size.  He  advocates  its  use  especially  in 
cases  of  suppurative  disease  of  the  appendages.  The  patient  is 
placed  in  the  Trendelenburg  position  and  the  abdomen  opened 
in  the  median  line.  The  peritoneum  of  the  anterior  surface  of 
the  uterus  is  divided  transversely  above  the  vesico-uterine  cul- 
de-sac  and  the  bladder  is  dissected  off.  The  uterus  is  then 
bisected  with  scissors  in  the  median  line  from  the  fundus 
downward.  This  incision  opens  the  vagina.  One  half  of  the 
cervix  is  then  drawn  upward  with  forceps  and  its  vaginal  at- 
tachment divided  with  scissors.  Keeping  close  to  the  uterus, 
the  broad  ligament  is  divided,  the  uterine  artery  being  clamped 
before  or  after  it  is  cut.  The  utero- ovarian  vessels  are  simi- 
larly treated  after  division  of  the  round  ligament.  As  the  ute- 
rus is  rolled  out  in  this  manner  adhesions  are  easilj^  separated 
or  cut.  The  other  half  of  the  uterus  is  removed  in  the  same 
way,  and  the  operation  is  completed  as  usual. 

Relation  of  Biliary  Lithiasis  to  Uterine  Functions.— J. 
Cornillon  ''^  writes  that  the  painful  and  repeated  attacks  of 
biliary  lithiasis  influence  menstruation,  disturbing  its  regularity 
and  altering  its  quantity;  during  pregnancy  the  attacks  of  colic 
diminish,  but  at  the  time  of  delivery  redouble  in  intensity;  at 
the  menopause  they  are  often  accompanied  by  menorrhagia. 
Surgical  operations  upon  the  uterus  seem  to  favor  the  return  of 
the  attacks,  or  to  initiate  them  when  merely  a  predisposition 
previously  exists. 

Relation  of  Mueller's  to  Wolffs  Ducts  in  Woman. — 
Klein.""  In  an  examination  of  the  genitals  of  a  new-born  girl 
the  left  Wolff's  duct  could  be  traced  from  the  parovarium 
through  the  broad  ligament,  from  there  to  the  lateral  wall  of 
the  corpus  uteri  and  cervical  substance;  it  next  made  an  S- 
shaped  bend,  and,  passing  over  the  fornix  and  along  the  vagina, 
terminated  in  the  hymen.  While  passing  through  the  uterus 
it  formed  numerous  branches  and  ramifications,  and  this  may 
be  the  origin  of  adenomyomata,  as  already  stated  by  Reckling- 
hausen.    Unilocular  uterine    cysts    or  cystic    myomata  may 
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result  from  its  abnormal  proliferation.     Further  examinations 
also  show  that  Miillers  is  a  subdivision  of  Wolff's  ducts. 

Veit '"'  reports  cases  of  C3'st  formation  in  the  posterior  urethral 
wall,  the  probable  origin  of  which  is  an  abnormal  termination 
of  Wolff's  ducts. 

Secondary  Laparatomy. — Noltschini,'*  who  has  performed 
15  secondary  laparatomies  in  the  Moscow  Gynecological 
Clinic  {Gol  laparatomies),  arrives  at  the  following  conclusions: 
First,  complications  which  before  all  others  demand  a  re- 
opening of  the  abdominal  cavity  are  ileus,  internal  secondary 
hemorrhage,  occlusion  of  the  uterus,  and  diffuse  peritonitis. 
The  employment  of  asepsis  instead  of  antisepsis  has  not  dimin- 
ished the  frequency  of  ileus  following  operations.  In  general 
peritonitis  the  indications  for  operation  cannot  be  easilj"  formu- 
lated, but  in  ileus  secondar}"  laparatomy  is  always  advisable. 
The  mortality  is  384-  per  cent.  Ultimate  success  does  not  de- 
pend upon  the  time  when  the  symptoms  of  intestinal  occlusion 
first  appear,  nor  the  time  elapsed  between  the  appearance  of 
the  symptoms  and  the  surgical  interference.  The  advisability' 
of  the  operation  depends  upon  the  patient's  general  condition; 
great  weakness,  collapse,  and  intestinal  paralysis  are  contra- 
indications. 

The  advance  in  technique  and  the  more  extended  use  of 
asepsis  have  reduced  the  frequency  of  peritonitis,  internal 
hemorrhage,  and  compression  of  the  uterus,  but  ileus  is  en- 
countered as  frequently  as  ever.  The  prophylaxis  must  take 
notice  of  two  things  :  according  to  the  proposition  of  Fritsch 
one  must  avoid  the  frequent  administration  of  purgatives 
before  operation,  as  these  tend  to  weaken  the  intestinal  tone; 
and  during  the  operation  the  peritoneum  must  be  protected 
and  all  mechanical  and  chemical  irritation  avoided. 

Gynecological  Operations. — In  a  report  of  cases  operated 
on  at  St.  Luke's  Hospital,  Chicago,  T.  J.  Watkins  ^'  advises 
the  following  treatment  :  For  carcinoma  of  the  uterus  not  too 
far  advanced  for  radical  operation,  abdominal  hysterectomy, 
completed  through  the  vagina  if  necessary.  For  uterine 
fibroids  without  suppurative  disease,  enucleation  through  the 
vagina  if  possible.  If  hysterectoni}-  is  performed  the  ovaries 
should  be  left,  unless  diseased.  Vaginal  hj'sterectomy  is  pre- 
ferable to  abdominal  when  the  fibroid  uterus  is  not  larger  than 
a  pregnant  uterus  at  the  third  or  fourth  month.  For  suppura- 
tive disease  of  the  appendages  abdominal  section  is  preferable  : 
1.  When  the  disease  stands  so  high  that  it  cannot  be  easily 
reached  through  the  vagina.  2.  Usually  where  it  is  advisable 
to  do  plastic  operations  upon  the  tubes  or  ovaries.  3.  In  pa- 
tients that  have  had  or  have  S3anptoms  of  appendicitis.  4.  In 
cases  complicated  by  an  enlarged  retroposed  uterus,  where  it  is 
possible  to  preserve  ovulation  or  menstruation.  5.  In  cases 
where  the  vagina  is  small  or  especially  septic.  The  vaginal 
route  is  preferable,  when  the  above  conditions  are  not  present : 
1.  Where  both  ovaries  are  so  diseased  as  to  require  complete 
excision —that  is,  when  ovulation  or  menstruation  cannot  be 
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preserved.  2.  Where  the  uterus  is  so  diseased  as  to  indicate 
hysterectomy.  3.  In  patients  near  or  past  the  menopause. 
4.  When  the  pelvis  is  apparently  one  mass  of  exudate,  and 
especially  in  cases  where  pus  has  been  discharged  through  the 
rectum.  5.  Where  a  diseased  tube  can  be  easily  delivered 
through  an  incision  in  front  of  or  behind  the  cervix ;  when 
this  is  done  I  believe  it  is  better  to  control  hemorrhage  by  for- 
ceps than  to  suture  or  ligate.  When  in  doubt  as  to  choice  of 
operation,  an  incision  should  be  made  through  the  vagina,  pos- 
terior to  the  cervix,  for  exploration.  Circumscribed  abscesses 
should  be  treated  by  vaginal  section  and  drainage.  Cases  of 
early  rupture  of  tubal  pregnancy  with  formation  of  large 
hematoceles  should  be  treated  by  vaginal  section  and  drainage; 
cases  of  advanced  pregnancy,  by  abdominal  section.  Where 
the  tube  is  small  and  located  upon  the  floor  of  the  pelvis  it 
should  be  removed  through  an  incision  posterior  to  the  cervix. 
Small  ovarian  cj^sts  should  usually  be  removed  through  a 
vaginal  incision. 

Treatment  of  Uterine  Myomata  and  Diseased  Appen- 
dages.— W.  H.  Wathen"  upholds  the  removal  of  the  uterus 
with  the  appendages  when  the  latter  are  diseased.  If  both 
appendages  are  destroyed,  and  leakage  from  a  tube  has  caused 
a  large  pelvic  abscess,  he  advises  opening  it  with  the  finger 
through  a  vaginal  incision  and  draining  off  the  contained  pus 
without  disturbing  adhesions.  The  uterus  should  then  be 
removed  by  Segond's  method  of  bisection,  separating  adhesions 
as  each  half  is  drawn  down.  The  vaginal  route  should  be 
employed  for  exploratory  purposes  when  uncertainty  as  to  the 
involvement  of  the  appendages  of  both  sides  exists.  The  writer 
advocates  removal  of  unruptured  ectopic-gestation  sacs  through 
the  vagina,  and  vaginal  drainage  in  cases  of  rupture  into  the 
broad  ligament.  Carcinoma  and  sarcoma  of  the  uterus  demand 
a  vaginal  operation.  Wathen  favors  the  vaginal  route  for  the 
treatment  of  uterine  mj^  omata,  whether  these  are  removable  by 
enucleation  or  morcellation,  or  require  hysterectomy  with  bi- 
section of  the  uterus. 

Melancholia  cured  by  Removal  of  Cervical  Fibroids. — 
T.  K.  Holmes'  reports  two  cases  of  apparently  incurable  melan- 
cholia which  recovered  completely  after  removal  of  interstitial 
fibromata  of  the  cervix.  A  relapse  occurred  nine  j^ears  later 
in  one  case,  and  the  same  condition  was  again  found  in  the 
cervix.  Immediate  recovery  followed  enucleation  of  two  fibro- 
mata. 

Ventral  Hernia. — A.  Goldspohn  '^  considers  that  ventral 
hernise  are  largely  preventable:  (a)  by  the  avoidance  of  condi- 
tions which  lead  to  suppuration,  either  primarily  by  infection 
or  secondarily  from  the  presence  of  necrotic  tissues,  or  by  im- 
pairing the  normal  circulation;  (6)  by  as  complete  and  accu- 
rate a  restoration  of  the  individual  continuity  of  all  the  strata 
severed  by  the  incision  as  is  possible;  (c)  by  avoiding  the  in- 
tervention of  foreign  bodies — as  capillary  or  tubular  drains — 
or  of  pedicles,  etc.,  between  the  surfaces  of  the  wound  for  more 
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than  forty-eight  hours.  He  advocates  early  radical  cure  of  all 
umbilical  and  ventral  hernise  in  persons  whose  condition  per- 
mits surgical  interference.  This  indication  becomes  imperative 
when  their  contents  are  no  longer  readily  reducible.  The  prin- 
cipal features  in  operating  for  the  radical  cure  of  large  umbiH- 
cal  and  ventral  hernise  are:  (a)  restoration  of  the  recti  muscles, 
with  their  sheaths,  to  their  normal  approximation,  and  retention 
of  them  there  for  at  least  two  weeks  by  long  tension  sutures — ■ 
preferably  of  wire— that  pass  beyond  their  lateral  confines, 
transfer  all  tension  to  parts  that  lie  laterally  to  the  semilunar 
lines,  and  are  so  placed  that  they  do  not  cut  any  muscular  or 
aponeurotic  fibres  nor  endanger  abdominal  viscera;  (b)  all 
mutilating  plastic  procedures  that  cut  off  or  interfere  with  the 
normal  circulation,  or  endanger  the  continuity  or  normal  con- 
tiguity of  muscular  and  aponeurotic  structures,  should  be 
avoided.  The  author  describes  the  method  employed  by  him 
in  closing  the  wound.  The  wire  tension  sutures  pass  in  front 
of  the  posterior  lamella  of  the  sheath  of  the  rectus  on  each  side, 
■emerging  through  the  skin  further  externally.  The  posterior 
lamellae  are  united  behind  the  wires  by  a  continuous  suture, 
and  the  anterior  lamellse  are  joined  in  front  by  a  suture  includ- 
ing a  portion  of  the  muscles.  Tension  upon  the  wires  is  then 
increased,  their  ends  being  twisted  over  rolls  of  gauze. 

Post-operative  Insanity. — W.  P.  Man  ton  "  believes  that  a 
hereditary  tendency  can  be  traced  in  nearly  all  cases  of  post- 
operative insanity.  Without  knowledge  of  the  history  it  can- 
not be  distinguished  froiu  insanity  from  other  causes.  It  is 
usually  in  the  form  of  acute  mania  or  melancholia.  Rapid 
recovery  is  the  rule,  few  dying  and  fewer  becoming  chroni- 
cally insane.  The  writer  finds  but  two  instances  among  the 
records  of  two  thousand  patients  of  the  Eastern  Michigan 
Asylum. 

J.  A.  Lyons"  reports  two  cases  of  women,  previously  of 
sound  mind,  who  became  insane  after  plastic  operations.  As 
the  condition  was  merely  temporary,  he  does  not  attribute  the 
mental  state  to  the  surgical  treatment,  but  to  the  pathological 
condition  which  demanded  it,  and  credits  the  return  to  health 
to  the  operations. 

Dysmenorrhea. — F.  F.  Lawrence"  calls  attention  to  the 
fact  that  this  is  a  symptom,  not  a  disease.  Many  of  the  cases 
due  to  inflammation  of  uterus,  tubes,  or  ovaries  may  be  cured 
in  the  early  stages  by  simple  means,  whereas  neglect  places 
them  in  a  position  demanding  serious  operative  treatment. 
Painful  menstruation  in  a  sterile  patient  is  strong  evidence 
that  there  is  tubal  inflammation  with  occlusion  of  tubes.  Ope- 
rative procedures  should  be  reserved  for  those  cases  in  which 
there  is  a  positive  pathological  indication,  neurotic  and  anemic 
cases  being  treated  by  other  methods. 

Circumscribed  Pelvic  Hemorrhage. — M.  Rosenwasser^ 
concludes  that  unless  cases  of  circumscribed  pelvic  hemor- 
rhage demand  immediate  treatment  of  the  cause  of  bleeding 
when  first  seen,  they  can  be  submitted  to  careful  supervision  in 
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hospital  or  home  without  danger.  When  thus  watched  more 
than  one-half  will  get  well  without  operation  by  keeping  them 
at  absolute  rest  for  an  average  period  of  six  to  eight  weeks. 
When  they  cannot  be  watched,  or  refuse  to  rest,  early  opera- 
tion is  to  be  urgently  recommended.  Operation  is  necessary 
only  for  special  indications,  of  which  the  most  important  are 
sepsis  with  or  without  suppuration,  recurrent  hemorrhage, 
growth  of  tumor,  non-absorption  after  reasonable  time,  and 
compression  of  the  pelvic  viscera  (rectum  or  ureters).  Ab- 
dominal section  is  to  be  preferred  to  vaginal  incision  in  most 
cases. 

REFERENCES. 

'  L'Obst.,  Sept.  "Univ.  Med.  Mag..  Oct.  ^  Lancet,  Sept.  25tli.  •»  Pract., 
Oct.  5  Jour,  de  Med.  de  Paris,  Aug.  8th.  «  Brit.  Med.  Jour.,  Oct.  23d. 
'  Am.  Gj-n.  Jour.,  Oct.  ^  Johns  Hopkins  Hosp.  Bull.,  Oct.  '  Penn.  Med. 
Jour.,  Sept.  '0  Bull,  de  la  Soc.  Beige  de  Gvn.  et  d'Obst.,  No.  5.  "  N.  Y. 
Polyclinic,  Oct.  loth.  ''^  Med.  Rec,  Oct".  2d.  '» Gaz.  Lek.,  No.  52. 
'*  Medycyna.  '^  Maryl.  Med.  Jour.,  Aug.  21st.  '^  Nowinv  Lekarskie,  Nos. 
8  and  9.  '' Monatschr.  fiir  Geb.  und  Gvn..  Bd.  vi.,  H.  4.  '»  Deutsche 
Med.  Wochenschr.,  No.  40.  '»  Orvosi.  hatilap.,  No.  48.  '»  Centralb.  fiir 
Gyn.,  No.  32.  ^i  Przegl.  Lek.,  No.  13.  ^^^  Arch.  Ost.  e  Gin.  "  Mtinch. 
Med.  Woch.,  No.  41.  ^^  Arch,  fur  Gyn..  Bd.  liv.,  H.  1.  "  Edin.  Med. 
Jour.,  Nov.  26  Deutsche  Med.  Woch.,  No.  37.  ^^  Miinch.  Med.  Woch., 
No  40.  ^^Centralb.  fur  Gvn.,  No.  36  "^^  Centralb.  fiir  Gyn.,  No.  40. 
30  Med.  Rec,  Oct.  9th.  ^'^  Brit.  Med.  Jour.,  Aug.  14th.  ^^  Qaz.  de  Gyn. . 
Oct.  1st.  ^^  Am.  Gyn.  Jour.,  Sept.  ^^  Ann.  Gyn.  and  Ped.,  Sept  =>^  Om 
de  Papillaere  Ovarial-Kvstomer;  Kristiania.  Steenske  Bogtrvkkeri,  1896. 
"Intern.  Jour.  Surg.,  Oct.  ^s  Med.  Chrou.,  Sept.  ^9  La^cet^  ^ug.  28th. 
■*<>  Presse  med.,  Oct  19th.  -"Alb.  Med.  Ann.,  Oct.  •''^  Jour.  Am.  Med. 
Assoc,  Oct.  2d.  «  Med.  News.  **  Centralb.  fur  Gyn.,  No.  35.  *^  Centralb. 
fiir  GjTi.,  No.  30.  "^  Deutsche  Med.  Woch  ,  No.  39.  ''^  Arch,  fiir  Klin. 
Chir.,  Bd.  liii..  H  2.  ^s  Centralb.  fur  Gyn..  No.  39.  «  gt.  Petersb.  Med. 
Woch.,  No.  34.  50  Deutsche  Zeitschr.  fur  Chir.,  Bd.  xlv.,  H.  3  and  4. 
"  Deutsche  Med.  Woch.,  No.  43.  =''  Lancet,  Aug.  14th.  "  Brit.  Gvn.  Jour., 
Aug  =*Cent.  f.  Gyn.,  No.  27.  "Cent.  f.  Gvn.,  No.  30.  «  Am.  Jour. 
Med.  Sci  ,  Sept.  "Ann.  de  Gyn.,  July,  Aug.  ^s  Twelfth  Internat.  Med. 
Cong,  at  Moscow.  "Am  Gyn.  and  Obst.  Jour.,  Sept.  *"  Germ.  Gyn. 
Cong,  at  Leipzig,  June,  1897. 

DISEASES   OF  CHILDREN. 

Antitoxin  and  Vaccine,  European  Methods  in  the  Pro- 
duction of. — In  an  article  upon  this  subject  C.  T.  McClintock  ' 
states  that  it  has  been  noticed  by  those  giving  close  attention  to 
the  matter  that  high-potency  antidiphtheritic  serums  rapidly 
decrease  in  antitoxic  power.  At  the  Behring  laboratory  they 
confirmed  this,  and  stated  that  they  had  ceased  marketing  any 
antitoxin  of  over  250  units  per  cubic  centimetre.  Unfortunate 
though  it  may  seem  to  be,  we  must,  for  the  present  at  least,  re- 
turn to  the  use  of  much  larger  quantities  of  antitoxin.  It  is  easy 
enough  to  produce  a  dry  or  precipitated  antitoxin  which  will  show 
a  very  high  potency  and  retain  it  indefinitely.  But  these  dry 
serums  dissolve  very  incompletely,  and  the  bulk  of  the  liquid 
after  dissolving  is  at  least  as  great  as  that  of  the  original 
serum.  Dr.  Ganghofner  states  that  he  administers  in  recent 
cases  of  one  or  two  days'  standing  fiOO  units  (Behring's  simple 
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<curative  dose).  When  children  are  more  than  10  j^ears  of  age 
lie  gives  1,000  units,  even  in  the  milder  cases.  The  injection 
is  repeated  in  accordance  with  the  course  of  the  disease,  often 
a  single  dose  sufficing.  In  laryngeal  cases,  or  if  the  case  is  in 
a  more  advanced  stage,  even  in  small. children,  an  injection  of 
1,000  units  is  given  at  once,  and  it  is  usually  repeated  before 
the  lapse  of  the  next  twenty-four  hours,  often  after  twelve  or 
even  after  six  hours  ;  finally  a  third  injection  is  given.  He 
has  rarely  exceeded  a  total  quantity  of  2,000  to  3.000  units. 
Few  men  in  Germany  recommend  larger  doses.  In  France 
large  doses  of  a  relatively  weak  serum  are  used.  In  England 
the  tendency  seems  to  be  toward  larger  doses.  In  regard  to 
vaccine,  the  tendency  everj'where  in  Europe  is  to  use  liquid 
vaccine.  Thus  far  no  one  has  succeeded  in  producing  an  asep- 
iiic  vaccine  on  points,  while  it  is  possible  to  produce  a  germ-free 
liquid  vaccine.  This  has  the  additional  advantage  that  it  pre- 
serves the  potency  of  the  virus  much  longer  than  the  dry  point. 

Apnea  of  the  Newly-born. — J.  L.  Audebert'  claims  to 
have  resuscitated  a  number  of  prematurely  born  infants  by  the 
:following  method  :  The  child  is  placed  upon  its  back  on  the 
crossed  knees  of  the  phj^sician,  its  head  to  his  right  and  laid 
"svithin  his  right  hand,  the  occiput  and  nape  of  the  neck  lying 
upon  his  palm.  His  thumb  is  at  its  left  ear,  the  four  fingers 
near  the  right  ear  ;  his  left  hand  grasps  the  infant's  legs.  The 
first  movement  consists  in  e.vtension  of  the  head,  the  lower 
limbs  being  at  the  same  time  drawn  down  so  that  the  body 
is  in  the  position  of  opisthotonos.  With  the  second  move- 
ment the  head  is  slowly  brought  into  forced  flexion  until  the 
chin  touches  the  sternuin.  The  lower  limbs  are  flexed  upon 
the  body  ;  in  this  position  the  vertebral  column  is  posteriorly 
■convex,  the  ribs  glide  upon  each  other,  the  intercostal  spaces 
are  obliterated,  and  the  diaphragm  ascends.  These  two  move- 
ments should  be  gently  performed  from  eight  to  ten  times  a 
minute.  The  method  is  so  simple  that  it  can  easily  be  per- 
formed for  a  long  time  without  fatigue.  It  is  not  of  equal 
"value  with  insufflation,  but  a  good  adjunct  to  it  in  cases  where 
it  does  not  suffice  to  restore  the  respiration.  Subcutaneous  in- 
jections of  ether  should  be  combined  with  this  form  of  treat- 
ment. 

Certified  Milk. — Henry  L.  Coit^  explains  that  this  term  is 
•employed  to  designate  cow's  milk  of  a  particular  grade  of 
purity,  and  was  first  used  in  connection  with  a  plan  brought  to 
the  attention  of  physicians  and  finally  put  in  operation  in 
Essex  County,  N.  J.,  in  1893.  The  plan  adopted  m  Newark 
provided  for  a  commission  of  medical  men,  who,  with  the  sup- 
port of  ph3'sicians  generally,  should  endeavor  to  influence  a 
supply  of  milk  produced  under  regulations  imposed  by  them- 
selves. The  commercial  interests  of  the  dairymen  were  not 
ignored.  Three  general  standards  of  quality  for  the  milk  were 
formulated:  first,  an  absence  of  large  numbers  of  micro- 
organisms and  the  entire  freedom  of  the  milk  from  the  patho- 
genic varieties  ;   second,  unvarying  resistance  to  early  fermen- 
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tative  changes  in  the  milk,  so  that  it  may  be  kept  under 
ordinary  conditions  without  extraordinary  care  ;  third,  hav- 
ing a  constant  nutritive  value,  of  known  chemical  composition, 
and  a  uniform  relation  between  the  percentage  of  the  fats, 
proteids.  and  carbohydrates.  The  author  also  describes  the 
legal  requirements,  and  shows  how  the  milk  is  kept  up  to  the 
standard.  The  work  so  far  has  been  educational  and  experi- 
mental, and  has  resulted  in  a  superior  quality  of  milk  obtained, 
its  approximation  to  the  desired  standard,  and  in  benefit  to  the 
patients  who  have  used  it. 

Chorea.— P.  Albarel '  describes  a  case  of  Sydenham's  chorea 
with  paralysis  in  a  child  of  11  years  which  resisted  treatment 
by  antipyrin  and  the  arseniate  of  soda,  but  was  cured  by  the 
administration  of  Budin's  liquid,  4  grammes  (1  drachm)  to 
begin  with,  increased  daily  by  3  grammes  (a  half-drachm). 
The  preparation  contains  0.001  milligramme  (one  sixtieth  grain) 
of  arsenious  acid  to  the  gramme  (16  minims).  The  chorea  was 
completely  cured  in  twenty  days,  when  the  medicine  was  de- 
creased at  the  rate  of  4  grammes  (1  drachm)  a  day,  the  wine 
of  quinine  and  iron  and  rhubarb  tablets  being  administered. 

Chorea  in  relation  to  Scarlet  Fever.— James  Priestley "" 
reports  that  in  5,355  cases  of  scarlet  fever  under  observation 
chorea  was  noticed  in  13  instances,  a  proportion  of  1  in  413  ; 
hence  it  would  appear  that  chorea  is  less  frequent  among  scar- 
let-fever patients  than  among  patients  in  general.  Five  of  the 
13  cases  had  rheumatic  manifestations — that  is,  39  per  cent,  or 
9  times  the  percentage  of  rheumatism  in  scarlet  fever.  The 
rheumatism  in  each  case  immediately  preceded,  or  presented 
itself  simultaneously  with,  the  chorea.  The  rheumatism  or 
joint  affection  of  scarlet  fever  occurs  as  a  complication  of  the 
disease  toward  the  end  of  the  first  week;  but  in  the  above-men- 
tioned cases  it  appeared  considerably  later,  indicating  a  differ- 
ence in  the  nature  of  the  joint  affection  which  goes  with  chorea 
and  those  which  go  with  scarlet  fever.  Heart  affection  oc- 
curred in  60  per  cent  of  these  cases. 

Cretinism. — T.  Telford-Smith '  states  that  while  in  rickets, 
however  produced,  there  is  perverted  and  delayed  ossification 
resulting  in  softening  and  bending  of  the  bones,  under  thyroid 
treatment  in  cretinism  there  is  rapid  resumption  of  growth  in 
the  skeleton  leading  to  softening,  which  is  most  marked  in 
the  long  bones  and  at  the  epiphyses.  Cretins  under  thyroid 
treatment  should  therefore  be  watched  for  any  commencing 
bending  of  the  bones  of  the  legs,  and  if  such  appears  the  child 
should  for  a  time  be  hindered  from  walking  or  the  legs  be  sup- 
ported by  light  splints.  As  an  additional  means  of  assisting 
the  rapid  bone  and  other  growth  the  diet  should  be  generous 
and  the  child  should  get  plenty  of  sunlight  and  open  air. 

Diphtheria. — A.  Llewellyn  Williams'  writes  that  the  Klebs- 
Loffler  bacillus  may  be  found  in  the  throat  of  an  apparently 
healthy  individual  under  two  sets  of  conditions.  Of  these 
cases  the  more  frequent  in  occurrence  are  those  in  which  the 
bacillus  persists  in  and  about  the  throat  for  a  more  or  less 
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lengthened  period  after  complete  convalescence  from  an  attack 
of  diphtheria.  The  other  class  of  cases  comprises  those  in 
which  the  bacillus  exists  in  the  throat  of  an  individual  who  has 
been  exposed  to  the  risk  of  infection  but  has  escaped  the  actual 
attack  of  the  disease.  The  nasal  fossae  appear  to  afford  a  habi- 
tat particularly  favorable  to  the  growth,  or,  at  any  rate,  to  the 
prolonged  existence,  of  the  bacilli.  This  view  is  supported  by 
the  results  lately  obtained  by  several  bacteriologists,  who  have 
shown  that  a  bacillus  identical,  both  morphologically  and  in  its 
pathogenic  action  on  guinea-pigs,  with  the  Klebs-Loffler  organ- 
ism, is  to  be  found  in  certain  cases  of  chronic  rhinitis  which 
have  hitherto  been  considered  of  a  diphtheritic  nature. 

Ear  Complications  of  Influenza.— In  an  article  upon  this 
subject  W.  P.  Eagleton  *  states  that  the  presence  of  the  influ- 
enza bacillus  exerts  a  very  unfavorable  influence  upon  the 
bony  structures  of  the  ear,  often  converting  apparently  simple 
cases  of  acute  suppurative  otitis  into  very  malignant  ones 
with  rapid  destruction  of  the  bone,  and  this  without  marked 
symptoms,  while  in  not  a  few  cases  the  inflammation  has  de- 
veloped in  the  bone  itself,  either  as  a  primary  periostitis  or 
mastoiditis.  This  tendency  to  rapid  bone  destruction  should 
be  kept  in  mind,  and  can  only  be  prevented  by  an  early  and,  if 
necessary,  repeated  paracentesis. 

Effect  of  Modern  School  Methods  upon  the  Health  of 
Children. — D.  W.  Jefferis  *  is  inclined  to  attribute  the  various 
disorders  peculiar  to  school  children,  not  to  overstudy,  but 
rather  to  "  multi-study."  This  course  of  training  is  harder  on 
the  girls  than  the  boys,  for  several  reasons.  The  girl  ordi- 
narily has  a  higher  and  more  sensitive  nervous  organization. 
Changes  at  time  of  puberty  are  more  powerful.  She  has  less 
outdoor  exercise. 

Friedreich's  Ataxia. — Herbert  BramwelP  records  the  clini- 
cal pictures  of  three  cases  which  show  that  the  disease  is  a 
distinct  ''clinical  entity,"  differing  markedly  from  locomotor 
ataxia,  cerebro-spinal  sclerosis,  and  ataxic  paraplegia.  In 
Friedreich's  ataxia  the  cord  is  distinctly  smaller  than  normal, 
and  this  congenital  defect  involves  also  the  medulla  and  pons 
Varolii.  The  sclerosis  is  more  extensive  than  in  locomotor 
ataxia,  and  involves  the  column  of  Goll  and  Burdach,  or  poste- 
rior columns,  the  vesicular  column  of  Clarke,  the  direct  cerebellar 
tract,  and  the  crossed  pyramidal  tract.  Further,  the  posterior 
roots  in  the  lower  part  of  the  cord  have  been  found  affected  in 
some  cases.  There  may  be  a  still  further  extension  to  other 
parts — namely,  Gower's  tract,  the  mixed  ascending  tract  in  the 
lateral  column,  and  the  column  of  Turck,  There  is  also  a 
thickening  of  the  membranes  surrounding  the  cord,  and  a  cer- 
tain amount  of  meningo-myelitis,  these  changes  being  most 
marked  in  the  lower  part  of  the  cord.  It  is  still  questionable 
whether  the  crossed  pyramidal  tracts  are  not  primarily  in- 
volved, as  some  of  the  earlier  symptoms  of  the  disease,  such 
as  the  foot  deformity,  which  is  presumably  due  to  the  affection 
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of  the  crossed  pyramidal  tract,  seems  to  point  to  this  part  be- 
inj^-  primarily  affected. 

Hydrocephalus. — Justin  Lemaistre '"  sums  up  a  study  of 
the  surgical  treatment  of  this  disease  as  follows:  1.  In  some 
cases  hydrocephalus  is  due  to  obliteration  of  the  posterior  ven- 
tricles. The  anterior  ventricles  being  isolated,  but  continuing 
to  secrete,  are  transformed  into  a  species  of  closed  cavity  or 
cyst  whose  contents  constantly  increase  and  by  eccentric  pres- 
sure cause  the  well-known  phenomena  in  the  brain  and  its 
envelopes. 

2  In  the  presence  of  such  marked  ependymal  lesions  we  may 
well  consider  whether  this  membrane  is  not,  perhaps,  more 
often  than  is  usually  supposed,  the  cause  of  hydrocephalus. 

3.  From  a  therapeutic  standpoint  it  would  seem  that  the  only 
suitable  operation  in  such  a  case  would  be  the  very  difficult  one 
of  re-establishing  a  communication  between  the  anterior  ven- 
tricles and  the  subarachnoid  space.  The  author,  without  wish- 
ing to  be  dogmatic  upon  the  subject,  would  be  disposed,  after 
having  performed  craniectomy  in  the  neighborhood  of  the 
fissure  of  Sylvius  above  the  island  of  Reil,  to  open  a  communi- 
cation between  the  ventricular  cavity  and  the  Sylvian  fluid. 
This  would  give  abundant  exit  to  the  ventricular  fluid,  Avhjch, 
following  the  Sylvian  fluid,  the  sinuses  at  the  base  of  the  brain, 
and  the  periprotuberal  and  bulbar  canals,  would  easily  reach 
the  spinal  cord.  To  maintain  this  opening  a  hollow  rubber 
plug  might  be  inserted,  for  the  brain  is  known  to  be  tole- 
rant of  such  a  body,  and  it  would  allow  of  the  desired  commu- 
nication. In  any  case  there  should  be  complete  suture  of 
the  dura  mater,  and  even  of  the  arachnoid,  to  prevent  the  flow 
of  liquid  externally,  and  possible  infection  of  the  wound  by 
dressings. 

Infant  Feeding. — L  Emmett  Holt'  considers  the  question, 
*'  Where  does  the  medical  profession  stand  to-day  upon  the 
question  of  infant  feeding?''     He  says  it  is  well  established: 

1.  That  good  breast  milk  is  the  best  infant  food.  2.  That  no 
substitute  for  breast  milk  can  be  trusted  which  does  not  furnish 
essentially  the  same  elements — fat,  sugar,  proteids,  etc. — as 
breast  milk.  3.  That  these  elements  are  found  only  in  the 
milk  of  other  animals,  cow's  milk  being  the  only  one  that  is 
available  for  general  use.  4.  That  cow's  milk  requires  some 
modification  before  it  is  fed  to  infants:  first,  because  the  pro- 
portions of  the  different  elements  are  not  the  same  as  in  breast 
milk;  and,  secondly,  because  some  of  these  elements,  notably 
the  proteids,  are  not  identical  with  those  of  breast  milk. 

The  important  questions  of  infant  feeding  which  are  now  in 
dispute  are:  1.  With  reference  to  heating  milk:  whether  all 
milk  shall  be  heated;  if  so,  to  what  temperature  and  for  what 
time;  whether  the  purpose  shall  be  mainly  to  destroy  patho- 
genic germs  or  to  improve  the  keeping  properties  of  the  milk; 
also  whether  heating  improves  its  digestibility,  or  the  contrary. 

2.  With  reference  to  cleanliness:  what  the  standard  of  a  "clean 
milk."  bacteriologically  speaking,  shall   be:  also  whether   the 
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exclusion  of  pathogenic  germs  by  care  and  intelligence,  and  a 
great  reduction  in  number  of  saprophytic  forms  by  scrupulous 
cleanliness  in  milk  production,  may  not  give  us  what  we  need — 
clean  milk,  a  few  hours  old,  which  will  have  all  the  advantages 
of  pasteurized  milk  without  any  of  its  possible  disadvantages. 
3.  With  reference  to  milk  modification:  whether  such  accurate 
modification  as  is  measured  by  variations  of  small  fractions  of 
a  per  cent  is  really  essential,  or  whether  less  accurate  modifi- 
cation may  not  give  equally  good  results  provided  the  original 
milk  is  the  best  possible.  Much  is  still  to  be  learned  regarding 
precise  indications  for  varying  the  proportions  of  the  different 
elements  in  milk  modification. 

Infantile  Malarial  Fever  with  Grave  Anemia. — John  S. 
Billings  "  reports  a  case  which  was  observed  in  the  Johns  Hop- 
kins Hospital.  There  were  febrile  paroxysms,  and  the  child 
lost  flesh  and  strength  steadily  from  the  first.  An  examina- 
tion of  the  blood  revealed  the  presence  of  two  sets  of  malarial 
organisms  of  the  tertian  type,  giving  rise  to  the  double  ter- 
tian or  quotidian  variety  of  fever.  Medication  consisted  of 
sulphate  of  quinine  in  one-quarter  grain  doses  every  four  hours. 
Later  this  was  increased  to  one  grain  every  four  hours.  After 
the  eighth  day  the  temperature  remained  normal,  and  the 
malarial  organism  was  not  found  in  the  blood  after  this  date. 
The  quinine  was  discontinued  on  the  twentieth  day  and  Fow- 
ler's solution  substituted.  Under  this  treatment  the  red  cor- 
puscles increased  and  the  leucocytes  decreased  steadily.  The 
interesting  point  in  the  condition  of  the  blood  was  the  presence 
of  nucleated  red  corpuscles  in  relatively  large  numbers.  The 
presence  of  these  and  of  polychromatophiles  was  an  evidence 
of  an  increased  activity  on  the  part  of  the  blood  forming  organs, 
with  a  resultant  new  formation.  Such  an  indication  of  regene- 
ration warranted  a  favorable  prognosis. 

Intermittent  Fever  in  Children, — An  article  by  Herman 
B.  Sheffield'^  maybe  summarized  as  follows:  1.  The  fever  in 
children  is  mostly  of  a  quotidian  type;  the  chill  and  sweating 
stage  being  often  masked,  it  is  not  infrequently  overlooked;  the 
spleen  is  rarely  enlarged  if  quinine  is  given  early.  2.  Genuine 
intermittent  fever  always  presents  the  malaria  plasmodium  in 
the  blood.  3.  The  existence  of  the  varieties  of  the  plasmodium 
described  by  some  authors  as  peculiar  to  quotidian,  quartan, 
tertian,  etc.,  types  of  the  fever,  is  still  a  subject  of  great  contro- 
versy. 4.  Infection  of  malaria  is  conveyed  through  the  air 
as  well  as  by  water.  5.  Malarial  disease  is  endemic  in  most  of 
our  large  cities  of  the  North,  especially  New  York.  6.  Inter- 
mittent fever  yields  promptly  to  large  doses  of  quinine,  a  point 
of  considerable  value  in  the  diagnosis.  Persistence  of  the  at- 
tacks may  be  attributed  to  the  exhibition  of  the  ({uinine  in  too 
small  quantities  for  too  brief  a  period,  or  to  its  administration 
in  the  form  of  the  mercantile,  heavily-coated  pill,  which,  as  a 
rule,  is  insoluble  and  hardly  ever  enters  into  the  circulation. 

Intestinal  Invagination. — G.  Variot "  describes  a  case  in 
an  infant   5  months  old.     The  unusual  and  interesting  point 
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was  the  hyperpyrexia,  which  reached  42°  C.  (107.6°  F.),  and 
lasted  for  forty-eight  hours  preceding  a  fatal  issue. 

Intestinal  Irrigation  and  Rectal  Alimentation  in  the 
Grave  Diarrheas  of  Children.— WilHam  J.  Robinson"  pleads 
for  a  more  general  employment  of  these  measures,  and  presents- 
a  case  illustrating  the  futility  of  the  old  routine  way  and  the> 
success  to  be  derived  by  means  of  irrigation  in  saving  children 
after  all  hope  has  been  given  up.  He  states  that  rectal  ali- 
mentation is  borne  well  by  almost  all  cases,  even  by  infants  of 
a  few  weeks.  When  administered  after  an  irrigation  and  kept 
in  for  a  few  minutes  by  pressing  the  buttocks  together,  it  never 
comes  out.  The  author  always  adds  bromide  and  chloral  to 
soothe  the  irritable  intestine. 

Intussusception  of  the  Vermiform  Appendix  and  Cecum. 
— Theodore  A.  McGrraw  '^  reports  a  case  of  this  very  rare  form 
of  invagination.  The  condition  is  most  apt  to  occur  after  an 
attack  of  cholera  morbus  or  diarrhea.  The  patient  is  seized 
with  frightful  and  frequently  recurring  attacks  of  colicky  pain. 
The  seizures  occur  at  short  intervals  for  weeks  together  with- 
out apparent  cause.  The  intense  intermitting  pain  occurs 
without  any  disturbance  whatever  of  digestion.  Obstruction 
of  the  bowel  from  this  condition  is  impossible.  The  cases  will 
probably  always  tend  to  a  chronic  course,  and  become  fatal  only 
after  weeks  of  intense  suffering  and  exhaustion.  The  only 
diseases  which  might  show  similar  symptoms  are:  (1)  hernia 
of  the  linea  alba  and  other  hernije;  (2)  chronic  partial  obstruc- 
tion of  the  bowels  from  flexions  and  stenosis;  (3)  chronic  appen- 
dicitis. 

Mastoid,  Diseases  of  the. — In  a  discussion  of  this  subject,. 
Frank  S.  Milbury'^  states  that  if  abortive  measures  have  not 
been  successful  the  following  symptoms  indicate  an  operation : 
1.  Spontaneous  pain  in  the  mastoid  process,  increased  by  pres- 
sure and  accompanied  by  bulging  of  the  posterior  superior  wall 
of  the  meatus.  2.  Persistent  or  occasional  remittent  pain  in 
the  mastoid  process,  with  marked  tenderness.  3.  Painful  in- 
flammatory infiltration  of  the  covering  of  the  mastoid  process. 
The  operation  becomes  imperative  when  there  are  signs  of 
meningeal  irritation  and  high  fever,  and  when  the  symptoms 
in  the  mastoid  have  persisted  in  spite  of  treatment.  4.  When 
cholesteatoma  existing  in  the  tympanic  cavity  cannot  be  re- 
moved, or,  after  its  extraction  with  the  malleus  and  incus,  the- 
condition  is  not  improved  by  careful  irrigation.  5.  Fistulse^ 
in  the  mastoid  region  and  gravitation  abscesses  below  them. 
6.  Extensive  caries  and  necrosis  of  the  posterior  osseous  wall 
of  the  meatus.  7.  In  all  cases  of  middle-ear  suppuration  dur- 
ing which  symptoms  of  meningeal  irritation  or  of  incipient 
sinus  phlebitis  make  their  appearance.  8.  Continued  septic 
suppuration  in  the  attic  after  removal  of  incus  and  malleus. 
9.  Pain  in  the  mastoid  process,  developing  in  rare  cases  of  con- 
nective-tissue hypertrophy,  in  osteo-sclerosis,  and  in  osseous 
scars  after  the  healing  of  a  mastoid  operation. 

Meningitis,    Serous,   and   Acute   Hydrocephalus. — Leon 
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d'Astros"  says  that  cerebral  affections  of  great  severity  fre- 
quently occur  during  the  course  of  the  infectious  diseases,  such 
as  pneumonia,  grippe,  typhoid  fever,  gastro  intestinal  infec- 
tions, etc.  These  used  to  be  attributed  to  meningitis,  but  in 
many  cases  the  autops}"  failed  to  reveal  any  lesion  of  the  men- 
inges. From  a  pathogenic  standpoint  bacteriemia  and  toxe- 
mia are  the  starting  point  of  all  these  cerebral  disorders,  with 
or  without  manifest  lesion.  Purulent  meningitis  is  certainly 
due  to  direct  local  infection,  or  the  immigration  of  microbes 
into  the  meninges.  In  some  cases  of  serous  meningitis  patho- 
genic microbes  have  been  found  in  the  exudate.  In  some  toxic 
diseases,  especially  the  gastro-intestinal  affections,  the  cerebral 
complications  appear  to  be  dependent  upon  a  pure  toxemia, 
without  any  invasion  of  microbes;  and  it  is  more  than  probable 
that  many  cases  of  serous  meningitis  are  due  to  this  cause, 
judging  by  the  negative  results  obtained  from  the  search  for 
micro-organisms. 

The  seat  of  the  lesions  is  either  the  subarachnoid  space  or  the 
ventricles.  Age  has  an  influence  upon  the  situation;  infants 
under  six  months  have  a  predisposition  to  ventricular  affec- 
tions, because  there  is  a  circulatory  and  functional  activity  of 
the  ventricles  which  easily  leads  to  morbid  processes  in  infec- 
tious or  toxic  infectious  conditions  that  may  determine  acute 
hi/drocephalus  This  latter  disorder  may  be  developed  during 
bronchitis,  influenza,  and  other  infectious  diseases  of  childhood. 
Marfan  reports  cases  following  gastro-enteritis  in  nursing  in- 
fants. Instead  of  being  a  primary  disease,  the  author  holds 
that  it  is  the  result  of  some  morbid  process  in  the  ventricles. 
1.  Acute  hj^drocephalus  may  be  due  to  infectious  phlebitis  or 
septicemia  of  the  large  cranial  sinuses.  In  these  cases  the 
effusion  is  a  remote  effect  of  some  obstruction  to  the  circulation 
of  Galien's  venous  system,  due  to  obliteration  of  the  sinuses  of 
the  dura  mater.  2.  In  other  cases  the  disease  would  appear 
to  be  the  result  of  a  direct  ventricular  infection  with  inflamma- 
tory lesions  of  the  meninges  or  of  the  walls  of  the  ventricles. 
Tiie  fluid  in  these  cases  is  milky,  sometimes  containing  mem- 
branous and  even  purulent  flakes.  When  there  is  ventricular 
meningitis  the  choroid  plexuses  are  intensely  inflamed.  Some 
forms  of  acute  hydrocephalus  are  due  to  syphilitic  infection  of 
the  ventricle  walls.  3.  Finally,  the  disease  may  originate  in 
a  simple  serous  ventricular  meningitis,  by  which  is  meant  a 
serous  exudation  resulting  from  a  hypersecretion  of  the  choroid 
plexuses.  The  fluid  is  clear  and  no  inflammatory  lesions  are 
to  be  found  in  the  ventricles. 

The  treatment  of  acute  hydrocephalus  in  its  early  stages  is 
that  of  all  encephalopathies  of  childhood.  When  the  effusion 
is  sufficient  in  amount  to  cause  dangerous  pressure,  the  ques- 
tion of  evacuation  by  surgical  methods  becomes  an  important 
one.  Lumbar  puncture  may  be  tried  as  offering  the  least  dan- 
ger of  all  interventions.  But  it  is  not  always  efficacious,  for  in 
cliildhood  the  ventricles  do  not  always  communicate  with  the 
subarachnoid  space.     Ventricular  puncture  in  young  children 
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is  best  practised  at  the  external  angle  of  the  anterior  fontanelle. 
It  is  difficult  to  decide  at  what  period  in  the  disease  this  opera- 
tion should  be  performed,  but  the  author  thinks  that  when  the 
acute  period  is  passed  and  the  hydrocephalus  tends  to  take  on 
a  subacute  form,  ventricular  puncture  should  not  be  delayed. 
However  unreliable  it  may  be,  it  is  as  yet  the  best  method 
known  of  preventing  the  development  of  hydrocephalus. 

Morbus  Coxarius,  Exsection.— James  W,  Cokenower " 
does  not  believe  that  this  disease  ever  begins  in  the  cartilages 
of  the  joint,  because  they  contain  neither  blood  vessels  nor 
nerves,  and  necrosis  occurs  secondarily  in  the  cartilages  on  ac- 
count of  the  loss  of  nervous  and  vascular  supply  to  the  tissues 
from  which  they  derive  their  nourishment.  After  all  that  is 
possible  has  been  done  by  means  of  immobilization,  extension, 
counter-extension,  and  traction,  then  comes  the  local  treatment, 
which,  if  too  conservative,  will  cause  the  patient  to  risk  his  life 
in  the  hope  that  absorption  and  elimination  will  come  to  the 
rescue.  So  the  best  way  is  to  treat  all  abscesses  or  sinuses  by 
cleaning  out,  curetting,  asepticizing,  and  drainage.  There  is 
no  object  in  any  operative  work  which  does  not  aim  to  remove 
the  focus  in  the  bone,  nor  is  there  any  local  treatment  that  does 
not  strive  to  accomplish  the  same,  and  when  these  fail  the 
author  has  no  hesitancy  in  performing  osteotomy  or  excision. 

Nephritis,  Acute,  in  Children,  Etiology  and  Treatment 
of. — A.  Robert  Taft'*  writes  that  among  the  causes  may  be 
cited  improper  food  and  hygienic  environment,  hereditary 
syphilis  and  the  inherited  tendency  to  tuberculous  disease,  and 
inherited  weakness  of  the  kidneys.  Other  cases  have  come 
under  the  author's  observation  to  which  no  causative  factor 
could  be  assigned,  but  the  family  history  would  show  one  or 
two  near  relatives  who  died  of  nephritis.  Some  persons  cer- 
tainly evidence  a  marked  tendency  to  albuminuria  from  slight 
dietetic  errors,  which  in  time  may  be  followed  by  structural 
lesions  of  the  kidneys.  The  treatment,  of  course,  depends  upon 
the  case.  Should  history  elicit  evidence  of  the  presence  of  the 
toxin  of  an  infective  fever,  the  aim  should  be  to  eliminate  the 
poison  from  the  system.  The  same  principles  are  true  in  the 
case  of  syphilis  or  tuberculosis,  with  the  addition,  in  the  former 
instance,  of  specific  treatment.  Milk,  modified  to  suit  the  exi- 
gencies of  the  case,  is  the  best  means  we  have  for  the  accom- 
plishment of  the  purpose. 

Edema  in  Infancy  and  Childhood. — J.  P.  Crozer  Griffith 
and  William  S.  Newcomet''  discuss  the  various  types  of  this 
disorder  and  illustrate  with  a  series  of  cases.  Scarlatina,  the 
authors  write,  is  certainly  one  of  the  commonest  causes,  but  it 
is  well  to  remember  that  other  infectious  diseases  may  be  ac- 
countable for  the  renal  inflammation,  and  that  eczema  and 
other  cutaneous  eruptions  appear  to  be  the  cause  in  occasional 
instances.  Intestinal  disease  is  not  infrequently^  the  exciting 
factor  in  infants.  Often  we  can  discover  no  cause  for  the  renal 
disorder,  and  sometimes  we  may  be  able  to  surmise  onl5^  That 
congenital  syphilis  is  capable  of  producing  nephritis  and  conse- 
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quent  edema  is  not  yet  uaiversally  admitted,  yet  there  are  a 
few  cases  on  record  which  appear  to  prove  this  with  reasonable 
certainty.  Children  may  develop  an  edema,  more  or  less  gene- 
ral, in  which  no  distinct  evidence  of  nephritis  exists,  as  in  those 
cases  of  dropsy  without  albuminuria  following  scarlet  fever. 
As  in  adults,  localized  edema  may  occur  as  the  result  of  pres- 
sure upon  venovis  trunks.  This  is  perhaps  oftenest  due  in 
children  to  the  existence  of  enlarged  bronchial  glands.  The 
existence  of  valvular  cardiac  disease  may  produce  a  general 
edema  in  early  life.  So,  too,  any  state  of  extreme  exhaustion, 
debility,  and  anemia  may  be  attended  by  a  marantic  edema, 
during  which  no  albumin  may  be  found  in  the  urine.  Whether 
or  not  edema  neonatorum  is  to  be  considered  identical  with 
sclerema  neonatorum  has  been,  and  still  is,  a  much-disputed 
question.  There  seems,  the  authors  think,  good  reason  to  be- 
lieve them  entirely  different.  Angioneurotic  edema  is  uncom- 
mon during  early  childhood  and  infanc}^.  It  is  closelj^  allied 
to  urticaria,  and  is,  in  fact,  probably  identical  with  the  so-called 
giant  urticaria,  and  is  related  to  some  of  the  manifestations  of 
peliosis  rheumatica  and  to  Henoch's  purpura. 

G.  Variot""  reports  the  case  of  a  10-months-old  child  in  which 
an  extensive  swelling  of  the  lower  limbs  was  found  to  be  due 
to  the  pressure  of  an  abdominal  bandage.  The  mother,  fear- 
ing an  umbilical  hernia,  had  put  on  a  linen  bandage  so  tightly 
that  it  was  not  possible  to  introduce  the  finger  beneath  it. 
Physicians  would  do  well  to  give  more  surveillance  to  the 
dressing  of  young  infants. 

Pasteurized  Milk. — An  account  of  the  experience  obtained 
in  the  dispensing  of  pasteurized  milk  in  Yonkers.  and  a  study 
of  the  effect  on  infant  mortalitj^  is  presented  by  S.  E.  Getty. '^' 
A  summary  of  the  evidence  shows:  (1)  That  bottle-fed  chil- 
dren under  1  year  of  age  and  living  in  tenements  are,  by  a  vast 
majority,  the  subjects  of  fatal  digestive  troubles  in  the  summer 
months;  (2)  that  temperature  and  humidity  extremes  exert  but 
slight  direct  influence  in  causing  digestive  troubles,  but  indi- 
rectly, by  favoring  the  growth  of  bacteria  in  the  milk  supply, 
a  very  great  influence;  (3)  that  pasteurized  milk  is  not 
curative  in  itself  if  the  child  has  been  suffering  from  infection 
due  to  impure  milk;  (4)  that  pasteurized  milk,  if  used  intelli- 
gently as  directed  among  a  large  number  of  healthy  children, 
will  reduce  the  mortality  of  a  community  to  a  marked  degree, 
regardlass  of  all  hj^gienic  and  climatic  conditions;  (5)  that  an 
extraordinary  reduction  of  deaths  from  digestive  troubles  in 
Yonkers  was  not  mere  chance,  but  the  direct  results  of  well- 
conceived  efforts  in  behalf  of  the  children  living  in  the  tene- 
ments. 

Pertussis,  Bacteriology  of. — Henry  Koplik"  writes  that 
he  has  seen  the  small  bacillus  in  the  sputum  of  pertussis  pa- 
tients described  by  Afanassjew,  but  has  been  unable  to  isolate 
it  unless  it  was  present  in  a  pure  culture,  on  account  of  the 
contamination  with  bacteria  of  the  ordinary  sputum  and  the 
lack  of  a  specifically  favorable  medium.     It   occurred  to  the 
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writer  to  use  some  medium  obtained  from  the  human  subject, 
h^'drocele  fluid  being  selected  as  most  convenient  to  obtain. 
The  bacillus  is  found  most  easil}^  in  cases  uncomplicated  by- 
bronchitis  or  pneumonia.  If  the  pellets  of  sputum  are  sown 
on  obliquely  solidified  hydrocele  fluid,  or  hydrocele  fluid  mixed 
with  one-third  its  volume  of  glucose  bouillon  and  then  solidified, 
there  grows  in  twenty-four  hours  a  densely  white  layer,  which 
on  examination  is  found  to  consist  mostly  of  bacilli.  A  small 
particle  of  this  layer  is  diluted  with  bouillon  and  the  dilution 
sown  on  hydrocele.  Separate  colonies  can  thus  be  obtained, 
or,  after  obtaining  a  massive  mixed  growth  on  the  hydrocele 
medium,  we  may  then  make  agar  plates  or  gelatin  plates  and 
thus  obtain  a  very  pure  culture  without  difficulty. 

Pleurisy. — Rene  Marmasse^^  used  the  salicylate  of  methyl 
for  a  case  of  pleurisy  with  effusion  in  a  child  of  0  y^ears.  He 
applied  three  grammes  to  the  loco  dolenti.  enveloping  the 
thorax  with  gutta-percha,  cotton  batting,  and  a  firm  bandage. 
The  effusion  disappeared  rapidly,  as  did  the  pain  and  all  the 
other  symptoms.     Recovery  was  complete. 

Sarcoma  of  the  Cutis  of  the  Newly-born. — A.  Jacobi'  re- 
ports a  rare  and  possibly  unique  case  of  congenital  sarcomatous 
degeneration  of  the  cutis  in  a  child  7  months  old.  So  far  as  is 
known,  in  no  case  previously  reported  did  the  disease  originate 
primarily  in  the  cutis. 

Secretions  in  Tuberculous  Meningitis. — Henri  Fosse*  says 
that  while  several  writers  upon  the  subject  have  noticed  that 
the  secretions  are  affected  in  this  disease,  none  of  them  have 
given  the  subject  any  detailed  consideration.  It  is  natural 
enough  that  secretions  should  be  modified  by  meningitis,  for  it 
is  a  well-known  fact  that  the  brain  plays  an  important  part  in 
the  regulation  of  the  secretory  function.  For  instance,  some 
sudden  emotions  cause  perspiration,  while  others,  such  as 
fright,  seem  to  interfere  with  the  secretory  functions  of  the 
stomach  and  small  intestine  while  increasing  that  of  the 
large  intestine.  When  the  latter  contract  under  the  same 
influence,  diarrhea  occurs.  Cerebral  disorders  resulting  from 
worry,  sorrow,  or  overwork  check  the  gastro-intestinal  secre- 
tions, as  a  rule.  Some  emotions  arrest  the  salivary^  secretion, 
others  increase  the  action  of  the  kidnej^s.  While  the  relation- 
ship between  the  brain  and  the  secretory  function  is  proved  by 
the  foregoing  facts,  its  nature  is  as  yet  unknown,  nor  have 
physiologists  as  yet  succeeded  in  clearing  the  subject.  With- 
out entering  into  this  discussion,  the  author  thinks  it  of  interest 
to  study  the  fact  itself  from  a  clinical  standpoint. 

Sweat. — -The  skin  is  nearly  always  dry,  whether  the  tem- 
perature be  high  or  normal,  and  is  rough  to  the  touch.  In 
some  cases  the  skin  in  places,  and  especially  over  the  abdomen, 
may  be  parchment-like,  while  in  other  rare  cases  the  dryness 
does  not  occur  for  a  long  time,  but  never  fails  to  appear  finally. 
As  the  fatal  termination  approaches,  veritable  crises  of  sweat- 
ing occur  two  or  three  days  previous  to  it.  They  are  tem- 
porary, abundant,  and  usually  localized,  do  not  last  all  day. 
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but  disappear-  only  to  reappear  a  few  hours  later.  Great  drops 
of  sweat  may  be  seen  to  roll  down  the  face,  scalp,  arms,  and 
hands,  while  the  skin  of  the  rest  of  the  body  is  intensely  dry . 
Generalized  sweating  usually  occurs  during  the  death  agony, 
and  is  due  to  asphyxia.  There  is  no  constant  relationship  be- 
tween the  sweating  and  diarrhea. 

Lachrymal  and  Nasal  Secretions. — There  is  too  rapid  dry- 
ing of  the  secretory  products  of  the  ciliarj^  and  Meibomian 
glands,  due  probably  to  a  diminution  of  water.  These  products 
accumulate  at  the  internal  caathus,  causing  the  formation  of 
crusts.  The  secretions  of  the  nose  are  dried,  and  the  nostrils 
become  dr}^  and  powdery  in  aspect,  except  toward  the  end  of 
the  disease  when  there  is  apt  to  be  hypersecretion. 

Salivary,  Buccal,  Lingual,  and  Labicd  Secretions. — The 
mouth  may  remain  moist  for  a  long  time,  even  when  the  other 
secretions  of  the  body  are  affected.  But  in  many  cases  it  early 
becomes  dried  and  typhoid- like.  The  lips  especially  are  affect- 
ed and  become  covered  with  crusts. 

Urinary  Secretion. — The  urine  is  always  diminished, 
whether  there  be  fever  or  not.  It  is  not  dark  red  and  loaded 
with  urates,  as  in  fever,  but  usually  clear  and  yellowish,  with 
a  whitish  precipitate.  We  know  that  the  kidneys  and  the  in- 
testines are  the  chief  emunctories  of  the  body  and  that  they 
eliminate  the  larger  part  of  the  toxic  dejecta,  the  other  emunc- 
tories being  able  to  supplement  them  to  very  slight  extent. 
Now,  curiously  enough,  in  this  disease  the  patient  is  consti- 
pated. The  cutaneous  secretions  are  checked,  and  yet  that 
oxidation  is  active  is  shown  b}^  the  deep  and  progressive 
emaciation  of  the  patient.  Research  into  the  toxicity  of  the 
urine  should  give  interesting  data  as  to  the  reaction  of  the 
organism  and  the  role  of  the  secretory  function  in  meningitis. 

Gastro-intestinal  Secretion.  — Constipation  is  almost  a  con- 
stant symptom  at  the  onset  of  meningitis.  It  is  generall}^  con - 
sidered  to  be  a  phenomenon  of  intestinal  paralysis  or  paresis, 
but,  as  the  matter  is  not  absolutely  settled,  the  author  considers 
it  possible  that  it  may  be  due  to  secretory  disorders,  and  gives 
his  reasons  for  this  opinion. 

Spastic  Paralysis  in  Children,  Surgical  Treatment  of. — 
J.  Jackson  Clarke  ■*  writes  that  if  the  operation  is  done  tho- 
roughly, every  resisting  tendon  being  completely  severed  and 
the  limb  fixed  at  once  in  an  over  corrected  position  and  so  left 
for  four  or  five  weeks,  it  is  found  that  at  the  end  of  this  time 
the  tendency  to  return  to  the  deformity  is  greatly  diminished 
and  walking  is  again  possible  to  the  patient,  and,  if  the  latter 
is  intelligent,  by  exercise  of  the  will  the  tendency  to  deformity 
may  soon  be  entirely  overcome,  so  that  the  retentive  appa- 
ratus may  be  dispensed  with  in  the  day,  and  at  night  only  a 
light  and  simple  shoe  may  be  required  to  cure  a  permanent 
one.  Deficient  intellectual  faculties,  general  chorea  (bilateral 
athetosis),  epilepsy,  and  general  rigidit}^  may  be  taken  as  dis- 
tinct contraindications  to  the  operation. 

Strangulation  of  the  Ileum  by  Passage  through  a  Con- 
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genital  Mesenteric  Hole.— J.  Stanley  Smith '' reports  a  case 
in  which  operation  was  followed  by  recovery.  The  author  re- 
marks that  holes  may  occur  in  the  mesentery  as  the  result  of 
disease,  injury,  or  congenital  malformation.  The  absence  of 
any  sign  of  previous  disease  or  injury,  and  the  negative  history 
thereof;  the  smooth,  thickened  margin  of  the  aperture,  its  sizfe 
and  regularity  of  outline,  and  especially  its  situation  in  the 
lower  part  of  the  mesentery  at  the  spot  where  the  develop- 
mental deficiencies  usually  occur,  lead  him  to  think  that  his 
case  was  a  typical  example  of  a  congenital  mesenteric  foramen. 
Tenia. — Carron  de  la  Carriere"^  describes  the  treatment  of 
tapeworm  in  children.  In  the  case  of  the  tenia  inerme,  the 
time  of  complete  development,  when  the  expulsion  should  be 
attempted,  is  indicated  by  the  spontaneous  exit  of  cncurhitina 
from  the  anus.  With  the  solium  or  the  bothriocephalus  we 
cannot  follow  this  rule,  but  it  has  been  calculated  that  from 
three  to  four  months  are  necessar}^  for  their  full  development. 
Two  kinds  of  medicine  are  necessary — a  tenicide  to  stupefy  the 
worm,  and  a  tenifuge  to  expel  it.  The  extract  of  male  fern  is 
the  best  drug  in  the  first  class;  its  dosage  follows  the  age  of 
the  child,  thus:  4  years,  3  to  4  grammes  (45  to  60  grains);  5  to 
6  years,  4  grammes  (60  grains) ;  7  to  10  years,  5  to  6  grammes 
(75  to  90  grains) ;  12  to  15  years,  6  to  7  or  8  grammes  (90  grains  to 
2  drachms).  The  purgatives  used  are  calomel  and  castor  oil. 
This  should  be  given  from  twenty  to  thirty  minutes  after  the 
administration  of  the  tenicide,  or  they  may  even  be  given  to- 
gether, as  the  stupefying  action  of  the  drug  has  only  a  short 
duration.  The  author  finds  the  followin'g  formula  of  Jollivet 
the  best.     Dissolve  in  a  water  bath 

Pure  gelatin 0.40  gr.  (%  grain). 

Water ' 10.        "  {2%  drachms). 

Add  sugar 6.25   "   (94  grains). 

When  the  mixture  begins  to  cool,  add 

Ethereal  extract  of  male  fern 4.      gr.  (1  drachm). 

Calomel 0.40    "  (^.^^  grain). 

Essence  of  peppermint,  lemon,  or  anise  seed 3  drops. 

Shake  until  the  mass  becomes  gelatinous;  cut  into  slices.  This 
is  easily  swallowed  in  a  teaspoonful  of  fluid.  Other  prescrip- 
tions are  given  by  the  author  for  varying  cases.  In  order  to 
obtain  successful  results,  certain  precautions  are  to  be  observed. 
For  twenty- four  hours  previous  to  the  administration  of  the 
medicine  the  child  should  be  put  upon  a  milk  diet.  The  eve- 
ning before  an  enema  should  be  given;  in  the  morning  a  copious 
enema  of  boiled  water.  The  drug  should  then  be  given  while 
the  child  is  fasting,  the  patient  kept  in  bed  to  avoid  vertigo. 
It  should  be  prevented  as  long  as  possible  from  going  to  stool, 
but,  when  this  is  no  longer  possible,  should  be  seated  upon  a 
vessel  so  full  of  tepid  water  that  the  anus  is  immersed  in  it; 
this  is  in  order  that  the  weight  of  the  worm  may  not  cause  the 
rings  to  break  off.  No  traction  should  be  made  upon  a  par- 
tially expelled  worm. 
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Should  the  head  not  be  found,  the  treatment  should  again  be 
resorted  to  in  two  months'  time.  In  the  meantime  arsenic 
should  be  given,  for  its  long-continued  administration  may 
result  in  expulsion  of  the  worm,  and  it  will  in  any  case  inter- 
fere with  its  development  and  at  the  same  time  act  as  a  tonic 
to  the  patient. 

Temperature  of  the  Newly-born. — Miihlmann"  found  the 
averc.ge  temperature  of  21  newly-born  infants  to  be  36,3°  C. 
There  were  no  constant  differences  in  the  sexes,  nor  was  there 
any  constant  change  in  the  curve  at  given  times  of  the  day. 
The  lowest  temperature  was  found  at  4  to  5  in  the  afternoon, 
and  was  attributed  to  the  condition  of  the  air  in  the  wards  and 
not  to  any  inherent  cause  in  the  babies. 

Tetany. — Edouard  Jordens,^"  in  a  clinical  lecture  upon  this 
disease,  states,  in  regard  to  its  treatment,  that  as  it  is  usually 
consecutive  to  disorders  of  nutrition,  such  as  anemia,  rachi- 
tis, lesions  of  the  gastro-intestinal  tract,  the  presence  of  worms 
in  the  intestines,  etc.,  treatment  should,  of  course,  be  directed 
to  the  causative  disease.  Anthelmintics  or  tonics,  according 
to  the  nature  of  the  case,  should  be  prescribed.  Tetany  may 
in  some  cases  result  from  cold,  when  warm  baths,  diaphoretic 
drinks,  and  the  salicylate  of  soda  would  be  appropriate  reme- 
dies. During  the  attack  we  may  have  recourse  to  embrocations 
of  the  oil  of  hyoscyamus  or  chloroform  liniment.  At  the  same 
time  sedatives  and  antispasmodics  should  be  given — the  oxide 
of  zinc,  alone  or  in  combination  with  the  extract  of  hyoscy- 
amus, belladonna,  chloral  hj^drate,  or  the  bromide  of  potassium 
in  especial. 

In  cases  rebellious  to  treatment  the  continuous  electric  cur- 
rent may  be  tried.     Intestinal  troubles  may  be  treated  with 

Salicyl.  bismuth 30  e.g.  (5  grains). 

Benzo-naphtliol 15     "     (2|  grains). 

Sugar q.  s. 

Pulv.  xvi.     Four  a  day  to  be  taken. 

When  the  diarrhea  has  stopped,  tonics  should  be  given. 
Should  the  foregoing  treatment  not  succeed  in  overcoming  the 
contractures,  we  should  then  give  three  tablespoonfuls  a  day 
of  the  following  mixture: 

Potass,  brom 3  gr.  (45  grains). 

Chloral  hyd .  .   1    "  (15  gi'ains). 

Distilled  water 100   "  (3j  11.  ounces). 

Syrup  of  orange  peel 50   "  (1  oz.  5  drachms). 

Total  Prolapse  of  the  Uterus  in  a  Newly-born  Girl ; 
Spina  Bifida. — Haussen"  reports  a  case  in  which  the  tense 
spina  bitida  ruptured  during  labor,  necessitating  immediate 
removal  of  the  tumor.  This  was  done.  The  child  did  well  for 
two  days,  when  the  uterus  was  found  totally  prolapsed,  pro- 
truding three  or  four  centimetres  outside  the  vulva  and  dis- 
charging a  yellowish- white  mucus.  It  was  impossible  to  hold 
the  uterus  in  place  with  a  tight  tampon.  Death  occurred 
on   the  ninth  day  from   exhaustion.     The  wound  had  healed 
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aseptically.  But  four  other  cases  of  this  kind  have  been  re- 
ported, all  with  spina  bifida. 

Tremor.  — J.  P.  Crozer  Griffith'  describes  two  cases  of  uni- 
lateral tremor  occurring  in  children.  The  first  appears  to  be 
an  example  of  post-hemiplegic  tremor.  The  nature  of  the 
second  is  more  obscure. 

Tuberculous  Meningitis,  Etiology  of.— A.  B.  Marfan'" 
states  that  this  disease  is  caused  by  the  germination  of  the  ba- 
cillus of  tuberculosis  in  the  pia  mater.  It  is  usually  a  secondary 
disease,  representing  the  localization  of  an  infection  whose  ini- 
tial focus  is  found  in  some  other  organ.  If  this  origin  is  in 
neighboring  parts,  as  in  the  bones  of  the  cranium  or  spinal 
column,  the  cavities  of  the  face,  nasal  or  orbital  fossae,  or 
cavities  of  the  ear,  infection  of  the  meninges  may  be  produced 
by  direct  extension,  but  is  usually  propagated  through  the 
lymphatics.  As  a  rule  the  starting  point  of  the  infection  is 
found  in  more  distant  organs— the  tracheo-bronchial  glands, 
lungs,  abdominal  organs,  articulations  of  the  bones,  the  skin 
and  superficial  glands  (in  the  order  of  frequency).  The  men- 
ingitis may  be  only  a  part  of  an  acute  generalized  miliary 
tuberculosis,  which  is  usually  the  case,  or  an  initial  focus  of 
disease  may  determine  an  infection  which  is  localized  exclusively 
upon  the  meninges.  There  are  a  few  rare  cases  oiprimary  tu- 
berculous meningitis  in  which  no  tuberculous  lesion  is  found 
elsewhere.  Should  the  recent  researches  of  Loomis  and  Pizzini 
be  established,  these  cases  will  be  found  to  be  only  apparently 
primary,  for  these  authorities  believe  that  Koch's  bacilli  often 
exist  in  latent  form  in  the  bronchial  ganglia  even  of  healthy 
subjects.  Moreover,  Straus  has  proved  that  the  bacillus  is 
often  found  in  the  nasal  fossae  of  healthy  persons.  Weigert 
holds  that  the  microbe  might  pass  from  this  place  through 
the  cribriform  process  of  thee  thmoid  and  so  reach  the  pia 
mater.  Finally,  it  is  to  be  noted  that  adenoid  vegetations  are 
frequently  present  in  patients  who  succumb  to  tuberculous 
meningitis.  As  these  vegetations  often  contain  the  bacillus,  it 
would  be  well  to  ascertain  whether  the  microbe  might  not  easily 
be  carried  through  the  lymphatics  of  the  pharyngeal  vault  to 
the  pia  mater. 

The  intracranial  localization  of  tuberculosis  does  not  occur 
in  even  all  tuberculous  subjects,  whence  it  is  evident  that  there 
must  be  some  predisposition  upon  the  part  of  the  organism. 
Age  and  heredity  are  the  two  chief  predisposing  causes.  Be- 
tween 2  and  7,  and  more  especially  between  3  and  6  j^ears, 
meningitis  is  apt  to  appear.  Tuberculous  meningitis  occurs 
with  frequency  in  certain  families,  not  necessarily  where  there 
is  a  tuberculous  taint.  The  relatives  of  ther  patients  are  apt  to 
be  neurasthenics,  or  hysterical  or  epileptics,  insane  or  alcoholic. 
The  children  themselves  sometimes  have  the  stigmata  of  de- 
generation and  are  subject  to  convulsions.  This  predisposing 
hereditary  neuropathic  influence  explains  the  more  frequent  oc- 
currence of  the  disease  among  the  rich  than  poor  and  in  the 
large  cities. 
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Typhoid  in  Young  Children,  Some  Clinical  Character- 
istics of. — Kocaz"'*  compares  typhoid  fever  in  children  with 
that  in  adults  and  finds  that  the  onset  is  often  rapid  and  stormy; 
the  intestinal  symptoms  are  less  marked,  constipation  being 
the  rule,  although  enteritis  is  a  frequent  complication  ;  vomit- 
ing is  very  common,  anorexia  extreme,  and  the  tongue  not  dry 
as  in  adults.  The  temperature  runs  a  less  regular  course. 
The  respiratory  tract  is  less  involved  than  in  adult  cases,  but 
broncho -pneumonia  may  appear  early  and  is  a  severe  compli- 
cation. While  the  rose  spots  are  the  only  pathognomonic  sign 
of  t\"phoid  in  children,  they  are  often  absent,  and  anomalous 
eruptions  may  occur ;  desquamation  is  not  common,  nor  is 
epistaxis.  The  nervous  complications  are  less  frequent  the 
younger  the  child,  but  the  meningeal  form  of  the  disease  is  not 
uncommon.  Osteo  articular  complications,  as  well  as  otitis 
media,  are  both  frequent  and  dangerous.  Stomatitis,  noma^ 
torticollis,  and  phlegmasia  alba  dolens  have  been  observed. 
The  duration  is  shorter  and  the  convalescence  more  rapid  than 
in  adults.  The  prognosis  is  good  in  children  over  5  years  ; 
under  3  years  it  is  grave. 

Which  Milk  Constituent  forms  the  Acids  causing  In- 
creased Ammonia  Excretion  in  Gastro-intestinal  Diseases 
in  Nurslings? — Czerny  and  Keller""  experimented  with  cases 
of  gastro  enteritis  and  found  that  neither  the  albumen  nor  the 
lactose  increases  the  ammonia  excreted,  but  that  by  lowering 
the  fat  in  the  milk  given  the  amount  of  ammonia  was  lessened 
in  the  excreta,  and  vice  versa.  It  is  the  fatty  acids,  then, 
which  increase  the  quantity  of  ammonia  excreted,  and  this  be- 
cause they  are  not  completely  burned  up  in  the  economy,  as 
oxidation  is  diminished  during  gastro-enteric  diseases.  A  per- 
fect food  for  such  cases,  then,  must  be  one  which  will  be  com- 
pletely oxidized  even  in  the  altered  condition  of  the  economy. 
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Children,  convulsions  in.  etiology  and  significance  of .     McClanahan,  164 
Children's  diseases,  brief  of  : 
Abscess,  retropharyngeal  285,  with  tuberculous  joint  disease  372; 
abulia  of  speech  273;  acetanilide  poisoning 373;  acromegaly  737 ;  Ad- 
dison's disease  417;  adenoids,  retronasal,  143;  alcoholism,  acute,  373; 
anemia  after  diarrhea  417,  with  malarial  fever  886;  anesthesia,  bro- 
moforni.  598;    anesthetization  of  children   137;   antipyrin  poisoning 
738;  antithermia  in  tuberculosis  418;  antitoxin,  and  vaccine  produc- 
tion 881,  for  tetanus  753,  immunization  279;   apnea  of  newly-born 
882;    appendicitis  138,  738;  appendix,  intussusception,  887;    ataxia, 
Friedreich's  884.  in  child  373;  atresia  of  nasal  fossae  138;   axilla,  tu- 
berculous adenophlegmon,  431.     Baccelli's  operation  for  echinococcus 
of  liver  738;  bacterium  coli  commune  in  pleurisy  426;  Barlow's  dis- 
ease 373;    blindness  in  New  York  373;   blood  in  rachitis  143;  bottle, 
improved  nursing,  380;    bromoform  anesthesia  598,  exanthem  739, 
poisoning  373;   bronchial  stenosis  after  rupture  of  lymph  node  739; 
broncho-i")ueumonia,  diphtheritic.  4i8.     Calcification,   delayed  cra- 
nial 418;  Calot's  reduction  of  kyphosis  739;  caries,  spinal,  144;  cent 
in  child's  esophagus  599;  childhood,  cerebral  palsies  374,  hypnotics 
421,  malignant  tumors  141;   children,  anesthetization  137,  effect  of 
school  niethods  884;  chorea  883,   and  scarlet  fever  883.  and  inter- 
mittent fever  886;  convulsions  138;  cord,  persistence  384,   short  439; 
creosote  in  gastro-enteritis  740;  cretinism  883;  ci'oup,  st^-am  for,  439; 
curvature,  lateral.  140;  cutis,  sarcoma.  891.    i)/o?)efe6>'mellitusT40;  di- 
arrhea, anemia  after  417,  irrigation  and  rectal  alimentation  887,  dys- 
peptic 139,  summer  751,  tannin  for  431;  diphtheria   138,  375,  419,  599, 
740, 88  <;  drain,  gauze,  in  aural  inflammation.  273;  dyspeptic  diarrhea 
139.     Ear,  complications  of  influenza  884.  middle,  of  nurslings.  747; 
eclampsia  599;  edema  889;   empyema  140.431;   epistaxis  43 1 .     Feed- 
ing, infant,  433,  885;  femur,  fracture  of  neck,  378:  fever,  glandular 
278,  intermittent  886,  malarial  with  anemia  886;  Friedreich's  ataxia 
884,   disease    743.     Gangrene  of  scalp  6i)l,   of  thoracic   wall  after 
measles  278;  gastro-enteritis,  creosote  for,  740;  glandular  fever  "^78; 
glottis,  congenital  folds  in.  418.     Hare-lip.  oi^eration  for  double,  748; 
hematuria,   renal,  743;    hemoglobinuria   in   brother  and  sister  284; 
hemophilia,  renal,  606;  hemorrhage  after  tracheotomy  379;  hernia, 
congenital  diaphragmatic  739,  congenital  treated  by  zinc  275.  ova- 
rian 284,  umbilical  144;  hip,  congenital  •dislocation  138.  274,  late  ex- 
cision 600;  hip-joint  disease  601;    hydrocephalus  885,  and  meningitis 
887:  liypnotics  in  childhood  421 :  hypnotism  for  morbid  impiilse  283; 
hysteria  743.     Ileum,   strangulation  892;     infancy,    malignant  tu- 
mors 141,  substitute  feeding  in  6U7;  infant  feeding  422,  885;  infants, 
nourishment  of  debilitated,  6(i2;  infection,  prenatal  748,  pyocaneus  749; 
inflammation,  aural  gauze  drain  in,  273;  influenza  .79,  ear  complica- 
tions 884;  intermittent  fever  886;  intubation  tubes  retained  438;  in- 
tubator  for  laryngeal  stenosis  382;  intussusception,  ileo-cecal  280,  of 
appendix  and  cecum  887;  iodoform  for  tuberculous  knee-joint  dis- 
ease 607;  irrigation,  intestinal,  in  diarrhea,  887.     Knee,  congenital 
luxation.   740;    knee-joint  disease,  tuberculous,   iodoform  for,  607; 
kyphosis  Calot's  reduction  7:^9,  forcible  reduction  743.     Laparatomy 
wounds  in  peritoneal  infection  426;    laiwnx,  ijapillomata,  747;    leg, 
intrauterine  fracture,  421;  lithemia  423;  liver  echinococcus,  Baccelli's 
operation,  738;    lumbar  puncture  in  meningitis  745.     Makrosoma, 
one  sided,  748;    malarial  fever  with  anemia  88t);  Marmorek's  serum 
745;  mastoid  disease  283,  887;  measles  424  and  whooping  cougli  425; 
meatus  auditorius,  stenosis  after  operations  for  middle-ear  disease, 
144;    melena  neonatorum  283;   meningitis  and  liydrocephalus  887, 
lumbar  puncture  in  tuberculous  745,  secretions  in  tuberculous  891, 
tuberculous  895:    meningococcus  intracellularis  746;   menstruation, 
precocious,  285;  mercury  in  syphilis  746;  merj-cism  283,  milk,  acid- 
I'orming  constituent  896,  certified  882,  pasteurized  890;  morbus  coxa- 
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rius  889;  mumps  426;  muscle  spasm  in  infantile  diseases  42C.  Nasal 
fossae,  atresia,  138;  neck,  inflammations  and  suppurations,  4-'3; 
nephritis  889,  unsuspected  42(5;  newly  born  temperature.  894;  nose, 
tuberculous  tumor,  749;  nursing  bottle,  improved,  280.  Palate,  cleft 
138.  papillomata  747;  palsies,  cerebral,  of  childhood,  274;  papillo- 
mata  of  palate  and  larynx  747;  paralysis,  spastic  892;  pediatrics, 
tannalbin  in.  751;  peritonitis  748;  perityphlitis  284;  pertussis  427, 
738,  890;  pharynx,  tviberculosis,  752;  phimossis  285;  pleurisy  891, 
pathogenesis  42ti;  pneumonia  427,  frank  742.  Pott's  disease  b02; 
prolapse,  uterine,  894;  pyelonephritis  in  childhood  285;  pylorus,  con- 
genital stenosis,  4;:iO.  Rachitis  ^OQ  749,  blood  in  1 43;  rectal  alimen- 
tation in  diarrhea  887;  renal  hemophilia  (i06.  hematuria  743.  Sar- 
coma of  cutis  891;  sarcomata,  multiple,  .'83;  scalp,  gangrene,  601; 
scarlet  fever  i!8ii,  and  cretinism  883;  scoliosis  750;  scurvy  in  infants 
429;  sepsis,  umbilical,  in  new-born,  607;  serum,  Maragliano's,  in 
tuberculosis  4 18,  Marmorek's  745;  serums,  normal  and  therapeutic, 
748;  speech,  abulia  of ,  :^72;  spina  bifida  894;  spinal  caries  144;  steam 
in  croup  429;  stenosis,  bronchial,  after  rupture  of  lymph  node  739, 
laryngeal,  intubator  for  282;  still-born  infants,  resuscitation,  285; 
stomach  dilatation  in  infants  418;  strabismus,  non-operative  treat- 
ment, 284;  sublingual  tumors  286;  substitute  feeding  in  infancy  607; 
summer  diarrhea  751.  Tannalbin  lb\\  tannin  in  diarrhea  48 1 ;  tem- 
perature of  newly-born  8ii4;  tenia  893;  tetanus  894,  cvu-ed  by  anti- 
toxin 75-';  thyroids  in  diseases  other  than  cretinism  431;  tonsillitis, 
chronic  follicular  600,  follicular  due  to  milk  infection  601;  trache- 
otomy, hemorrhage  after,  279;  tremor  895;  tuberculin  R  742;  tuber- 
culosis of  pharynx  752;  tumor,  abdominal  272,  tuberculous  nasal 
749;  tumors,  malignant  of  infancy,  childhood,  and  youth  i41,  sub- 
lingual 286;  typhoid  fever  286,  89'i.  Umbilical  sepsis  in  the  new- 
born 607;  urine,  normal,  482;  uterus,  prolapse.  894.  Vaccine  and 
antitoxin  production  88 1 .  Wall,  thoracic,  gangrene  after  measles, 
278;  whooping  cough  and  measles  425.  Youth,  malignant  tumors, 
141.     Zinc  for  congenital  hernia  275. 
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Conti-actions,  intestinal,  tonic  and  spasmodic.     Werder 583 

Convulsions  in  children,  etiology  and  significance  of      McClanahan. . .  164 

Cordier.     Skiagraphing  of  foreign  bodies  in  the  pelvis 322 

Cullen.     Silkworm  gut  as  a  subcutaneous  suture  in  closure  of  abdomi- 
nal incisions 171 

Curette,  use  of,  in  puerperal  and  chronic  endometritis.     Peterson 28 

Cyst,  a  large  ovarian.     Johnstone 117 

dermoid.     Reamy 234 

dermoid,  removal  of,  nine  weeks  after  labor.     Da  Costa. .......  337 

ovarian,  rupturel.     Zinke 857 

Cysts  of  the  urachus.     Douglas 472,  567 

D. 

Da  Costa.     Celiotomy  during  pregnancy 335 

Polyp,  large,  with  inversio  uteri,  in  an  elderly  woman 337 

Removal  of  a  large  dermoid  cyst  nine  weeks  after  labor  . . .  337 

Deale.     Intercurrent  infectious  diseases  of  pregnancy.     349,  365 

Dermoid  cyst.     Reamy 234 

cyst,  removal  of  large,  nine  weeks  after  labor.     Da  Costa. . .  337 

Diagnosis,  case  for.     Zinke         237 

Diphtheria  puerperal.     Longyear 489,  554 

Diseased  ova      Jones 175 

Disea.ses  complicating  pregnancy.     Farrand 827 

Displacements,  pessary  in  . . .         847 

Dixon.     Cesarean  section  under  difficulties 200 
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Dobbin.     Frequency  of  contracted  pelves 145 

Dorsett.     Administration  of  phosphate  of  strychnia  during  gestation, 

503,  586 

Douglas.     Cysts  of  the  urachus 473,  567 

Doyen's  method  of  abdominal  total  hysterectomy,  modification  of. 

Perry 169 

Dry  method,  technique  of.     Walker 498,  578 

JDuff.     Source  of  puerperal  sepsis 483,  554 

Dunlap.     McDowell's  work  in  ovariotomy 550 

Dunn.     Conservation  of  the  ovary 571 

Dunning.     Ectopic  gestation 43 

Dynamic  ileus.     Price 594 

ileus  following  operations  involving  the  abdominal  cavity. 

Blume 584 

E. 

Eclampsia,  pueri^eral,  principles  of  treatment  in.     Potter 552,  680 

treated  with    large  doses  of  morphia  hypodermatically. 

Heady 339,  243 

Ectopic  gestation      Dunning 43 

gestation,  early  diagnosis  and  ti'eatment  of.     McCormack 59 

jn-egnancy,  retroperitoneal,  at  full  terra.     Bovee 314,  368 

Endometritis,  chronic  and  puerperal,  the  curette  in.     Peterson 38 

treatment  of  puerj^eral,    by  the  Carossa  method.      Ill,  575 

Extrauterine  i)regnancy .     Hall 855 

F. 

Facts  and  surgery.     Ross 438 

Fallopian  tube  in  tubal  pregnancy.  Bland  Sutton's  views  regarding 

changes  in.     Webster 354 

False  hermaphroditism.     Goltman 209,  359 

Farrand.     Diseases  complicating  pregnancy     837 

Fibroid  degeneration  of  the  uterus  after  removal  of  pus  tubes.     Bovee,  366 

hysterectomy  for      Bonifield  858 

pediculated  cervical.     Johnston  337 

tumor      Hall 854 

Fibroids  removed  by  morcellation.     Reamy 109 

Fibroma,  multiple.     Reamy 335 

multiple,  hysterectomy  for.     Hall 118 

Fish.     The  uterus  again 37 

Fistula,  vesico-vaginal,  cured.     Bowen 97,  103 

Forceps  rotation  in  occiput  posterior   positions  of  the  vertex.     Gil- 
lespie  334,  344 

Fractures,  intrauterine.     Reamy 236 

Frederick.     Which  is  the  preferable  operative  method  of  holding  the 

uterus  in  position? 587 

Frequency  of  contracted  pelves.     Dobbin  145 

Funis,  prolapsus,  unusual  case  of.     McCullough 233 

G. 

Gall  stones.     Stone 102 

Gestation,  ectopic.     Dunning 43 

ectopic,  early  diagnosis  and  treatment.     McCormack 59 

intraperitoneal,  at  term.     Rosenwasser 52 

the  administration  of  phosphate  of  strychnia  during.     Dor- 
sett ■. 503,  586 

Giles.     Tubal  gestation,  two  unusual  cases 387 

Gillespie.     Forceps  rotation    in    occiput    posterior    positions    of    the 

vertex 224,  244 

Glycerin,  labor  inducted  by  injection  of.     Stanton 105 

Goldspohn.     The  fate  of  ovaries  in  connection  with  retroversion  and 

retroflexion  of  the  uterus .  .  439,  590 

Goltman.     False  hermaphroditism 209,  359 

Gynecology,  Thure  Brandt  treatment  practically  applied      Nordhoff- 
Jung 832 
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Haggard.     Another  case  of  prolapsus  funis 549 

Necessity  for  early  recognition  and  treatment  of  carcinoma 

uteri 814 

Hall.     Fibroid  tumor 854 

Extrauterine  pregnancy S~)5 

Hystei'ectoniy  for  double  p_yosalpinx 117 

Hysterectomy  for  multiple  fibroma 118 

Some  of  the  sequelas  following  supravaginal  hysterectomy,  447,  558 

Treatment  of  malpositions  of  the  uterus 377 

Hawkins.     The  advantages  of  vagino-abdoniinal  section 305 

Hayd.     Some  observations  u^wn  ventral  fixation 506,  587 

Heady.     Case  of  cephalhematoma 370 

Eclampsia  treated  with  large  doses  of  morphia  hypodermati- 

cally 229.  243 

Hemorrhage,  surgical  shock  and,  with  reference  to  prevention  and 

treatment.     Chase 324,  579 

Hermaphroditism.     Baerecke  359 

A  case  of  false.     Goltman  209,  359 

Hernia,  a  plea  for  the  radical  operation  for,  among  the  insane.    Hobbs,  672 
Hobbs.     Plea  for  the  radical  operation  for  hernia  among  the  insane. . .  672 

Hoffman.     Ovariotomy  in  a  child  thirty-three  months  old ....  331 

Hour-glass,  antepartum,  contraction  of  the  uterus.     Bovven 96,  102 

Hughes      Sequelas  of  dead  ligatures  and  sutures 453.  559 

Humerus,  intrauterine  fracture  of  the.     Smith 91,  100 

Hydrorrhea.     Smith 93,  100 

Hymen  with  a  pin-hole  opening.     Smith 92,  100 

Hypertrophic  elongation  of  cervix  uteri  obstructing  labor.  Smith,  94,  100 

Hysterectomy,  abdominal,  for  fibroid      Bouifield 858 

complete,  after  injury  during  parturition  and  Cesarean 

section,  with  report  of  cases.     Branham 581 

for  double  pyosalpinx.     Hall 117 

for  multiple  fibroma.     Hall 118 

someof  the  sequelae  following  supravaginal      Hall,  447,  558 

vaginal,  for  primary  sarcoma  of  fundus  uteri      Lewers,  388 

Hystero-epilepsy ,  ovariotomy  for.     Reamy 235 

I. 

Ileus,  dynamic.     Price 594 

dynamic,  following  operations  involving  the  abdominal  cavity. 

Blume 584 

111.     Treatment  of  puerperal  endometritis  by  the  Carossa  method 557 

Imperforate  anus.     Lyons 703 

Imperf oration,  congenital  ano-rectal.  treatment  of.     Matas 628,  753 

Incubators  and  milk  laboratory  feeding      Lyons 696 

Inflammation,  pelvic,  etiology  of.     Leake 214 

In  memoriam  William  Thompson  Lusk,  A.M.,  M.D.,  LL  D 99 

Insane,  hernia  among,  plea  for  radical  operation      Hobbs 672 

Intercurrent  infectious  diseases  of  pregnancy.     Deale 349,  365 

Intel-menstrual  phenomena,  with  theories.     Marsh 64 

Intestinal  obstruction,  two  cases  of.     Seymour 689 

Intestine,  stricture  of  the.     Browne 118 

Intraperitoneal  gestation  at  term.     Rosenwasser 52 

Intrauterine  f ractvires      Reamy 236 

fracture  of  the  humerus      Smith 91,  100 

Inversion,  complete,  of  the  uterus  on  the  fifth  day  after  confinement, 

with  recovery.     Burton 548 

Items ." 287,  608,  752 

J. 

Johnson.     Atresia  of  the  uterine  canal  after  the  menopause 843 

Johnston.     Ovarian  tumor 237 

Pediculated  cervical  fibroid 237 
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Johnstone.     A  large  ovarian  cyst 117 

Jones.     Disea.sed  ova 175 

Laparatomy  for  diseases  of  women  from  1879  to  1889 74 

L. 

Labor  induced  by  the  injection  of  glycerin.     Stanton 105 

Laparatomy  for  diseases  of  women  from  1879  to  1889.     Jones 74 

Leake.     Etiology  of  pelvic  inflammation 214 

Lesions,  post  operative,  and  sequela?.     Price 465,  594 

Lewers.     Primary  sarcoma  of  fundus  uteri  treated  by  vaginal  hyste- 
rectomy    388 

Ligatures  and  .sutures,  dead,  sequelae  of,  Hughes 453.  559 

Longyear      Puerperal  diphtheria 489,  554 

Lusk,  "William  Thompson,  A.M.,  31. D.,  LL.D,,  in  memoriara 99 

Lyons.     Imijerf orate  anus 703 

Incubators  and  milk  laboratory  feeding 696 

M. 

Maclean.     Tubal  gestation,  two  unusual  cases 387 

Mallett.  Trendelenburg  position  in  tumors  of  pelvis  obstructing  labor,  546 

Malpositions  of  the  uterus,  etiology  of.     Palmer 372 

of  the  uterus,  ti'eatment  of.     Hall 377 

Manual  rectification  of  occipito-posterior  positions.     Stanton 105 

Marsh.     Intermenstrual  phenomena,  with  theories 64 

Matas      Surgical  treatment  of  congenital  ano-rectal  imperforation,  628,  753 

Maxwell.     Senile  iiTitable  utenis 510,  590 

McClanahan.  Etiology  and  significance  of  convulsions  in  children.. . .  164 
McCone.     Ovariotomy  during  pregnancy,  and  congenital  absence  of 

the  rectum 693 

McCormack.     Early  diagnosis  and  ti'eatment  of  ectopic  gestation 59 

McCullough.     Unusual  case  of  prolapsus  funis 233 

McDowell's  work  in  ovariotomy.     Dunlap 550 

McMurtry      The  operation  itself  in  appendicitis 590 

Meek.     Primary  adeno-carcinoma  of  both  ovaries 205 

Menopause,  atresia  of  uterine  canal  after.     Johnson 843 

Menstrual  life  of  woman.     Boise 799 

Method,  the  preferable  operative,  for  holding  the  uterus  in  position. 

Frederick 587 

Milk  laboratory  feeding  and  incubators.     Lyons  696 

Morcellatiou.  fibroids  removed  by.     Reamy 109 

Morphine  in  eclampsia.     Heady 229 

Multilocular  cysts  in  negresses.     Stone 551 

Multiple  fibroma.     Reamy 235 

Munde.     Pelvic  abscess 609 

X. 

Nash.     Recovery  following  right  ovariotomy,  the  left  ovary  being  left 

notwithstanding  left  pyosalpingitis.  .....    845 

Negresses,  multilociilar  cysts  in.     Stone 551 

Nordhoff-Jung.     Thure  Brandt  treatment  in  gynecology  practically 

applied 832 

O, 

Observations  upon  venti-al  fixation.     Hayd 506,  587 

Obstruction,  intestinal,  two  cases  of.     Seymour 689 

Obstetrics  and  gynecologj",  brief  of: 
Abdomen,  closure,  415-^  abortion  394,  717.  habitual  256,  incomplete 
256,  394;  abscess,  ovarian  209,  pelvic  136:  adenoma,  malignant,  of 
uterus,  vagina,  rectum,  133:  alcohol  as  disinfectant  264:  amenorrhea 
410:  anemia  of  pregnancy  718:  anesthesia  in  gynecology  728,  in  ob- 
stetrics 716,  resi)iratory  t^iilnre  265:  aorta,  compression  in  operations, 
264:  apioline  for  amenorrhea  and    dysmenorrhea  131;  appendages. 
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treatment  of  diseased,  879;  appendicitis  415,  complicating  ectopic 
gestation  3^1;  asepsis  and  antisepsis  718;  atresia  vaginae  in  preg- 
nancy 870,  viilvie  138;  attire,  feminine,  416;  auto-intoxication 
in  pregnancy  3»7;  avulsio  uteri  397.  Bacterium  coli  commune 
in  pregnancy  718;  balneo-therapy  in  syphilis  265;  biliary  lithiasis 
and  uterine  functions  877;  bladder,  exstrophy  413,  infection  by 
catheters  133:  breast,  tumors,  131.  Cancer  871,  cachexia  401, 
cervical,  conception  after  curettage  i27,  of  chorion,  malignant,  130, 
etiology  and  pathogenesis  729,  extirpation  of  ovaries  for  402.  pri- 
mary ovarian  4ll,  treatment  402,  treatment  without  operation  403, 
tubal  268.  uterine  133,  268,  403,  723,  736.  uterine  in  pregnancy  127; 
cardiac  diseases  from  sexual  intercourse  416;  catgut,  sterilization 
416,  in  uterine  drainage  729;  catheterization,  ureteral,  730;  cathe- 
ters, bladder  infection  by,  133;  celiotomy  136,  282;  cervix,  lacera- 
tion 400,  obliteration  in  pregnane^'  870,  spasmodic  rigidity  393; 
Cesarean  section  128,  259,  394,  724;  chorion,  malignant  cancer,  130; 
circulation,  maternal,  266;  colitis,  membranous,  and  pelvic  disease, 
728;  colpotomy  for  uterine  diseases  734,  anterior,  to  produce  sterilitj', 
731;  constipatio  myogenita  '/29;  cord,  umbilical,  396,  596,  breaking 
during  labor  252,  prolapse  252,  velamentous  insertion  253;  corpus 
luteum,  pathology,  727;  curettage  for  cervical  cancer,  conception 
after,  127;  curetting,  microscopic  examination,  403;  cyst,  dermoid, 
causing  dystocia,  253,  ovarian  dermoid 4l2,  ovarian,  rupture,  135.  874, 
ovarian  with  uterine  prolapse  874 ,  suppurating  ovarian  412,  suppu- 
rating ovarian  in  pregnancy  352;  cystitis  370,  413;  cystoscopic  ex- 
amination 131;  cystoscopy  and  catheterization  of  ureters  131;  cysts, 
intraligamentous  136,  ovarian  2ii9,  papillary  ovarian  874,  ovarian 
with  uterine  prolapse  874.  Decicliioina  maligniun  129,  400.  and 
hydatid  moles  726;  deformed  pelves  868;   displacements  of  uterus 

134,  404;  drainage  tube,  intrauterine,  135;  ducts,  Muller"s  and 
Wolff's,  877;  dysmenorrhea  270,  410,  880;  dystocia  from  dermoid  253, 
from  fetal  causes  396.  Eclampsia  126,  257,  397,  596,  722,  hydropic 
degeneration  of  placenta  722;  ectopic  gestation  126,  354,  391;  electro- 
lysis 409;  emphysema  after  labor  397;  endometritis  366,  of  preg- 
nancy 258;  enteroptosis  415;  epithelium,  uterine,  416;  ergot  in 
obstetrics  360;  ergotol  for  hemorrhage  4l6;  erythema,  scarlatini- 
form,  after  labor,  5ii6;  exstrojihy  of  bladder  413.  i^ace  presenta- 
tions 390;  Fallopian  tube,  tumors,  135;  fetus,  age,  in  miscarriages, 
125,  dead  retained  in  utero  395,  influenced  by  position  of  placenta 
719;  fibroids  complicating  pregnancy  253,  391,  392,  interstitial  in 
pregnancy  253,  melancholia  cux-ed  by  removal  879,  uterine  i33,  404, 
728;  fibroma,  ovarian,  269;  fibromyoma  in  inguinal  hernia  268;  fis- 
tula, uretero-abdominal  270,  vesico-vaginal  132,  412.  Gastric  pain 
from  pessary  598;  genital  tract,  occlusion  in  pregnancy  7a2,  medical 
therapy  270;  genitals,  hematoma  730,  lacerations  in  syphilitics  730, 
tuberculosis  597;  gestation,  ectopic  126,  254,  391,  prolonged  395; 
gloves  during  operations  730;  gonorrhea  731;  gunshot  wounds  of 
pregnant  uterus  1-8;  gynecology  abroad  416,  anesthesia  728,  hot 
vapor  415.  massage  416.  Head,  axis  of  fetal  135,  delivery  of  after- 
coming  255,  measure  of  fetal  255;  heart,  palpation  of  fetal,  8t)9; 
hematocele,  pelvic,  270,  411;  hematoma  of  external  genitals  730; 
hematometra  730;  hemorrhage,  circumscribed  pelvic  880,  ergotol 
416,  salt  solution  270;  hernia,  inguinal,  fibromyoma  in  ^68,  ovarian 

135,  strangulated  obturator  413,  ventral  879,  ventral  in  pregnancy 
127;  homosexuality  in  woman  130;  hydatid  mole  129,  135,  and  de- 
ciduoma  nialignum726:  hydramnion  396;  hydrorrhea,  decidual,  256; 
hvperemesis  of  pregnancy  8b8;  hysterectomy  875,  after  removal  of 
appendages  408,  abdominal  409,  735,  877,  vaginal  408,  vaginal  for 
metritis  398.  Infarction,  puhnonary,  in  labor,  358,  866;  infection, 
puerperal,  398,  717;  inflammations,  acute  pelvic,  598;  insane,  men- 
struation in,  410;  insanity,  post-operative  880,  puerperal  398;  inser- 
tion of  cord,  velamentous,  352;  intercourse,  sexual,  causing  cardiac 
disorders,  416;   intestine  and  uterus  865:   iodoform  i^oisouing  728; 
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irrigation  of  puerperal  uterus  ;)99.  for  viterine  diseases  409.  Kiist- 
ner's  transverse  abdominal  incision  734.  Labor,  erythema  after  596, 
examination  256,  premature  vs.  symphyseotomy  394,  pulmonary 
infarction  258,  third  stage  125,723;  laparatomy. "bursting  of  abdo- 
minal wound  after  415,  intestinal  parahsis  after  264,  in  tubercular 
Ijeritonitis  733,  secondary  878;  lithiasis.  biliary,  and  uterine  func- 
tions 877;  liver,  tumors,  264;  lungs,  distension  in  stillbirth,  395. 
Malformation,  congenital,  IBU:  massage  in  diagnosis  of  preg- 
nancy 255,  gynecological  416;  melancholia  cured  by  removal  of 
fibroids  879;  membrane,  prolapse  of  m-ethral,  416;  meningitis, 
Ijostpartmu  pneu-mococcus.  260:  menopause,  symptoms  410;  menor- 
rhagia,  death.  131;  menstruation  in  insane  410,  precocious  270. 
relation  to  pathology  409,  vicarious  409;  metritis,  hemorrhagic 
parenchymatous  260,  vaginal  hysterectomy  398;  micro-organisms, 
relation  to  pelvic  viscera.  730;  Miiller's  and  Wolff's  ducts  877;  mis- 
carriages, age  of  fetus  in,  125;  monstrosities  395:  myomata,  uterine, 
treatment  879.  Nephrorrhaphy  during  pregnancy  128;  nerves  of 
peritoneum  136;  nursing,  obstetrical,  129  Obstetrics,  anesthesia 
716,  cleanliness  129:  operations,  gynecological,  878;  organs,  internal 
generative,  absence  385:  ovarian  cysts,  papillary,  874,  cyst  with 
uterine  prolapse  874,  cyst,  rupture,  874,  tumors  in  pregnancy  39 1 ; 
ovaries,  diseases  treated  without  operation  403,  extirpation  for  can- 
cer 402,  pregnancy  after  transi^lantation  254:  ovariotomy,  deaths 
after.  412;  ovary,  abscess  269,  cj'st,  rupture  135,  dermoid  cyst  412, 
fibroma  269,  foreign  body  in  135,  hernia  135,  primary  cancer  411, 
prolapse  269;  oxychloride  of  silver  135.  Pagefs  disease  729;  palpa- 
tion, abdominal,  264,  of  fetal  heart  869;  papilloma  of  tube  268; 
paralysis,  intestinal,  after  laparatomy,  2H4:  pelves,  deformed,  868; 
pelvic  disease  and  membranous  colitis  728;  perineum,  laceration, 
127,  269;  peritoneal  cavity,  foreign  bodies  in,  136:  ]ieritoneum.  nerves, 
136;  peritonitis  414,  acute  purulent  734,  general  supjnirative  596, 
surgical  treatment  73-*,  tubercular,  laparatomy,  733;  pessary,  gastric 
pain  from,  598;  placenta,  hydropic  degeneration  in  eclampsia  722, 
lesions  866.  location  719.  previa  127,  390,  719;  pneumonia  in  puer- 
pera  398;  Porro  operation  731;  Prague  Maternity  Hospital  255;  preg- 
nancy, after  ovarian  tran.splantation  254.  after  ventrofixation  596, 
anemia  718,  atresia  vagina?  870,  auto-intoxication  397,  in  double  uterus 

254,  death  of  one  twin  255,  diagnosed  by  massage  255.  endometritis 
258,  extrauterine  723,  extrauterine  twice  in  same  tube  254,  fibroids 
complicating  253,  391,  392,  869,  hj-peremesis  868,  measure  of  fetal  head 

255,  nephrorrhapliy  1 28.  obliteration  of  cervix  870,  operations  in  392, 
pelvic  tumors  in  869,  renal  disease  in  392,  salivation  717,  tumors  in  391 , 
univitelline  twin  254,  896,  urine  retention  simulating  400,  uterine  can- 
cer 127,  ventral  hernia  127,  vomiting  124.  257,  398,  717;  presenta- 
tions, face,  390;  prolapse,  ovarian  269,  urethral  mucous  membrane 
413,  uterine  184,  407.  vaginal  408;  pseudocyesis  255;  ptyalism  of 
gravid  uterus  252:  putrefaction,  fetal,  255.  Qidnine  as  oxytocic 
393  in  pregnancy  717.  Renal  disease  in  pregnancy  392;  respiratory 
failure  in  anesthesia  265;  retroflexion  and  ptyalism  of  gi'avid  uterus 
252;  rupture  of  ovarian  cyst  874,  of  uterus  260,  397,  871.  Saccula- 
tion of  pregnant  uterus  after  ventrofixation  869;  salivation  of  preg- 
nancy 717:  salpingectomy,  tubes  after,  731;  salpingo-ooplioritis 
268;  salt  solution  in  liemorrhage  270,  infusion  416;  sarcoma,  uterine 
268,  vaginal  133;  section.  Cesarean  128,  259.  394,  724,  vaginal  408; 
sepsis,  antistreptococcic  serum  for,  128,  399;  serum,  antistrepto- 
coccic, 597,  in  puerperal  sepsis  128,  399;  sex,  causation,  395;  shock 
in  operations  265;  sterility  by  anterior  colpotomy  and  tubal  division 
731;  stillbirth,  distension  of  lungs  in,  395;  superfetation  870;  sur- 
gery, abdominal.  261;  symphyseotomy  25S,  393,  721,  vs.  premature 
labor  394;  syphilis,  ti'eatment,  265.  T'('fa?/?<.s,  puerperal,  398;  thyroid 
extract  as  galactagogue  129;  transposition  of  viscera  261;  tube  after 
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